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Tubal  pregnancy 


Geriatric  metabolism 


An  invitation  to  danger 
Chemical  tests  for  intoxication 


Blood  alcohol  and  highway  deaths 

Allergic  hypertrophic  pyloric  stenosis 
and  cholecystitis  (case  report) 


FOR  PERSISTENT  INFECTIONS 

CHLOROMYCETIN 

COMBATS  MOST  OLIHIGALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  eflFec- 
tiveness  with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^'®  extends  to  persistently  patho- 
genic coliforms.®’^®'^®  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  “...shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 


REFERENCES: 

(1)  Petersdorf,  R.  G.;  Bennett,  I.  L.,  Jr.,  & Rose,  M.  C.:  Bull.  Johns  Hopkins 
Hasp.  100:1,  1957.  (2)  Yow,  E.  M.:  GP  15:102,  1957.  (3)  Altemeier,  W.  A., 
in  Welch,  H.,  and  Marti-Ibanez,  E,  ed.:  Antibiotics  Annual  1956-1957,  New 
York,  Medical  Encyclopedia,  Inc.,  1957,  p.  629.  (4)  Kempe,  C.  H.:  California 
Med.  84:242,  1956.  (5)  Spink,  W.  W.:  Ann.  New  York  Acad.  Sc.  65:175, 

1956.  (6)  Rantz,  L.  A.,  & Rantz,  H.  H.:  Arch.  Int.  Med.  97:694,  1956. 

(7)  Wise,  R.  I.;  Cranny,  C.,  & Spink,  W.  W:  Am.  J.  Med.  20:176,  1956, 

(8)  Smith,  R.  X;  Platou,  E.  S.,  & Good,  R.  A.:  Pediatrics  17:549,  1956. 

(9)  Royer,  A.:  Scientific  Exhibit,  89th  Ann.  Conv.  Canad.  M.  A.,  Quebec  City, 
Quebec,  June  11-15,  1956.  (10)  Bennett,  I.  L.,  Jr.:  West  Virginia  M.  J.  53:55. 

1957.  (11)  Altemeier,  W.  A.:  Postgrad.  Med.  20:319,  1956.  (12)  Felix,  N.  S.: 
Pediat.  Clin.  North  America  3:317,  1956.  (13)  Metzger,  W.  I..  «e  Jenkins, 
C.  J.,Jr.:  Pediatrics  18:929, 1956.  (14)  Woolington,  S.  S.j  Adler,  S.J.,  & Bower, 
A.  G.,  in  Welch,  H.,  and  Marti-Ibanez,  E,  ed.:  Antibiotics  Annual  1956-1957, 
New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  365.  (15)  Waisbren,  B.  A., 
& StreUtzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957. 


PARKE,  DAVIS  ft  COMPANY  DETROIT  32,  MICHIGAN 


90168 


ty  “7-  - ^ , 

■ f ' 

fi 

: .. 

Ff  COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
I AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


♦This  graph  is  adapted  from  Waisbren  and  StreMtzer.^®  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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'‘Since  we  put  him  on  NEOHYDRIN  he's  been 
able  to  stay  on  the  job  without  interruption,' 


oral 

organomercurial 

diuretic 


NEOHYDRII^ 

BRAND  OF  CHLORMERODRIN 
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The  High 
Protein  Diet 


. . . and  may  we 
remind j ou  that 
a glass  of  beer 
can  make  high 
protein  diets 
more  palatable? 


Meat,  of  course,  is  an  outstanding  source  of 
protein,  but  it  can  easily  be  reinforced  with 
other  protein  foods.  For  instance,  a fluffy 
omelet  folded  over  penny-sliced  frankfurters, 
ground  cooked  meat,  flaked  fish  or  cheese  is 
both  tempting  and  economical. 

A green  salad  topped  generously  with  shoe- 
strings of  meat  and  cheese  carries  its  weight  in 


protein.  Cottage  cheese  for  extra  protein  is 
especially  tasty  in  a salad  or  as  a spread  on 
dark  bread.  An  egg  white  whipped  into  fruit 
juice  makes  a frothy  flip— and  fruit  and  cheese 
for  dessert  give  a big  protein  boost.  For 
variety’s  sake  a frosty  glass  of  beer*  adds  zest 
to  any  meal  as  well  as  protein  to  the  diet. 

*Profein  0.8  Gm.;  Calories  104/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you'd  like  reprints  of  12  different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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STEARATE 


AFTER  FIVE  YEARS  OF 
EXTENSIVE  USE- NOT 
A SINGLE  REPORT  OF  A 
SERIOUS  REACTION  TO 


(Erythromycin  Stearate,  Abbott) 


This  unusual  safety  record  stands  un- 
matched in  systemic  antibiotic  therapy 
today.  In  addition,  erythrocin  is  virtu- 
ally free  of  side  effects. 


Still,  with  all  this  notable  freedom  from 
toxicity,  ERYTHROCIN  is  effective  in  the 
majority  of  common  bacterial  respiratory 
infections.  Comes  in  two  potencies  (100 
and  250  mg.),  bottles  of  25  and  100. 
The  recommended  adult 


dose  is  250  mg.  q.i.d. 


®F}lmtob— Film-$eoled  toblets,  Abbott;  pot,  opptied  for. 


breaks  up  cough 


* Drawing  shows  how  3 -pronged 
attack  of  Pyribenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  histamine-induced  congestion  and  irritation 
throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Pyribenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Pyribenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 


for  January,  1958 


Robaxin  — synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years —introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 

• Highly  potent  and  long  aeting.^'^ 

• Relatively  free  of  adverse  side  effects.’ 

• Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

• Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'®  '*  *'^ 


CI.INICAI.  RESULli 


DISEASE  ENTITY 


Acute  back  pain  due  to 

(a)  Muscle  spasm  second 

to  sprain 


(b)  Muscle  spasm  due  to 
trauma 


(c)  Muscle  spasm  due  to 

nerve  irritation 


(d)  Muscle  spasm  seconda 
to  discogenic  disease 
and  postoperative 
orthopedic  procedures 


Miscellaneous  (bursitis, 
torticollis,  etc.) 


TOTAL 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 

Robaxin  is  highly  specific  in  its  action  on  the 
intemimcial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 


Beneficial  in  94,4%  of  cases  tested 

When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  relief  in 
6,  and  slight  relief  in  3 — or  an  over-aU  bene- 
ficial effect  in  94.4%.^’®'^-®’'^  No  side  effects 


the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  function. 


ITH  ROBAXIN  IN  ACUTE  BACK  PAIN'  3 ^ 


DURATION 

OF 

TREATMENT 


2-42  days 

1- 42  days 
4-240  days 

2- 28  days 

3- 60  days 


DOSE  PER  DAY  (divided) 


3-6  Gm. 


2-6  Gm. 


2.25-6  Gm. 


1.5-9  Gm. 


4-8  Gm. 


RESPONSE 

marked  mod.  slight  neg. 


17 


24 


59 


SIDE  EFFECTS 


None,  16 
Diziiness,  1 

Slight  nausea,  1 

None,  12 
Nervousness,  1 

None,  5 


None,  25 
Dizziness,  1 
Lightheaded- 
ness, 2 
Nausea,  2 * 


occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only  6.2%.^- 


Indications  — Acute  back  pain  associ- 
, ated  with;  (a)  muscle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  trauma; 

(c)  muscle  spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 
procedures;  and  miscellaneous  conditions, 
such  as  bursitis,  fibrositis,  torticollis,  etc. 


None,  6 


^Relieved  on 
reduction 
of  dose 


References:  l.  Carpenter,  E.  B.:  Publication  pending.  2.  Carter, 
C.  H.:  Personal  communication.  3.  Forsyth,  H.  F.:  Publication 
pending.  4.  Freund,  J.:  Personal  communication.  5.  Morgan, 
A.  M.,  Truitt,  E.  B.j  .Jr,,  and  liittle,  J.  M.:  American  Pharm.  Assn. 
46:374,  1957.*' 6.  Nachmhn.  'H.  'M.:  Personal  communication. 
7.  O’Doherty,  D.:  Publication  pending.  8.  Truitt,  E.  B.,  Jr.,  and 
^ Little,  J,  M.:  J.  Thana.  & Exper.  ThCTdp.  119:161,  1967. 


,,  Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
dosage : 4 to  9 Gm.  in  divided  doses. 

. ' Precautions  There  are  no  specific  con- 
traindications to  Robaxin  and  untoward 
reactions  are  not  to  be  anticipated.  Minor 
side  effects  such  as  lightheadedness,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
„ apy  is  prolonged  routine  white  blood  cell 
cotmts  should  be  made  since  some  decrease 
was  noted  in  3 patients  out  of  a group  of 
72  who  had  received  the  drug  for  periods 
of  30  days  or  longer.  % 

SuppZy  - Robaxin  Tablets,  0.5  Gm.,  in 

bottles  of  50. 

■ ■ :;':w  • 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


For  Speedier  Return  To  Normal  Nutrition 


and  the  Protein  Need 


in  Renal  Disease 


Prevailing  opinion  holds  that  during  the  nephrotic 
state — provided  the  kidneys  are  capable  of  excreting 
nitrogen  in  a normal  manner — the  patient  should  be 
given  a diet  high  in  protein  (1.5  to  2 grams  per  kilogram 
of  body  weight  daily).  The  purpose  of  such  a diet  is  to 
replace  depleted  plasma  protein  and  to  increase  the 
colloidal  osmotic  pressure  of  the  blood. 


Sharp  restriction  of  dietary  salt  appears  indicated 
only  in  the  presence  of  edema,  but  moderate  restriction 
is  usually  recommended. 

Lean  meat  is  admirably  suited  for  the  diets  pre- 
scribed in  most  forms  of  renal  disease.  It  supplies  rela- 
tively large  amounts  of  high  quality  protein  and  only 
small  amounts  of  sodium  and  chloride.  Each  100  Gm. 
of  unsalted  cooked  lean  meat  (except  brined  or  smoked 
types)  provides  approximately  30  Gm.  of  protein,  and 
only  about  100  mg.  of  sodium  and  75  mg.  of  chloride. 

In  addition  to  its  nutritional  contributions  meat 
fulfills  another  advantageous  purpose:  It  helps  make 
meals  attractive  and  tasty  for  the  patient  who  must 
rigidly  adhere  to  a restricted  dietary  regimen. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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ORAL 


For  continuing  'prophylaxis  patients  may 
swallow  the  entire  Dilcoron  tablet. 

Average  prophylactic  dose:  i tablet  four  times  daily. 

Therapeutic  dose:  l tablet  held  under  the  tongue 
until  citrus  flavor  disappears,  then  swallowed. 


Bottles  of  100. 


lABORATORIES 

NEW  YORK  18,  N.  Y. 


Iff 


new 

‘flavor-timed’ 
dual- action 
coronary  vasodilator 


TRADEMARK 


for  Sustained  coronary  vasodilation  and 
protection  against  anginal  attack 


for  Immediate  relief  from  anginal  pain 


DILCORON  contains  two  highly  efficient  vasodilators 
in  a unique  core-and-jacket  tablet. 

Glyceryl  trinitrate  (nitroglycerin)— 0.4  mg.  (1/150  grain) 

is  in  the  outer  jacket— held  under  the  tongue  until 
the  citrus  flavor  disappears ; provides 
rapid  relief  in  acute  or  anticipated  attack. 

The  middle  layer  of  the  tablet  is 
the  citrus  “flavor-timer.” 

Pentaerythritol  tetranitrate— 15  mg.  (1/4  grain)  is  in  the 

inner  core— swallowed  for  slow  enteric 
absorption  and  lasting  protection. 


with  new 


geriatrics  fee!  better. . . faster. . . longer 

without  stimulation . . . without  letdown 


We  won’t  predict  that  pole  vaulter. . .Class  of  ’19... 
is  going  to  make  it . . . 

We  don’t  recommend  such  strenuous  exercise 
for  geriatric  patients . . . even  when  they’re 
faithfully  taking  Viriatric  tablets. 

We  do  recommend  that  you  prescribe  Viriatric 
for  geriatric  patients  and  we  do  predict  that 
they’ll  feel  better . . . faster . . . longer . . . 
without  alcoholic  or  amphetamine  stimulation . . . 
when  they  take  two  Viriatric  tablets  twice  a day. 

In  caseS' where  stimulants  are  advisable,  they 
may  be  prescribed  separately. 

Some  of  the  important  Viriatric  features  are . . . 

► Glycine  and  L-Lysine  provide  amino  acid  supplements 
Balanced  blend  of  hormones  help  prevent  metabolic  degeneration 

^Balanced  blend  of  digestive  enzymes  for  improved  digestion 

► Niacinamide  promotes  psychiatric  orientation, 
improved  skin  tone,  muscular  and  joint  mobility 

Ethically  promoted  Viriatric  Tablets . . .for  geriatrics . . . 
available  at  all  pharmacies  in  bottles  of  100. 


BOYLE 


& COMPANY,  Los  Angeles  54,  California 


Each  Viriatric  tahlet  contains: 

Methyl  Testosterone  0.75  mg. 

Ethinyl  Estradiol  0.0045  mg 

Vitamin  A 1500  U.S.P.  Units 

Vitamin  D 150  U.S.P.  Units 

Vitamin  B-1  1.5  mg 

Vitamin  B-2  1.5  mg. 

Vitamin  B-6  0.375  mg. 

Vitamin  B-12  with  Intrinsic 

Factor  Concentrate  USP 1/40  Unit 

Vitamin  B-12  Activity 0.5  meg. 

Folic  Acid 0.09  mg. 


Niacinamide 

. . .37.5 

mg. 

Panthenol  

. ..  2.5 

mg. 

Biotin  

, . . 2.5 

meg. 

Vitamin  C 

...37.5 

mg. 

Hesperidin  Purified 

. ..  6.3 

mg. 

Rutin  

. . . 3.75 

mg. 

Vitamin  E 

, . . 2.5 

mg. 

Choline  Bitartrate 

.100.0 

mg. 

L-Lysine  Monohydrochloride. 

...37.5 

mg. 

inositol  

. . 12.5 

mg. 

Betaine  Hydrochloride  

...25.0 

mg. 

Pancreatin  

...24.3 

mg 

Pepsin  

.24.3 

mg. 

Bile  Acids  Mixed  Oxidized  . . . . 

. 6.25 

mg. 

Glycine  (Aminoacetic  Acid  NF). 

.12.5 

mg. 

Iron  (Ferrous  Sulfate.  Dried).. 

. 5.0 

mg. 

Copper  

. 0.00017 

mg. 

Iodine  

. 0.04 

mg. 

Calcium  

.70.0 

mg. 

Manganese 

. 0.5 

mg. 

Potassium  

. 2.5 

mg. 

Magnesium  

. 2.5 

mg. 

Zinc  

. 0.38 

mg. 

Molybdenum  

. 0.025 

mg. 

n6W  for  angina 


(PENTAERYTHRITOL  TETRANITRATE)  (hvOROXYZINL) 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 

For  angina  patients— perhaps,  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem."^ 

1.  Waldman,  S.,  and  Pelner,  L.:  Am.  Pract.  & Digest  Treat.  S;I075  (.luly)  19.57. 
•trademark 
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clears  the  air 

silences  cough... 


CORICIDIN  SYRUP 


Cough  associated  with  a cold  may  not  be  innocuous. 

It  can  be  dry  and  unproductive— aggravated  by 
pollens,  dust  and  tobacco  smoke— persist  out  of  habit 
—lead  to  distressing  secondary  symptoms. 

To  control  both  cough  and  cold,  Coricidin  Syrup 
provides  sedative,  expectorant,  antiallergic  and  anticold 
agents— a comprehensive  treatment  approach. 

Each  teaspoonful  (5  cc.)  of  palatable  Coricidin  Syrup©  contains: 

Dihydrocodeinone  bitartrate  1.67  mg. 

Chlor-Trimeton®  Maleate 

(chlorprophenpyridamine  maleate) 2 mg. 

Sodium  salicylate 0.225  Gm. 

Sodium  citrate  0.12  Gm. 

Caffeine  30  mg. 

Glyceryl  guaiacolate 0.03  Gm. 

©Exempt  narcotic.  Coricidin,®  brand  of  analgesic-antipyretic. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


THESE  DIETS  CAN 

HELP  YOU  MANAGE 
YOIJll  PATIENTS  WITH 


Upon  your  request,  The 
Armour  Laboratories  will 
be  pleased  to  send  you  a 
complimentary  supply  of 
1800  and  2400  calorie  diets 
. . . low  in  carbohydrate  and 
high  in  unsaturated  fats  . . . 
intended  for  use  in  conjunc- 
tion with  ARCOFAC,  the 
Armour  preparation 
designed  to  lower  elevated 
blood  cholesterol. 


Arcofac  need  be 

taken  only  once  a day  . . . 
in  relatively  small 
amounts  . . . and  allows 
the  patient  to  eat 
a balanced,  nutritious 
and  palatable  diet. 


Each  tablespoonful  of 
ARCOFAC  emulsion 
contains: 

Linoleic  acid* ....  6.8  Gm. 
Vitamin  Be .....  . 0.6  mg. 
Mixed  tocopherols 

(Vitamin  E) . . . . 11.5  mg. 

*derived  from  safflower  oil  which 
contains  the  highest  concentra- 
tion of  unsaturated  fatty  acids 
of  any  commercially  available 
vegetable  oh. 


Arcofac 


is  available 


in  bottles  of  12  fluid  ounces. 


THE  ARMOUR 


LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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relief  in  minutes . . lasts  tor  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 


Each  double-dose  “timed-release"  triaminic 
Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  “timed-release” 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  “around-the-clock” 
freedom  from  congestion  on 
just  three  tablets  a day 


dlslntegratas  to  give  3 to  4 
more  hours  of  relief 


Also  available:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


iriaminic 


timed-release” 

tablets 


running  noses . . 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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H ow  +o  wirir ‘f  ri en d s ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
2hi  Bottle  of  48  tablets  (lit  grs.  each). 


Wz  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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why  Diihetaneis  the  best  reason  yet  for  you  to  re-examine 
the  antihistamine  you’re  now  using  ^Milligram  for  milligram, 


DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  unrivaled  by  any 
other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the  very  minimum. 

» unexcelled  antihistaminic  action 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Excellent 

Good 

Fair 

Negative 

Allergic 

rhinitis  and  vaso« 
motor  rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  (3) 

Urticaria  and 

angioneurotic 

edema 

3 

1 

1 

1 

Dizzy  (1) 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  (2) 

Bronchial  asthma 

1 

1 

Pruritus 

1 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  (5)  w -©a 
Dizzy  (1) 

I 


From  the  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  completed. 

I 


J 


D1METANE  IS  PARABROMDYLAMINE  MALEATE-  EXTENTABS  12  MG., TABLETS  4 MG., ELIXIR  2 MG.  PER  5 CC. 


a blanket  of  allergic  protection,  covering  10-12 
hours— with  just  one  Dimetane  Extentab  »dimetane 
Extentabs  protect  patient  for  10-12  hours  on  mie  tablet. 


Periods  of  stress  can  be  easily  han- 
dled with  supplementary  DIMETANE 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


Dosage: 

Adults— One  or  two  i-mg.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  four  times  daily. 

One  Extentab  q.S-12  h. 

or  twice  daily. 
Children  over  C—One  tab. 
or  two  teaspoonfuls  Elixir  t.i.d. 
or  g.i.d.,  or  one  Extentab  q.l2h. 

Children  3-6— V2  tab. 
or  one  teaspoonful  Elixir  t.i.d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


AMPLUS^ 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


I’m  too  little 


STIMAVITE^ 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


I’m  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON® 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  I’m  getting  brittle 


NEOBON® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

Fit  never  make  it  up 
that  high 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA°  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


{Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 
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specify  the  buffered  predni-steroids” 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy , 


‘Co-Deltra’  or  ‘Co-Hydel-  Wuitipie 


tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control— in  bron- 
chial asthma  or  stubborn 
respiratory  allergies. 

SUPPLIED:  Multiple  Compressed 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy- 
deltra’  in  bottles  of  30,  100,  and 
500. 


2.S  mg.  or  5.0  mg. 

of  prednisone  or 
prednisolone,  plus 
300  mg.  of  dried 
aluminum 
hydroxide 
gel  and  50  mg. 
of  magnesium 
trisilicate. 


GoDeltra 


^Prednisone  buffered> 


Coflydeltrii 


•CO-DELTRA’  and  ’CO-HYDELTRA’  are 
Teaistereti  trademarks  of  Merck  & Co..  Inc. 


MERCK  SHARP  a DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
OHIUADELPHIA  I.  PA. 
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debilitated 


• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capsules  (250  mgr./250,000  u.)p  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.).  bottles  of  16 
and  100.  Suspension  (125  nig./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./lOO.OOO  u.),  10  cc.  dropper  bottles.' 


Squibb 


Squibb  Quality— 

the  Priceless  Ingredient 


•MVSTECtlM,-*  'MfCOSTATIN-,*  AHO  'SUMYCIN'  ARE  SQUISB  TRADEMARKS 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 

TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

m » m ^ 

m ^ m m m 

# # ^ 9 

® ® 

m mm  @ m 

® mm  m m 

» # S « » 

« # « « « 

m mm  m m 

■*  mm  m m 

^ ® » 9 tt 

^ ^ ^ 

m mm  m m 

m mm  m m 

® w • • 

• ® ® • • 

m mm  m m 

m mm  m m 

Monilial  overgrowth  (rectal  swab)  ^ None  Scanty  ^ Heavy 

Childs.  A.  J.:  British  M.  J.  1:660  1956. 
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On  The  Next  Pages, 

The  Achievement  of  Lederle  Research  Project  CL19823 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to  minimize  the 


major  deterrents  to  all  previous  steroid  therapy 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* t 


Q a.  new  liigli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  Ij^  less  than  prednisone) 

^ a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Lower  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 


Sodium  and  water 

ARisTocoRT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.  ^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-^  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®’  ^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.^  Potassium 
balance  studies  in  humans^-®  revealed  that 
negative  balance  did  not  occur  even  wdth 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®-^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies®  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.®-® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalP  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 

Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^®  Clinical  studies^’^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  On  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  tliough 
ARisTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  vdth 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
below  compared  to  the  reported  incidence  of 
those  from  prednisone  and  prednisolone. 

Peptic  Ulcer 

The  most  recent  study  available  on  the  inci- 
dence of  peptic  ulceration  in  patients  with 
rheumatoid  arthritis  on  long-term  prednisone 
therapy  reported  12  ulcers  in  49  cases  (24  per 
cent).^  Lowest  incidence  of  6.5  per  cent  has 
been  recorded  in  a group  of  patients  on  this 
drug  for  six  to  nine  months.^  Four  of  six 
ulcers,  in  another  series  of  39  patients  on  pred- 
nisone,® appeared  in  less  than  three  months 
of  therapy. 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 


analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 

Osteoporosis  and 
Compression  Fractures 

The  incidence  of  compressed  fractures  of 
vertebrae— and  to  a lesser  extent  in  other  bones 
—is  high  in  patients  on  prolonged  therapy 
with  all  previous  corticosteroids.^  One  group 
of  49  patients'  on  long-term  prednisone  treat- 
ment experienced  nine  vertebral  fractures  (18 
per  cent);  another  series  of  39  developed  eight 
fractures  (20  per  cent),®  four  to  15  months 
after  the  beginning  of  steroid  administration. 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case®).  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,^ and  toxic  syndromes  producing  even 
convulsions  and  death.® 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARISTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.® 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^- ® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^®- Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 

with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.® These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one -third  to  one -half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,^^ 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),®  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).^®-^  ^ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted  in 
a lower  incidence  of  the  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
fossihle  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARiSTOCORT  therapy  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  180  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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ISUPREL 


dependable  prophylaxis 
sublingually  for 
fast  relief 
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"RANOt” 


STHMATIC- 

t cheerful  instead  of  fearful 


w Isuprel-Franol  tablets  bring 
ind-the-clock  relief  plus  emergency 
p against  sudden  attack.  Anxiety 
ps  when  patients  know  they’ll  get 
ief  in  60  seconds  — relief  that  con- 
ues  for  four  hours  or  more? 

pi'el  HCl  (10  mg.  for  adults,  5 mg. 
children) , the  most  potent  broncho- 
ator  known,  makes  up  the  outer 
ting.  In  a sudden  attack,  the  patient 
;s  the  tablet  under  his  tongue.  Relief 
rts  in  60  seconds.  A unique  feature 
he  “flavor-timer.”  As  the  Isuprel  is 
orbed  a lemon  flavor  appears.  When 
lisappears — about  five  minutes  later 
the  patient  swallows  the  tablet. 


mu 
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ISUPREL-FRANOL 

tablets  (Isuprel  HCl  10  mg.) 
for  adults; 

ISUPREL-FRANOL 
Mild  tablets  (isuprel  HCl 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


unexcelled  combination  for  pro- 
ged  bronchodilatation  makes  up  the 
prel-Franol  core : benzylephedrine 
1 (32  mg.).  Luminal®  (8  mg.)  and 
ophylline  (130  mg.).  Swallowed, the 
let  works  for  four  hours  or  more. 

prel-Franol  tablets  are  “ effec- 

i in  controlling  over  80%  of 
ients  with  mild  to  moderate 
acks  of  asthma.”^ 

'romer,  J.  L.,  and  DeRisio, 

L : Lahey  Clin.  Bull.  10 :45, 

-Dec.,  1956. 
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Flavor-time signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually  — 
for  emergency  use 


LEMON  “FLAVOR-TIMER” 

Disappearance  of  flavor  is  the 
signal  to  swallow 


Theophylline 
Luminal 

Benzylephedrine 

Sustained  action  — reduces  fre- 
quency and  intensity  of  attacks 
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NOWF..for  the  first  time  in  tetracycif 


CLINE  PHOSPHATE  COMPLEX 


34-hour  blood  levels 

on  a SINGLE  intramuscular  dose, 
in  minimal  injection  volume 

! 

; 

Ii  This  achievement  is  made  possible  by  the  unique  solubility  of  Tetrex  (tetracycline 

phosphate  complex) , which  permits  more  antibiotic  to  be  incorporated  in  less  volume 
of  diluent.  Clinical  studies  have  shown  that  injections  are  well  tolerated,  with  no  more 
pain  on  injection  than  with  previous,  less  concentrated  formulations. 

Tetrex  Intramuscular  ‘250’  can  be  reconstituted  for  injection  by  adding  1.6  cc.  of 
sterile  distilled  water  or  normal  saline,  to  make  a total  injection  volume  of  2.0  cc. 

When  the  entire  250  mg.  are  to  be  injected,  and  minimal  volume  is  desired,  as  little  as 
1.0  cc.  of  diluent  need  be  used.  (Full  instructions  for  administration  and  dosage  for 
adults  and  children,  accompany  packaged  vial.) 

Each  one-dose  vial  of  TETREX  Intramuscular  *250'  contains: 

I TETREX  (tetracycline  phosphate  complex)  (tetracycline  HCI  activity) 250  mg. 

Xylocaine*  hydrochloride 40  mg. 

plus  ascorbic  acid  300  mg.  and  magnesium  chloride  46  mg.  as  buffering  agents. 

*®  of  Astra  PItarm.  Prod.  Inc.  for  lidocaine 


SUPPLY:  Single-dose  vials  containing  Tetrex  — tetracycline  phosphate  complex  — each 
equivalent  to  250  mg.  tetracycline  HCI  activity.  Also  available  in  100-mg.  single-dose  vials. 


[NTRAMUSCULAR  '250' 
WITH  XYLOCAINE 


iRISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


. . especially  suitable 
for  out-patient  and 
office  use."' 


tAyd,  F.  J.,  Jr.:  The  Treatment  of  Ambulatory  and 
Hospitalized  Psychiatric  Patients  with  Trilafon, 
presented  at  Ann.  Meet.,  Am.  Psychiat.  Assoc., 
Chicago.  111.,  May  13-17,  1957. 
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(pronounced  Tnll'-ah-fon) 


perphenazine 


the  full-range  tranquilizer 


EXCEPTIONAL  THERAPEUTIC  RANGE 


. . . dosage  range  adaptable  for  tension  and  anxiety  states, 
ambulatory  psychoneurotics,  agitated  hospitalized  psychotics 


EXCEPTIONAL  POTENCY 


• At  least  five  times  more  potent  than  earlier  phenothiazines 


EXCEPTIONAL  ANTIEMETIC  RANGE 


• From  the  mildest  to  the  severest  nausea  and  vomiting  due 
to  many  causes 


ADEQUATE  SAFETY  IN  RECOMMENDED  DOSAGE  RANGES 


• Jaundice  attributable  to  the  drug  alone  not  reported 

• Unusual  freedom  from  significant  hypotension 

• No  agranulocytosis  observed 

• Mental  acuity  apparently  not  dulled 

Trilafon  — grey  tablets  of  2 mg.  (black  seal),  4 mg.  (green  seal),  8 mg. 
(blue  seal),  bottles  of  50  and  500;  16  mg.  (red  seal),  for  hospital  use, 
bottle  of  500. 


Refer  to  Schering  literature  for  specific  informa- 
tion regarding  indications,  dosage,  side  effects, 
precautions  and  contraindications. 


lERING  CORPORATION  • BLOOMFIELD.  NEW  JERSEY 


key  to  oral  penicillin  effectiveness 


(Penicnhn  V Potassium,  Lilly) 


stability  plus  solubility  provides  greater  absorption 


QUALITY  j 


—twice  as  much  absorption  of  penicillin  as  from  buffered 
potassium  penicillin  G given  orally, 

A greater  total  peniGillemia  is  produced  by  250  mg.  of 
‘V»Cillin  K’  t.i.d,  than  by  600,000  units  daily  of  intra- 
muscular procaine  penicillin  G.  Also,  high  serum  levels 
are  attained  more  quickly  with  this  new  oral  penicillin. 

These  unique  advantages  of  -V-Cillln  K’  assure  maxi- 
mum penicillin  effectiveness,  and  dependable  therapy, 
for  penicillin-sensitive  infections, 

Scored  tablets  of  125  and  250  mg.  (200,000  and  400,000 
units). 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U,S.A. 
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U nfunny 
Humor 


lt  a recent  (and  excellent)  medical 
meeting  in  a Western  city,  one  of  the  speakers 
discussed  the  problem  of  essential  hyper- 
tension. The  next  day  a lay  medical  reporter 
for  the  daily  press  quoted  his  remarks  about 
the  results  of  sympathectomy 
as  follows; 

“He  said  only  one-fourth  of 
those  operated  upon  get  a 
good  reduction  of  pressure, 
and  it  is  difficult  to  tell  which  cases  will  be 
benefited  and  which  will  not.  He  admitted 
that  the  selection  is  almost  a case  of  ‘eenie, 
meenie,  miney,  moe.’  He  said  one  of  his  col- 
leagues had  remarked  facetiously  that  it  was 
a matter  of  ‘Any  money,  any  money,  Moe?’.” 

We  find  this  effort  at  humor  distinctly 
unfunny.  Much  as  we  enjoy  having  our  sci- 
entific fare  enlivened  with  clever  metaphor 
and  sprightly  anecdote,  we  think  it  high  time 
to  call  attention  to  the  poor  taste  of  remarks 
by  medical  men  which  draw  their  humorous 
quality,  if  any,  from  the  implication  that  the 
average  physician  is  a knave  from  whom 
moral  integrity  is  not  to  be  expected. 

Essential  hypertension  is  one  of  many  dis- 
couraging clinical  problems  which  in  the 
past  have  been  legion  and  are  still  all  too 
numerous.  It  is  the  glory  of  medical  science 
that  from  time  to  time  the  genius  of  a Jenner, 
a Pasteur,  a Banting,  or  a Fleming,  to  men- 
tion only  a few,  finds  the  key  to  unlock  a 
jailhouse  and  set  free  millions  of  his  fellows 
who  have  been  languishing  in  the  misery  of 
disease.  In  due  time,  there  seems  no  reason 
to  doubt  that  essential  hypertension  will 
yield,  along  with  cancer  and  other  scourges, 
to  the  honest  efforts  of  clinicians  and  work- 
ers in  the  fundamental  biologic  sciences.  In 
the  meantime,  it  is  scurrilous  and  harmful  to 
foster  the  impression  that  the  doctor’s  re- 
course in  the  treatment  of  any  disease  he 
cannot  decisively  cure  is  predicated  on 
thought  of  his  own  purse. 

Having  grown  up  in  a doctor’s  household 
and  then  having  mingled  intimately  for  many 
years  with  colleagues  in  the  profession,  we 


find  it  abhorrent  to  hear  slandered  a group 
of  men  whom  we  would  compare  with  great 
confidence  for  honesty,  intelligence,  and  in- 
tegrity with  any  other  group  on  earth.  The 
public  is  understandably  all  ears  to  note  not 
only  the  scientific  content  but  the  moral 
overtones  of  remarks  by  physicians  at  the 
bedside  and  in  the  press.  See  how  quickly 
the  reporter  picked  up  and  put  in  print  a bit 
of  frivolous  slander  at  the  integrity  of  doc- 
tors, to  the  neglect  of  scientific  data  which 
the  editor  had  in  mind  in  dispatching  his  man 
to  the  medical  convention.  To  disparage  in 
public  the  moral  basis  of  medical  practice  is 
a disservice  to  the  doctor  and  to  the  layman 
as  well.  It  not  only  gives  a false  picture  of 
the  motives  and  conduct  of  the  vast  majority 
of  doctors,  but  it  robs  the  patient  of  that  con- 
fidence in  his  physician  which  ailing  man- 
kind yearns  for  and  needs. 

The  thoughtless  physician  whose  subcon- 
scious motive  in  deprecating  the  probity  of 
his  colleagues  is  to  enhance  his  own  repute 
would  do  well  to  realize  that  he  is  likely  to 
achieve  the  exact  opposite.  The  old  syllogism 
from  the  textbook  on  logic  of  our  school  days 
could  just  as  well  be  worded  as  follows:  “If 
physicians  are  dishonest  and  you  are  a physi- 
cian, then  you  are  dishonest.” 

R.  P.  Middleton 


A. 


GAIN  AND  AGAIN,  someone  says  to  me,  “I 
am  going  to  get  some  of  those  belts  you  have 
been  talking  about.  Which  one  shall  I get?” 

The  modern  belt  has  a metal-to-metal 
buckle,  able  to  take  3,000  pounds  (6,000 
pounds  body  loop)  direct 
pull.  We  must  soon  obtain 
the  6,000-pound  buckle  to 
measure  up  to  the  remark- 
able forces  that  the  human 


‘‘What  Belt 
Shall  I Get?” 


body  can  sustain. 

The  end  fittings  must  be  able  to  swivel 
at  least  45  degrees  from  the  “straight  ahead” 
line,  so  as  not  to  tear  the  webbing. 

The  webbing,  all-nylon,  will  take  5,500 
pounds  pull,  and  we  will  probably  use  an 
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8,000-pound  webbing  in  the  near  future  to 
provide  a margin  of  safety. 

Sooner  or  later  we  must  have  adequate 
support  and  restraint  for  the  upper  torso, 
and  it  seems  that  devices  for  this  purpose 
may  soon  become  available. 

With  these  modern  provisions,  automobile 
crash  deaths  and  injuries,  which  constitute 
our  most  serious  health  problem  today,  should 
virtually  disappear. 

Horace  E.  Campbell 

T'here  are,  at  this  moment,  in  the  Colorado 
State  Hospital,  nearly  six  thousand  patients. 
Among  them  are  children,  too  sick  to  be 
cared  for  at  home  or  in  foster  homes  and 
in  the  state  hospital  because  there  is  no 
other  place.  Among  them 

Care  of  the 

recoverable  stages  of  men- 
Mentally  III  disorder  deprived  of  al- 

most all  normal  human  sat- 
isfactions. These  younger  patients  do  not 
have  a long  life  expectation  for  it  cannot  be 
called  living.  They  have  a long  suffering 
expectation.  Among  them  also  are  old  people, 
in  many  of  whom  the  psychosis  is  a result, 
not  only  of  the  organic  changes  in  the  brain 
but  also  of  social  factors:  loneliness  and  the 
inability  to  feel  useful. 

To  provide  psychiatric  care  for  these  six 
thousand  patients,  there  are  three  staff  physi- 
cians available  for  duty  on  the  wards.  In  ad- 
dition to  the  three  regular  staff  psychiatrists, 
there  is  a large  group  of  residents  who  must, 
willy-nilly,  carry  much  of  the  psychiatric 
load.  Nevertheless,  in  terms  of  actual  respon- 
sibility, there  are  three  licensed  physicians 
to  work  in  the  wards  with  six  thousand  pa- 
tients. Remember  that  this  is  not  a group  of 
six  thousand  normal  people.  Simply  to  pro- 
vide regular  medical  care  for  six  thousand 
human  beings  would  be  an  enormous  job  for 
three  physicians.  These  doctors  have  to  at- 
tempt to  provide  some  shadowy  semblance  of 
psychiatric  treatment  for  such  an  enormous 
number  of  patients.  Psychiatric  treatment  is 
so  time  consuming,  and  depends  to  such  a 
great  degree  on  a prolonged  individual  rela- 
tionship, it  must  be  obvious  that  these  physi- 
cians, no  matter  how  hard  working  and  de- 


voted, cannot  hope  to  make  even  the  faintest 
beginnings  at  the  job  which  needs  to  be  done. 

Patients  at  the  Colorado  State  Hospital 
have  a wide  variety  of  diagnoses.  Some  of 
them  have  psychiatric  disorders  which  by 
their  very  nature  would  be  available  for 
treatment  at  this  moment  if  such  treatment 
could  be  given  them.  Many  others  have  been 
improved  to  the  point  that  they  could  make 
use  of  specific  treatment  by  recent  advances 
in  pharmacotherapy  and  in  the  non-specific 
therapy  afforded  by  the  protection  of  a hos- 
pital. Six  thousand  patients  sit  there  day 
after  day,  rarely  seeing  a doctor,  with  their 
poor  hopes  inevitably  fading  away,  people 
who  must  spend  their  lives  in  suffering  be- 
cause there  are  too  few  doctors  to  treat  them. 

Colorado’s  hospital  is  at  Pueblo,  and  like 
psychiatric  hospitals  of  other  states,  has  many 
pressing  needs.  Indeed  the  very  number  of 
the  needs  often  slows  down  the  application 
of  solutions  to  problems,  even  though  solu- 
tions are  available.  There  is  so  much  debate 
about  whether  this  or  that  or  some  other 
need  is  the  most  urgent  that  not  infrequently 
none  of  them  is  met. 

The  basic  and  crying  need  at  most  all 
state  hospitals,  at  this  moment,  is  for  more 
psychiatrists.  Compared  to  the  urgency  of 
this  lack,  all  others  are  insignificant.  Further- 
more, the  greatest  reason  for  there  being  so 
grossly  inadequate  a staff  at  Pueblo  is,  quite 
simply,  a matter  of  salaries.  The  beginning 
staff  position  at  Pueblo  is  paid  between  $10,- 
000  and  $11,000  a year.  Similar  hospitals  all 
over  the  country  offer  salaries  and  other 
benefits  which  amount  to  much  more  than 
that.  The  result  of  this  discrepancy  is  pre- 
cisely what  you  would  expect — no  new  psy- 
chiatrists have  been  recruited  for  Colorado’s 
State  Hospital  at  Pueblo  for  years. 

I would  see  this  problem  of  raising  the 
salaries  offered  physicians  in  the  State  Hos- 
pital as  one  of  the  matters  which  ought  to 
weigh  most  heavily  upon  the  conscience  of 
the  Medical  Society  and  the  people  of  that 
State. 

James  A.  Galvin 

H ow  DO  YOU  LIKE  the  Journal’s  new  cover? 
The  Editorial  Board  would  appreciate  your 
comments. 


42 


Rocky  Mountain  Medical  Journal 


wm^ . /y.  ' ^ 


Aids  in  the  diaanosis  of 
tubal  pregnancy* 

J.  Robert  Willson,  M.D.,  Philadelphia,  Pennsylvania 


A review  of  the  problems  of  tubal 
pregnancy  including  physical  findings 
as  related  to  locus  of  the  implanted 
ovum,  and  the  newer  diagnostic 
technics  such  as  needle  or  knife 
colpotomy,  culdoscopy,  and  the 
study  of  cervical  mucus. 


The  idea  that  women  rarely  bleed  to  death 
from  untreated  ectopic  pregnancy  has  little 
basis  in  fact.  During  1954  at  least  162  deaths 
were  attributed  to  this  condition  and  many 
more  would  have  occurred  had  the  lesions 
not  been  recognized  and  treated  properly. 
Tubal  gestation  occurs  in  a ratio  of  about  one 
to  every  100  or  150  intrauterine  pregnancies, 
the  incidence  varying  with  the  type  of  pa- 
tient. It  is  far  more  common  in  Negro  than 
in  Caucasian  women  and  in  ward  than  in 
private  patients  and  is  particularly  prone  to 
occur  whenever  passage  of  the  fertilized 
ovum  to  the  uterus  is  delayed  by  functional 
or  structural  abnormalities  of  the  oviduct. 

Because  tubal  pregnancy  is  encountered 
infrequently  in  private  patients  it  is  often 
not  considered  as  a possible  cause  of  pelvic 
symptoms  until  it  becomes  obvious  that  the 
patient  is  bleeding  internally.  The  condition, 
however,  can  be  recognized  early,  even  be- 


*From the  Department  of  Obstetrics  and  Gynecology,  Temple 
University  School  of  Medicine  and  the  Temple  University 
Hospital,  Philadelphia,  Pennsylvania.  Presented  before  the 
Annual  Session  of  the  New  Mexico  Medical  Society,  May  16, 
1957. 
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fore  the  tube  ruptures,  if  available  diagnostic 
aids  are  utilized. 

History 

Local  changes  resulting  from  the  growth 
of  the  ovum  in  the  tube  produce  symptoms 
which  should  alert  one  to  the  possibility  of 
tubal  pregnancy.  The  two  most  important 
symptoms  are  lower  abdominal  pain  and  ab- 
normal vaginal  bleeding,  neither  of  which 
necessarily  follows  a typical  pattern. 

Many  women  will  have  missed  a period 
and  as  a consequence  consider  themselves  to 
be  pregnant;  others  deny  any  menstrual  ir- 
regularity. Most  will  at  some  time  experience 
abnormal  vaginal  bleeding  which  varies  from 
spotting  to  an  amount  similar  to  that  with 
uterine  abortion.  Source  of  the  bleeding  is 
the  uterine  decidua  which  sloughs  when  the 
stimulating  effect  of  the  placental  hormones 
is  withdrawn  (after  the  placenta  ceases  to 
function  or  is  separated  from  the  tubal  wall) . 
There  is  little  discomfort  until  the  growing 
embryo  begins  to  distend  the  tube  but  then 
the  pain  increases  considerably.  It  may  be 
sudden,  sharp  and  tearing  as  the  tube  rup- 
tures or  cramping  and  intermittent  with 
tubal  abortion. 

If  the  ovum  has  implanted  in  the  proximal 
half  or  two-thirds  of  the  tube  the  clinical 
course  is  like  that  described  as  characteristic 
of  ectopic  gestation.  Because  the  ability  of 
this  portion  of  the  oviduct  to  expand  and  ac- 
commodate the  growing  embryo  is  limited 
the  pregnancy  terminates  with  sudden  rup- 
ture and  collapse  six  or  seven  weeks  after 
the  beginning  of  the  last  menstrual  period. 
It  is  easy  to  make  a diagnosis  after  the  tube 
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has  ruptured  but  many  women  have  few 
symptoms  until  shortly  before  the  tubal  wall 
bursts. 

More  pregnancies  are  situated  in  the 
larger  more  distensible  ampullar  portion  of 
the  tube  where  they  can  grow  larger  and 
where  tubal  rupture  is  less  likely  to  occur. 
As  the  embryo  enlarges  it  may  protrude  from 
the  end  of  the  tube  from  which  it  eventually 
is  extruded  by  a process  known  as  tubal 
abortion.  The  placenta  is  partly  or  completely 
separated  from  the  tubal  wall  by  hemor- 
rhage which  further  distends  the  tube.  As  a 
result  the  patient  experiences  intermittent 
cramping  pain.  Discomfort  subsides  tempo- 
rarily when  the  accumulated  blood  is  dis- 
charged into  the  peritoneal  cavity.  This  proc- 
ess recurs  over  a period  of  days  or  weeks 
until  .the  entire  ovular  sac  is  separated  from 
its  attachment  and  forced  out  of  the  tube. 
While  the  abortion  is  in  progress  a large 
amount  of  blood  may  be  lost  into  the  peri- 
toneal cavity.  This  is  evidenced  by  the  forma- 
tion of  a painful  pelvic  hematoma  and  by  a 
steady  fall  in  the  hemoglobin  level.  If  free 
blood  accumulates  beneath  the  diaphragm 
the  patient  may  complain  of  shoulder  top 
pain. 

Physical  findings 

Physical  findings,  like  the  symptoms,  are 
sometimes  unmistakable  but  more  often  they 
are  far  from  typical.  One  should  not  discard 
the  possibility  of  tubal  pregnancy  in  a pa- 
tient with  a suggestive  history  simply  be- 
cause the  pelvic  findings  are  equivocal.  The 
only  abnormal  abdominal  sign  produced  by 
an  intact  tubal  pregnancy  is  tenderness  local- 
ized to  one  lower  quadrant.  If  there  has  been 
much  intraperitoneal  bleeding  more  diffuse 
tenderness  can  be  elicited,  a fluid  wave  can 
sometimes  be  detected  and  the  lower  abdo- 
men usually  is  distended.  Peristalsis  may  be 
decreased  but  there  is  no  evidence  of  perito- 
nitis. 

The  most  important  single  pelvic  finding 
in  tubal  pregnancy  is  tenderness  localized  to 
one  side  with  an  intact  tube  or  with  early 
tubal  abortion.  If  there  has  been  much  bleed- 
ing and  particularly  if  a large  pelvic  hema- 
toma has  formed,  tenderness  may  be  so  dif- 
fuse and  so  pronounced  that  it  is  impossible 
to  outline  specific  structures  accurately.  The 


cervix  usually  is  softened  and  the  uterus, 
when  it  can  be  outlined,  is  slightly  enlarged, 
globular  and  soft.  Any  attempt  to  move  the 
cervix  or  the  corpus  from  side  to  side  or  to 
elevate  it  toward  the  abdominal  wall  pro- 
duces severe  pain  in  the  involved  adnexus. 
The  uterus  may  be  pushed  to  one  side  by  a 
hematocele.  Fluid  blood  distending  the  cul- 
de-sac  can  be  detected  most  accurately  by 
rectovaginal  palpation. 

Confirmatory  examinations 

It  may  be  possible,  particularly  if  the  tube 
has  ruptured,  to  make  an  accurate  diagnosis 
by  physical  examination  alone  but  often  find- 
ings are  equivocal  and  other  tests  may  need 
to  be  performed.  Most  women  suspected  of 
having  tubal  pregnancy  should  be  admitted 
to  the  hospital  for  study.  Diagnosis  can  only 
be  confirmed  or  eliminated  after  one  has 
proved  the  tubes  to  be  normal.  This  can  be 
accomplished  by  use  of  a few  simple  pro- 
cedures which  should  be  carried  out  prompt- 
ly because  best  results  are  obtained  by  treat- 
ing tubal  pregnancy  early  before  blood  loss 
has  been  excessive. 

Needle  colpotomy 

Fluid  or  even  clotted  blood  which  has  col- 
lected in  the  posterior  cul-de-sac  can  be  aspi- 
rated through  a 12-15  gauge  needle.  With  the 
patient  in  lithotomy  position  the  posterior 
cervical  lip  is  grasped  with  Vulsellum  for- 
ceps and  pulled  toward  the  symphysis  there- 
by exposing  the  posterior  fornix  of  the  va- 
gina. The  needle  is  inserted  through  the  vag- 
inal wall  into  the  cul-de-sac  about  1 cm. 
behind  the  point  at  which  the  vaginal  mu- 
cosa joins  the  cervix  and  the  plunger  of  the 
syringe  is  withdrawn.  If  a large  amount  of 
fresh  or  clotted  blood  can  be  aspirated  a 
definite  diagnosis  of  intraperitoneal  hemor- 
rhage can  be  made,  but  if  only  a few  cubic 
centimeters  of  bright  red  blood  can  be  col- 
lected the  needle  tip  may  have  entered  a 
blood  vessel  and  it  should  be  withdrawn  and 
reinserted. 

Failure  to  aspirate  blood  does  not  rule 
out  tubal  pregnancy  completely.  If  the  tube 
is  intact  there  will  be  no  blood  present  and 
if  the  patient  has  been  in  Trendelenburg 
position  fluid  may  have  gravitated  from  the 
cul-de-sac  to  the  upper  abdomen.  The  cul-de- 


44 


Rocky  Mountain  Medical  Journal 


sac  may  also  be  separated  from  the  rest  of 
the  peritoneal  cavity  by  intestinal  and  omen- 
tal adhesions.  Some  authorities  recommend 
that  diagnostic  needle  colpotomy  be  per- 
formed as  an  office  procedure.  If  the  cul-de- 
sac  is  distended  with  blood  and  the  examina- 
tion does  not  produce  too  much  paiU/it  may 
provide  a positive  diagnosis.  A negative  tap, 
however,  means  nothing  and  under  such  cir- 
cumstances the  patient  must  be  admitted  for 
further  study. 

Open  posterior  colpotomy 

If  needle  colpotomy  is  negative  the  pos- 
terior cul-de-sac  can  be  opened  at  once  by 
making  a transverse  incision  through  the 
vaginal  mucosa  and  the  peritoneum  between 
the  uterosacral  ligaments.  This  will  permit 
direct  inspection  of  the  tubes  and  ovaries. 
If  a tubal  pregnancy  is  found  salpingectomy 
can  often  be  performed  through  the  cul-de- 
sac  incision.  Technic  for  open  colpotomy  is 
not  difficult  and  can  be  mastered  by  any 
surgeon  who  is  familiar  with  pelvic  struc- 
tures. 

Open  colpotomy  is  preferable  to  abdomi- 
nal laparotomy  when  there  is  a good  possi- 
bility that  the  patient  does  not  have  tubal 
pregnancy;  and  when  the  diagnosis  cannot 
be  excluded  by  physical  examination  alone. 
If  the  tubes  are  normal  and  nothing  else 
needs  be  done  she  can  be  discharged  in 
twenty-four  to  forty-eight  hours.  The  pro- 
cedure is  contraindicated  in  those  with  ob- 
vious serious  intra-abdominal  bleeding  be- 
cause valuable  time  and  much  blood  will  be 
lost  if  it  is  not  possible  to  remove  the  tube 
through  the  vagina.  Colpotomy  should  also 
be  avoided  in  women  with  extensive  pelvic 
inflammatory  disease,  cul-de-sac  endometri- 
osis and  fixed  retrodisplacements.  It  is  also 
contraindicated  if  there  is  any  possibility 
that  symptoms  are  from  appendicitis  or  other 
extrapelvic  condition. 

Culdoscopy  and  pregnancy  tests 

Those  who  are  experienced  in  the  use  of 
the  culdoscope  can  inspect  pelvic  structures 
through  it  far  more  easily  than  by  colpotomy 
and  equally  as  accurately.  The  recovery 
period  is  also  shorter.  It  takes  considerable 
practice  to  become  proficient  in  using  the 
instrument  and  for  most  surgeons  open  col- 


potomy is  preferable.  Biologic  tests  for  preg- 
nancy play  little  part  in  diagnosing  tubal 
gestation.  A positive  test  will  not  differenti- 
ate between  ectopic  pergnancy  and  abortion 
but  it  may  be  of  value  if  one  is  attempting 
to  determine  whether  symptoms  are  caused 
by  an  abnormally  situated  pregnancy  or  an 
extragenital  lesion.  The  test  becomes  nega- 
tive when  the  trophoblast  dies  or  is  separated 
from  its  attachment,  thereby  eliminating  pro- 
duction of  placental  hormones.  It  is  obvious, 
therefore,  that  a diagnosis  of  ectopic  preg- 
nancy cannot  be  discarded  simply  because 
the  pregnancy  test  is  negative. 

Dilatation  and  curettage 

With  tubal  pregnancy  the  uterine  endo- 
metrium is  transformed  to  decidua  as  a re- 
sult of  stimulation  by  the  pregnancy  hor- 
mones but  since  the  placenta  is  implanted  in 
the  tube  there  will  be  no  chorionic  tissue 
within  the  uterine  cavity.  The  characteristic 
microscopic  picture  of  the  tissue  removed  by 
curettage  therefore  is  decidua  without  cho- 
rionic villi.  This  may  also  be  reported  after 
the  complete  abortion  of  an  intrauterine  preg- 
nancy. If  placental  activity  is  slight  or  if 
the  ovum  is  dead  decidual  reaction  may 
regress  and  normal  appearing  proliferative 
endometrium  may  be  seen.  The  time  factor 
also  limits  the  value  of  curettage;  one  does 
not  always  have  time  to  wait  for  a pathologic 
report  on  the  endometrium  removed  from  a 
patient  suspected  of  having  ectopic  preg- 
nancy. On  the  other  hand,  if  there  is  a ques- 
tion as  to  whether  bleeding  and  pain  are 
caused  by  incomplete  abortion  or  tubal  preg- 
nancy, curettage  may  be  helpful.  If  large 
amounts  of  obvious  placental  tissue  can  be 
removed  from  the  uterine  cavity  further  in- 
vestigation rarely  is  necessary. 

Cervical  mucus  arborization 

Cervical  mucus  spread  on  a glass  slide  and 
air  dried  will  crystallize  in  a pattern  re- 
sembling the  fronds  of  a fern.  This  can  easily 
be  seen  in  an  unstained  preparation  under 
the  low  power  of  the  microscope.  The  ability 
of  the  cervical  mucus  to  fern  is  controlled 
by  the  estrogen  level  within  the  body.  Fern- 
ing  is  maximum  when  the  estrogen  level  is 
high  and  is  absent  when  estrogen  production 
diminishes.  Arborization  is  inhibited  by  pre- 
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gesterone,  consequently  no  ferning  can  be 
detected  during  the  premenstrual  phase  of 
the  cycle  and  during  normal  pregnancy.  The 
absence  of  ferning  is  not  particularly  helpful 
in  diagnosing  tubal  gestation  but  if  the  cervi- 
cal mucus  shows  an  advanced  arborization 
reaction  any  type  of  pregnancy  can  be  ex- 
cluded. 

Summary 

While  ectopic  pregnancy  does  not  occur 
with  any  great  frequency  in  private  patients 


it  is  a serious  condition  which  causes  many 
deaths  each  year.  A history  of  abnormal 
vaginal  bleeding  accompanied  by  pain  is  so 
characteristic  that  the  diagnosis  should  be 
considered  in  any  patient  presenting  these 
symptoms.  Pelvic  findings  do  not  always  give 
conclusive  evidence  of  extrauterine  gestation 
but  there  are  a number  of  relatively  simple 
and  accurate  diagnostic  measures  by  which 
a positive  diagnosis  can  be  made.  These 
should  be  used  whenever  the  possibility  of 
tubal  pregnancy  exists.  • 


Chemical  tests  for  intoxication* 

Scientific  background  and  public  acceptance 

Herman  A.  Heise,  M.D.,  Milwaukee,  Wisconsin 


A fascinating  and  useful  account  of  the 
uses  and  limitations  of  examinations  and 
chemical  tests  for  drunkenness. 
Knowledge  of  the  medicolegal  pearls 
contained  herein  may  prevent 
frustrating  and  humiliating  experiences 
on  the  witness  stand  for  the  reader. 


Last  summer  while  relaxing  at  a major 
league  baseball  game  I was  impressed  by 
the  huge  happy  crowd  of  men,  women  and 
children  who  filled  the  stands  to  capacity. 
Then  when  the  announcement  was  made  that 
the  attendance  was  about  40,000,  I suddenly 
realized  the  enormity  of  the  prediction  of 
the  National  Safety  Council  that  40,000  people 
would  lose  their  lives  in  the  United  States 
in  a typical  year  because  of  automobile  acci- 
dents. My  troubled  thoughts  then  visualized 
an  atomic  bomb  dropped  on  the  field,  killing 
outright  every  one  of  these  life-loving  people 


•Delivered  at  the  American  Medical  Association’s  Medicolegal 
Symposium  in  Denver,  March  22-23,  1957. 
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and  severely  injuring  the  rest  of  the  million 
people  of  the  entire  county.  I could  see  the 
headlines:  “Greatest  Calamity  Since  the 
Flood!”  “Immediate  Retaliation!”  “The  En- 
emy Must  Be  Crushed!”  and  then  my 
thoughts  returned  to  the  reality  that  the 
annual  slaughter  of  40,000  and  the  maiming 
of  a million  or  so  represented  casual  events 
involving  a mere  hundred  or  so  killed  and 
3,000  injured  each  day  by  the  automobile 
with  such  monotonous  and  predictable  regu- 
larity that  the  events  passed  almost  unno- 
ticed. This  complacent  attitude  might  be 
comforting  if  these  accidents  were  really  un- 
avoidable. But  are  they?  Many  independent 
surveys  have  been  made  to  determine  the 
factors  affecting  motor  vehicle  accidents  and 
usually  speed  has  been  regarded  as  the  chief 
culprit.  The  drinking  driver  was  considered 
to  be  an  unimportant  factor  because  up  to 
about  1930  he  was  reported  as  being  re- 
sponsible for  only  one  per  cent  of  fatal  acci- 
dents. At  the  same  time  I analyzed  119  acci- 
dents involving  injury  or  death  to  more  than 
300  persons  and  found  that  the  drinking 
driver  or  pedestrian  was  involved  in  half  of 
the  accidents  and  in  one-third  of  these  acci- 
dents the  responsible  individual  was  defi- 
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nitely  intoxicated.  Similar  surveys  made  in 
various  cities  indicate  that  the  same  pattern 
exists  at  the  present  time.  It  is,  of  course, 
impossible  to  state  that  alcohol  was  respon- 
sible for  exactly  half  of  the  accidents,  but  it 
has  been  shown  that  alcohol  increases  the 
chance  of  having  an  accident,  so  that  the 
harboring  of  about  three  ounces  of  alcohol 
in  your  body  increases  your  chance  of  hav- 
ing an  accident  by  more  than  1,000  per  cent. 

Now  to  return  to  a happier  thought  re- 
garding the  atomic  bomb  and  the  automobile 
carnage.  If  the  alcohol  could  be  divorced 
from  driving,  possibly  half  of  our  40,000 
people  doomed  to  die  each  year  could  live 
and  half  a million  could  be  spared  from  pain- 
ful and  crippling  injuries. 

Time  of  day  and  accidents 

Thirty  years  ago  I became  curious  con- 
cerning the  relationship  of  some  of  the  fac- 
tors in  traffic  accidents  including  alcohol. 
It  was  not  surprising  that  non-alcohol  acci- 
dents followed  the  volume  of  traffic  and 
reached  their  peaks  between  6:00  and  7:00 
o’clock  in  the  evening.  However,  the  alcohol 
accidents  exceeded  the  expected  number 
based  on  the  volume  of  traffic  at  3:00  in  the 
afternoon  (after  the  cocktail  hour),  at  7:00 
in  the  evening  (after  the  dinner  drinks)  and 
at  midnight  (after  the  parties).  From  mid- 
night to  5:00  in  the  morning  all  of  the  acci- 
dents studied  were  concerned  with  alcohol, 
and  again  the  number  of  these  accidents 
greatly  exceeded  the  expected  number  from 
the  volume  of  traffic,  which  had  reached  its 
lowest  ebb  at  this  period.  When  the  accidents 
were  studied  regarding  the  day  of  the  week 
it  was  found  that  the  week-ends  were  the 
most  dangerous  times.  On  Saturdays  and 
Sundays  the  alcohol  accidents  greatly  ex- 
ceeded the  expected  number  based  on  traffic 
volume.  These  findings  have  been  confirmed 
right  up  to  the  present  time.  The  solution 
to  the  problem  seemed  obvious:  Educate  the 
automobile  drivers  and  punish  those  who 
refuse  to  learn.  Fortunately,  I was  unaware 
of  the  difficulties  before  me.  When  the  police 
called  upon  me  to  examine  an  obvious  drunk, 
I cheerfully  examined  a man  whose  condi- 
tion would  have  been  recognized  by  a child. 
Then,  at  a later  time  I was  called  to  court 
to  testify  as  to  my  findings.  The  details  still 


rankle,  but  this  is  what  happened  as  taken 
from  the  court  records: 

Court  record 

Attorney  for  the  Defense:  “Doctor,  did 
you  say  that  my  client  staggered  when  you 
examined  him  on  January  1?” 

Answer:  “Yes.” 

Question:  “Did  that  prove  that  he  was 
intoxicated?” 

Answer:  “No,  that  was  just  one  of  many 
symptoms.” 

Question:  “Doctor,  is  there  anything  be- 
sides alcohol  that  might  cause  staggering?” 

Answer:  “Yes.” 

Question:  “Will  you  name  some  of  these 
conditions?” 

Answer:  “A  blow  on  the  head,  a tumor 
of  the  brain,  multiple  sclerosis  and  many 
more.” 

Attorney:  “Then  there  are  many  condi- 
tions besides  alcohol  that  can  cause  the  ab- 
normalities you  have  described.” 

Answer:  “Yes.” 

He  then  proceeded  to  have  me  admit  that 
all  of  the  symptoms  of  intoxication  could 
have  been  duplicated  by  conditions  other 
than  the  effects  of  alcohol.  Then  he  pro- 
pounded his  coup  de  grace:  “Doctor,  now 
consider  all  of  the  symptoms  that  you  have 
been  telling  us  about,  his  gait,  coordination, 
balance,  his  speech,  his  appearance,  could 
such  findings  have  been  caused  by  some  con- 
dition other  than  alcohol?” 

Answer  (reluctantly) : “Yes.”  (At  the 
time  I was  unaware  that  there  were  at  least 
a hundred  ailments  that  might  produce  symp- 
toms resembling  those  of  alcoholic  intoxica- 
tion.) And  then  I made  the  mistake  of  stay- 
ing in  the  court  room  while  the  attorney  for 
the  defense  made  his  final  plea.  Take  my 
advice.  Get  out  of  the  court  room  when  you 
can.  This  is  what  I heard:  “Ladies  and  gentle- 
men of  the  jury.  You  have  heard  this  doctor 
testify  that  my  client  was  intoxicated  on 
the  night  of  January  1.  And  when  I asked 
this  doctor  whether  he  knew  of  any  symptom 
of  intoxication  he  couldn’t  name  one  single 
symptom.  And  he  had  to  admit  that  every- 
thing that  he  said  about  my  client  was  prob- 
ably due  to  some  illness.  And  now,  ladies 
and  gentlemen  of  the  jury,  having  heard  this 
doctor  testify,  I leave  it  to  you,  who  on  the 
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night  of  January  the  first  was  under  the 
influence  of  alcohol,  this  client  of  mine,  or 
this  doctorT  The  verdict:  “Not  guilty.  Costs 
on  the  county.” 

Scientific  testing 

After  this  experience  I refused  to  examine 
persons  suspected  of  being  drunk,  particular- 
ly since  I had  learned  that  “odor  of  alcohol 
on  the  breath”  was  not  proof  of  drinking 
alcohol.  Alcohol  in  the  concentrations  which 
occur  in  the  breath  has  no  odor.  What  we 
smell  is  the  flavor  of  the  drink — and  when 
pure  alcohol  is  drunk,  there  is  no  tell-tale 
odor.  However,  when  I learned  of  the  work 
of  Nicloux,  Southgate  and  Carter,  who  had 
correlated  symptoms  of  intoxication  with 
chemical  tests  of  the  blood  and  urine,  I hesi- 
tatingly requested  some  of  my  friends  to 
drink  liquor  and  then  let  me  observe  them 
and  perform  chemical  tests.  When  I explained 
that  the  Fayette  County,  Pennsylvania,  offi- 
cials had  turned  over  a supply  of  confiscated 
liquor  “just  off  the  boat”  they  volunteered 
to  act  as  guinea  pigs,  purely  for  the  sake  of 
science,  of  course.  The  experiments  indicated 
that  one  or  two  stiff  drinks  could  produce  a 
blood  alcohol  percentage  of  0.02,  and  measur- 
able loss  of  judgment  and  self-control  oc- 
curred. When  more  than  0.05  per  cent  ac- 
cumulated in  the  blood  the  effects  of  alcohol 
became  more  evident  and  coordination  began 
to  be  affected.  Knowing  that  my  findings 
would  be  challenged,  I persuaded  five  people 
to  drink  and  drive  so  that  I could  observe 
the  effects  of  alcohol  under  actual  driving 
conditions.  I was  surprised  to  observe  that 
ordinary  driving  was  so  mechanical  that  rela- 
tively few  errors  were  made.  However,  errors 
of  judgment  and  coordination  and  increased 
reaction  time  became  evident  when  obstacles 
had  to  be  avoided,  and  the  greatest  change 
produced  by  alcohol  occurred  when  the  sub- 
jects tried  to  back  the  car.  This  being  a less 
practiced  maneuver  was  also  the  most  diffi- 
cult. 

“What  truck?” 

One  of  my  subjects  had  been  driving  fairly 
well  in  spite  of  a blood  alcohol  of  .10  per  cent. 
When  he  had  driven  to  the  limit  of  the  prac- 
tice area,  which  should  have  been  closed  to 
other  traffic  by  the  police,  a truck  passed 


the  barricade  and  bore  down  upon  us  just 
as  my  subject  was  blissfully  making  a left 
turn  in  the  path  of  the  truck.  Fortunately, 
the  truck  driver  swerved  just  in  time  and 
when  I had  recovered  my  breath  I spoke  to 
my  subject:  “Bob,  wasn’t  that  a close  shave 
with  that  truck?”  I’ll  never  forget  the  ex- 
pression on  Bob’s  face,  or,  rather,  the  lack 
of  expression,  when  he  said,  “What  truck?” 
This  episode  terminated  this  type  of  test  as 
can  well  be  imagined.  Regarding  the  me- 
chanical side  of  driving,  a man  who  believed 
he  could  drive  better  after  a wet  evening, 
told  me  that  he  remembers  leaving  Pitts- 
burgh in  his  car  after  a drinking  party  and 
then  remembers  nothing  until  he  awoke  in 
his  bed  on  the  following  morning.  He  had 
succeeded  in  driving  fifty  miles  over  country 
roads  and  through  towns  without  knowing 
how  he  did  it.  I shudder  when  I think  what 
might  have  happened  if  he  had  met  his  twin 
coming  the  other  way. 

Increased  court  convictions 

When  sufficient  experience  was  obtained 
to  learn  that  certain  levels  of  blood  alcohol 
were  incompatible  with  safe  driving,  I was 
ready  to  meet  my  tormentors  in  court  on 
even  terms.  The  results  were  gratifying  in 
that  it  was  now  simply  a matter  of  proving 
that  the  accused,  in  spite  of  his  “two  glasses 
of  beer,”  had  in  his  body  the  equivalent  of 
possibly  a gallon  or  more  and  that  the  per- 
centage of  alcohol  in  his  body  fluids  was  suf- 
ficient to  materially  affect  his  driving  ability. 
Whereas  previously  a drunken  driver  was 
rarely  found  guilty,  the  conviction  rate 
jumped  to  almost  100  per  cent  when  chem- 
istry came  to  the  rescue. 

You  could  drive  a car  with  a patch  over 
one  eye,  one  arm  in  a sling,  one  leg  in  a cast, 
and  your  head  in  the  clouds,  but  you  would 
admit  that  these  handicaps  might  interfere 
with  your  driving  ability  to  such  an  extent 
that  your  chance  of  having  an  accident  would 
be  greatly  increased.  However,  many  persons 
firmly  believe  that  because  they  don’t  run 
into  a hydrant  as  soon  as  they  drive  with  a 
few  drinks  under  their  belts,  and  have  actu- 
ally negotiated  long  trips  in  spite  of  a load 
of  alcohol,  that  alcohol  does  not  affect  their 
driving;  and  some  will  argue  that  they  drive 
better  when  they  are  well  oiled.  This  attitude 
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was  expressed  by  the  same  man  who  had 
driven  fifty  miles  without  remembering  the 
event,  who  said  to  me,  “I  know  I’m  a better 
driver  when  I’m  a wee  bit  plastered  because 
then  I can  drive  nearer  to  cars  coming  the 
other  way  and  also  nearer  to  the  ditch  at 
the  side  of  the  road.”  The  fallacy  of  this 
point  of  view  lies  in  his  inability  to  compre- 
hend what  alcohol  does  to  his  brain.  How 
could  he  judge  his  impaired  ability,  when 
alcohol  first  of  all  benumbs  the  brain  so  that 
judgment  is  impaired,  and  particularly,  re- 
duces the  ability  for  self-criticism?  If  the 
alcohol  in  the  brain  mounts  still  further,  his 
eyesight  is  affected,  coordination  is  impaired 
so  that  the  sober  onlooker  would  not  need  a 
chemical  test  to  convince  him  that  the  fellow 
was  drunk.  However,  the  drunk  himself 
would  be  so  sure  of  his  ability  that  he  would 
probably,  while  trying  to  steady  the  swaying 
landscape,  express  himself,  “Don’t  bosher  me. 
I’m  all  right!”  but  to  his  companion  he  re- 
marks, “Shay  you’ve  had  enough  now.  You’re 
getting  all  fuzzhy.” 


The  higher  brain  center,  distinguishing  man  from 
his  animal  predecessors,  are  the  first  to  be  “Gone 
With  the  Wind”  under  the  influence  of  alcohol. 


In  order  to  understand  how  alcohol  affects 
the  brain,  it  is  important  to  know  that  the 
bulge  above  the  eyes,  which  is  not  shared 
with  animals,  consists  of  highly  specialized 
nerve  cells,  where  we  have  not  only  the  seat 
of  intelligence,  judgment,  conscience,  moral 
sense,  imagination  and  reason,  but  also  the 
capital  of  government  for  self-control  and 
inhibitions.  This  part  of  the  brain  is  the  last 
to  be  developed  and  is  also  the  first  to  be 


affected  by  alcohol.  This  is  the  center  for 
civilization,  for  here  we  have  an  organ  which 
is  capable  of  distinguishing  between  right 
and  wrong,  and  which  presides  over  the  ani- 
mal body,  so  that  the  appetites,  emotions  and 
passions  can  be  controlled.  It  is  evident  then 
that  when  alcohol  depresses  the  human  char- 
acteristics, the  animal  functions  come  to  the 
front.  After  a few  drinks  the  very  proper 
young  girl  says  “No”  but  with  a rising  in- 
flexion, and  her  escort  forgets  his  Sunday 
School  lessons. 

Sobering  effect  of  accidents 

These  changes  take  place  before  there  is 
visible  evidence  of  intoxication  and  it  is  only 
when  the  more  primitive  parts  of  the  brain, 
for  example,  those  which  control  coordina- 
tion, are  affected,  that  the  individual’s  condi- 
tion becomes  obvious.  Even  these  visible 
signs  may  quickly  though  temporarily  be 
erased  when  he  is  stimulated  by  the  shock 
of  an  accident  or  by  contact  with  the  police. 
Many  a person  has  given  the  impression  of 
being  perfectly  normal  while  under  scrutiny 
only  to  be  dead  drunk  when  the  stimulation 
had  passed.  I will  never  forget  the  experience 
of  examining  a man  who  had  been  arrested 
as  being  an  intoxicated  driver.  He  was  well 
dressed,  courteous  and  cooperative.  My  ex- 
amination revealed  no  evidence  of  intoxica- 
tion and  he  almost  too  willingly  gave  me  a 
specimen  of  his  urine.  When  I had  finished 
writing  a favorable  report  regarding  his  con- 
dition, this  man  who  had  just  passed  his  ex- 
amination was  lying  on  a couch — unconscious. 
Efforts  to  awaken  him  failed  and  he  had  to 
be  carried  away  on  a stretcher. 

When  the  alcohol  rises  beyond  the  level 
needed  to  destroy  judgment  and  coordination, 
the  most  primitive  part  of  the  brain  is  af- 
fected and  then  even  basic  functions  such 
as  breathing  are  affected  and  the  person  dies 
of  asphyxiation.  Alcohol  acts  like  an  anes- 
thetic. A feeling  of  warmth,  freedom  from 
worry  and  responsibility  may  be  associated 
with  a conviction  of  mental  superiority.  I, 
myself,  succeeded  in  solving  the  secret  of  the 
universe  while  “experimenting”  with  alcohol. 
This  condition  was  known  to  a scientist  years 
ago.  He  wrote,  “One  is  often  astounded 
at  the  ease  with  which  he  expresses  his 
thoughts,  and  with  the  keenness  of  his  judg- 
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ment  in  matters  which  are  beyond  his  mental 
sphere  when  sober,  and  may  later  have 
reason  to  be  ashamed  of  this  delusion.”  Al- 
cohol, like  other  anesthetics,  causes  decreased 
nerve  conduction  so  that  impulses  from  the 
brain  to  the  muscles  may  be  blocked.  The 
drinker  then,  not  being  able  to  control  his 
coordination,  may  feel  that  he  is  detached 
from  his  body  and  from  a safe  distance  looks 
with  amusement  and  amazement  at  his  own 
antics. 

Similarity  to  asphyxiation 

The  effects  of  alcohol  on  the  brain  re- 
semble those  of  asphyxiation.  The  aviator 
flying  at  high  altitudes  having  a feeling  that 
his  brain  is  functioning  unusually  well,  while 
his  judgment  and  the  control  of  his  body  are 
decreasing,  dreams  he  is  flying  his  plane 
perfectly  while  he  is  blacking  out  and  the 
ship  is  going  into  a downward  spiral.  The 
writer  can  speak  from  personal  experience 
regarding  asphyxiation.  While  trying  to 
break  an  under-water  swimming  record  the 
desire  to  breathe  was  controlled  as  long  as 
possible.  Then  he  remembers  as  a vivid 
dream  his  surprise  and  pride  over  his  clear 
head  and  the  powerful  strokes  which  pro- 
pelled him  to  the  edge  of  the  pool.  Then  came 
the  climax  of  strength.  Whereas  ordinarily  he 
would  have  climbed  from  the  pool  by  the 
laborious  method  of  pulling  himself  up  with 
his  hands,  this  time  with  the  greatest  of  ease 
he  simply  stepped  up  and  as  he  thought, 
walked  out  of  the  pool.  Later  he  learned  what 
had  really  happened.  Two  men  had  rescued 
the  floundering  swimmer  and  dragged  him 
to  the  edge  of  the  pool  where  other  men 
pulled  him  out  of  the  water  and  deposited  the 
heap  on  “dry  land.” 

Blood  alcohol  level  and  intoxication 

Committees  of  the  National  Safety  Coun- 
cil and  the  American  Medical  Association 
have  recommended: 

1.  If  the  blood  contains  0.05  per  cent  of 
alcohol  by  weight,  it  shall  be  presumed  that 
the  defendant  was  not  under  the  influence 
of  intoxicating  liquor  and  should  not  be 
prosecuted  on  the  charge. 

2.  If  the  blood  contains  in  excess  of  0.05 
per  cent  but  less  than  0.15  per  cent  of  alcohol, 
such  fact  shall  not  give  rise  to  any  presump- 


tion of  guilt  or  innocence,  but  should  be  con- 
sidered with  other  competent  evidence.  It 
must  be  emphasized,  however,  that  the  rec- 
ommendations should  not  be  interpreted  that 
0.15  per  cent  is  the  dividing  line  between 
drunkenness  and  sobriety. 

3.  If  the  blood  contains  0.15  per  cent  al- 
cohol or  more,  it  shall  be  presumed  that  the 
defendant  was  under  the  influence  of  alcohol. 
The  defendant  still  has  the  opportunity  to 
present  competent  evidence  to  prove  his  in- 
nocence and  it  remains  for  the  court  or  jury 
to  pass  on  his  guilt  or  innocence.  This  figure 
is  obviously  too  generous;  driving  ability  has 
been  impaired  to  a significant  degree  long 
before  0.15  per  cent  is  reached.  In  fact,  Bjer- 
ver  and  Goldberg,  of  Sweden,  recently  tested 
thirty-seven  skilled  and  experienced  drivers, 
most  of  them  accustomed  to  drinking  moder- 
ate amounts  of  alcohol,  and  found  that  all 
of  them  showed  impairment  in  their  driving 
ability  when  the  alcohol  in  the  blood  was 
between  .035  and  .04  per  cent.  A definite 
impairment  of  vision  occurred  in  all  individ- 
uals when  the  blood  alcohol  reached  concen- 
trations between  .02  and  .03  per  cent. 

Many  states  have  adopted  legislation 
which  embodies  these  recommendations  al- 
though a statute  is  actually  unnecessary  in 
order  to  make  use  of  chemical  tests.  The 
purpose  of  the  statute  is  to  facilitate  the  legal 
admissibility  of  the  evidence.  New  York  City, 
Kansas  and  Idaho  have  gone  one  step  further 
and  have  made  chemical  tests  mandatory 
when  requested  by  the  police,  and  failure  to 
comply  with  the  request  to  be  automatically 
followed  by  revocation  of  the  driver’s  license 
of  the  accused.  Such  procedures  are  often 
characterized  as  infringements  upon  a per- 
son’s legal  rights  against  self-incrimination. 
However,  Supreme  Court  decisions  have  in- 
dicated that  self-incrimination  refers  to  ver- 
bal utterances  and  not  to  evidence  obtained 
by  the  examination  of  urine,  blood  or  breath 
given  without  compulsion.  In  this  way  the 
evidence  of  a chemical  examination  has  the 
same  legal  status  as  evidence  obtained  from 
the  examination  of  finger  prints  and  foot 
prints. 

Arizona  court  decision 

For  some  years  there  has  been  consider- 
able concern  over  the  differences  of  "opinion 
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of  various  persons  regarding  a diagnosis  of 
alcoholic  intoxication.  One  experienced  ex- 
aminer considered  a person  to  be  under  the 
influence  when  only  psychologic  abnormali- 
ties were  found,  while  another  considered  a 
man  sober  as  long  as  he  could  stand,  walk 
and  talk.  Such  disagreements  could  be  recon- 
ciled if  the  1935  decision  of  the  Supreme 
Court  of  Arizona  were  adopted  by  all  exam- 
iners; 

“The  expression,  under  the  influence  of 
intoxicating  liquor,  covers  not  only  all  the 
well-known  and  easily-recognized  conditions 
and  degrees  of  intoxication  but  any  abnormal 
mental  or  physical  condition  which  is  the 
result  of  indulging  in  any  degree  in  intoxicat- 
ing liquors  and  which  tends  to  deprive  him 
of  the  clearness  of  intellect  and  control  of 


himself  which  he  would  otherwise  possess. 
If  the  ability  of  the  driver  of  an  automobile 
has  been  lessened  in  the  slightest  degree  by 
the  use  of  intoxicating  liquors,  then  the 
driver  is  deemed  to  be  under  the  influence  of 
intoxicating  liquor.  The  mere  fact  that  the 
driver  has  taken  a drink  does  not  place  him 
under  the  ban  of  the  statute  unless  such  drink 
has  some  influence  upon  him,  lessening  in 
some  degree  his  ability  to  handle  said  auto- 
mobile.” 

In  retrospect,  whereas  alcohol  is  the  great- 
est single  factor  in  automobile  accidents,  the 
legal  proof  of  alcoholic  intoxication  is  ex- 
tremely difficult,  and  often  impossible.  When 
chemical  tests  are  used  the  evidence  can  be 
used  to  convict  the  guilty  and  absolve  the 
innocent.  • 


Blood  alcohol  level  and 
highway  deaths* 

Horace  E.  Campbell,  M.D.,  Denver 


This  revealing  study  of  the  drinking 
driver  should  be  carefully  filed  for 
ready  reference  by  all  of  you  who 
might  sometime  be  called  upon 
to  testify  in  accident  cases.  Old  criteria 
should  no  longer  apply  if  we  are  to 
punish  the  offenders  and  prevent 
highway  killings. 


Beginning  from  the  time  that  the  motorcar 
first  gave  evidence  that  it  would  displace  the 
horse,  society  has  recognized  that  a driver 
under  the  influence  of  alcohol  is  a menace. 
Laws  were  passed:  “Any  person  under  the 
influence  of  intoxicating  liquor  or  narcotic 


drugs  . . . who  shall  drive  any  vehicle  upon 
any  highway  within  this  State,  shall  be 
guilty  of  a misdemeanor  . . . ,”  and  thus 
began  the  continuing,  fruitless,  and  ineffec- 
tive battle  of  “under  the  influence.”  The 
people  who  framed  these  laws  and  used  this 
term  knew  that  anyone  with  more  than  two 
drinks  at  the  wheel  of  the  car  of  those  days 
was  a danger  to  himself  and  to  others,  and 
sought  to  cover  this  by  a broad  term  which 
anyone  could  recognize,  “under  the  influ- 
ence.” 

Anything  more  unfortunate  could  hardly 
have  been  devised.  While  the  lawyers  were 
tangling  witnesses,  both  expert  and  amateur, 
in  the  toils  of  these  three  little  words,  the 
motorcars  of  the  post-World  War  I era  be- 
came faster,  and  the  morals  of  the  time  both 
faster  and  looser.  Motorcar  deaths  averaged 
12,700  annually  during  the  1918-22  period 
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21,800  annually  during  the  1923-27  period 

31,050  annually  during  the  1928-32  period 

and  jumped  to  36,101  during  1934,  the  first 
year  after  repeal. 

Under  the  influence 

The  legal  battles  revolving  around  defini- 
tions of  “under  the  influence”  fill  more  than 
a five-foot  shelf,  and  the  numbers  of  those 
killed  by  drivers  who  had  been  drinking  but 
were  not  “under  the  influence”  has  increased 
steadily.  Finally  in  1938,  after  an  all-time 
high  of  39,643  deaths  in  1937,  the  doctors 
entered  the  picture  with  a scientific  defini- 
tion of  “under  the  influence.”  Prior  to  this, 
the  situation  was  as  described  by  a Chief  of 
Police  of  the  time,  “it  was  the  officer’s  word 
against  that  of  the  person  arrested  as  to  the 
degree  of  intoxication.  Frequently,  the  de- 
fendant would  bring  witnesses  to  testify  that 
he  or  she  had  consumed  little  or  no  intoxicat- 
ing beverages.  There  was  no  way  of  disprov- 
ing such  testimony.” 

But  doctors  did  not  help  much;  if  any- 
thing they  made  matters  worse,  if  the  num- 
bers of  people  killed  by  drivers  who  had 
been  drinking  is  any  criterion,  and  I can 
think  of  no  more  realistic  criterion.  The  Na- 
tional Safety  Council’s  Committee  on  Tests 
for  Intoxication  issued  its  report  in  1938,  and 
the  Council’s  Accident  Facts  for  1956  report- 
ed that  22  per  cent  of  the  drivers  involved  in 
fatal  accidents  in  1955  had  been  drinking, 
and  that  in  Delaware,  where  figures  were 
more  carefully  gathered,  the  percentage  was 
40.6. 

Standardized  blood  alcohol  levels 

Three  broad  zones  of  alcohol  concentra- 
tion in  the  blood  are  generally  recognized 
and  are  recommended  by  the  American  Med- 
ical Association’s  Committee  on  Street  and 
Highway  Accidents,  and  the  National  Safety 


Council’s  Committee  on  Tests  for  Intoxica- 
tion: 

Zone  1.  Blood  alcohol  from  0.0  to  0.05  per  cent. 
Experiments  have  shown  that  almost  no  one  hav- 
ing an  alcohol  concentration  in  the  blood  within 
these  limits  will  be  affected.  Recommendations 
are  that  such  findings  shall  be  prima  facie  evi- 
dence that  a person  was  not  under  the  influence. 

Zone  2.  Blood  alcohol  from  0.05  to  0.15  per 
cent.  Considered  conclusions  are  that  some  per- 
sons will  be  under  the  influence  but  not  all  per- 
sons. . . . Recommendation  is  that  these  chemical 
test  results  shall  be  considered  as  relevant  but 
not  prima  facie  evidence  that  the  person  is  under 
the  influence. 

Zone  3.  Blood  alcohol  above  0.15  per  cent. 
Recommendations  are  that  alcohol  concentration 
in  the  blood  of  over  0.15  per  cent  be  considered 
as  prima  facie  evidence  that  a person  is  under 
the  influence. 

As  a matter  of  rough  measurement,  0.05  per 
cent  represents  the  accumulation  of  alcohol  cor- 
responding to  two  ounces  of  whisky  for  a 150 
pound  person.  And  0.15  per  cent  means  that  for 
a 150  pound  person  the  ahsorhed  alcohol  is  equiva- 
lent to  that  in  six  ounces  of  100  proof  whisky.  To 
reach  this  alcohol  level  the  person  would  need  to 
drink  more  than  six  ounces  of  whisky,  or  its 
equivalent,  because  some  of  the  alcohol  would  be 
burned  and  excreted  during  the  absorption  period 
(Forrester) . 

Misleading  statistics 

In  the  great  body  of  statistics  assembled 
each  year  by  the  National  Safety  Council  in 
Accident  Facts  the  driver  violations  in  fatal 
accidents  run  about  as  follows  each  year: 


Violations  per  100  drivers 72 

Under  the  influence  of  alcohol 7 

Excessive  speed  30 

Did  not  have  right  of  way,  etc 20 

Disregarded  officer  or  signal 7 

Other  violations  8 


Thus,  one  gets  the  impression  that  alcohol 
plays  a relatively  minor  role  in  our  motorcar 
death  and  injury  problem. 

In  the  1955  edition  of  Accident  Facts  there 
occurs  the  following  table: 


Incidence  of  Alcoholism  in  Motor-V chicle  Fatalities — Maryland,  1953 


Victim 

Total 

Cases 

Exam- 

ined* 

% Alcohol 

of  Brain,  Spinal  Fluid  or 

Blood 

Nega- 

tive 

0.01- 

0.04% 

0.05- 

0.14% 

0.15- 

0.24% 

0.25% 
and  over 

Pedestrian  

65 

18 

2 

9 

20 

16 

Driver  

61 

22 

1 

14 

16 

8 

Passenger  in  M.  V 

47 

22 

4 

11 

5 

5 

Bicyclist  

2 

2 

0 

0 

0 

0 

Total  

175 

64 

7 

34 

41 

29 

•Examinations  were  made  within  twelve  hours  after  the  accidents. 
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The  cases  tabulated  are  only  one-third  of 
all  motor  vehicle  deaths  in  the  state  for  the 
year,  yet  they  are  not  irrelevant  on  this  ac- 
count. Considering  only  drivers,  it  is  appar- 
ent that  over  60  per  cent  of  them  had  been 
drinking,  and  that  only  25  per  cent  of  the 
drivers  were  in  the  lower  categories  of  blood 
alcohol  concentration. 

In  the  1956  edition  of  Accident  Facts,  at- 
tention is  called  to  the  figures  from  Dela- 
ware, where  blood  tests  are  made  of  persons 
injured  in  traffic  accidents,  and  blood  sam- 
ples taken  or  breath  tests  given  to  drivers  in- 
volved unless  they  are  refused. 

State  of  Delaware,  1955 

138  drivers  were  involved  in  97  fatal  accidents. 

20  drivers  (14.5  per  cent  of  the  total)  had  .15 
per  cent  of  alcohol  in  their  blood — consid- 
ered to  be  definite  evidence  of  “under  the 
influence.” 

13  drivers  (9.4  per  cent)  had  .05  to  .14  per  cent 
of  alcohol  in  their  blood — considered  to  be 
evidence  of  some  degree  of  impairment. 

3 drivers  (2.2  per  cent)  had  less  than  .05  per 
cent  of  alcohol  in  their  blood. 

20  drivers  (14.5  per  cent)  who  were  not  tested, 
had  been  drinking,  in  the  opinion  of  the 
investigating  officer. 

The  results  of  this  study  thus  show  a total 
of  56  drivers  (40.6  per  cent  of  all  drivers  in- 
volved in  fatal  accidents)  who  “had  been 
drinking,”  either  by  test  results  or  by  the 
observations  of  the  officer  investigating  the 
accident. 

We  obtained  from  Captain  John  P.  Fergu- 
son, of  the  Traffic  Bureau  of  the  Delaware 
State  Police,  the  figures  for  1956  (excluding 
Wilmington) . 

Alcohol  Factor  in  Fatal  Accidents,  1956 


Total  number  of  fatal  accidents 75 

Number  of  accidents  involving  a drinking 

driver 38 

Per  cent  of  accidents  involving  a drinking 

driver  51% 

Number  of  drivers  involved  in  fatal  acci- 
dents   Ill 

Number  of  drinking  drivers  in  fatal  acci- 
dents   40 

Per  cent  of  drivers  who  had  been  drinking  36% 


It  has  become  customary  to  compute  the 
percentage  of  drivers  who  had  been  drink- 
ing. This  seems  fair  enough  at  first  thought, 
but  deeper  reflection  will  reveal  that  this 
treatment  of  the  data  obscures  the  real  facts. 
Consider  the  1955  Delaware  figures;  138  driv- 
ers involved  in  97  fatal  accidents.  Since  a 


certain  proportion  of  these  accidents  in- 
volved two  or  more  cars  (there  were  41 
more  drivers  than  there  were  fatal  accidents) 
it  becomes  clear  that  97  fatal  accidents  in- 
volved 56  drinking  drivers,  or  57  per  cent.  I 
submit  that  this  is  a more  realistic  figure. 

Critical  analysis  of  figures 

But  one  should  go  further.  Maryland  fig- 
ures indicate  that  72  per  cent  of  the  pedestri- 
ans killed  had  been  drinking,  and  that  a 
large  proportion  of  these  had  blood  alcohol 
levels  over  0.15  per  cent.  These  incidents 
should  not  be  allowed  to  obscure  the  role 
of  the  drinking  driver.  Of  course,  it  is  likely 
that  in  a few  instances  a drinking  driver  hit 
a drinking  pedestrian,  but  these  instances 
must  be  rare  and  have  not  been  tabulated. 

Let  us  consider  further  the  1956  Delaware 
figures,  which  have  been  tabulated  with  even 
more  detail  than  the  1955  figures.  Of  the 
seventy-five  fatal  accidents  that  year,  seven- 
teen were  pedestrians,  and  ten  of  these  had 
been  drinking,  about  60  per  cent.  Of  the 
seven  non-drinking  pedestrians,  five  were 
children.  It  is  possible  that  the  two  non- 
drinking pedestrian  fatalities  had  been  hit 
by  drinking  drivers,  but  the  figures  do  not 
tell  us  this.  But  in  order  to  ascertain  the  real 
role  of  the  drinking  driver,  we  should  sub- 
tract these  pedestrian  fatalities  from  the  total 
of  seventy-five,  and  consider  the  remaining 
fifty-eight  fatal  accidents  (assuming  that  all 
the  pedestrian  fatalities  were  separate  inci- 
dents) . We  then  observe  that  the  fifty-eight 
fatal  accidents  involved  thirty-eight  drinking 
drivers,  a percentage  of  over  65. 

This  is  a realistic  figure,  and  until  the 
National  Safety  Council  encourages  all  the 
states  to  report  figures  in  the  detail  that  is 
furnished  by  Delaware,  Maryland,  and  others, 
and  until  the  Council  presents  and  publicizes 
a critical  and  realistic  analysis  of  these  fig- 
ures, we  will  continue  to  delude  ourselves 
that  alcohol  is  a relatively  minor  factor  in 
our  motorcar  death  and  injury  problem. 

Alcohol  largest  accident  factor 

Studies  by  Forrester  in  Buffalo,  Holcomb 
in  Evanston,  Heise  in  Milwaukee  all  show 
that  a drinking  driver  is  involved  in  from  45 
to  58  per  cent  of  injury  producing  accidents. 
Thus,  the  role  that  alcohol  plays  is  far  greater 
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than  is  usually  conceded  and  is  greater  than 
the  role  that  is  officially  assigned  to  it  by 
the  National  Safety  Council.  In  fact,  alcohol 
is  the  single  largest  factor  in  our  motorcar 
accident  problem.  While  “Excessive  Speed” 
is  the  official  greatest  single  factor  in  this 
problem,  we  respectfully  ask  the  police  offi- 
cials to  ascertain  the  role  that  alcohol  plays 
in  those  violations.  We  are  confident  that  it 
is  far  greater  than  has  been  indicated  in  the 
figures  to  which  they  give  publicity. 

Drinking  killer  exonerated 

The  tragic  situation  now  becomes  clear. 
While  twenty-two  drivers  out  of  every  100 
involved  in  fatal  accidents  in  1955  had  been 
drinking,  only  six  out  of  100  were  legally 
under  the  influence.  In  Delaware,  the  pro- 
portion was  nearly  the  same.  In  other  words, 
nearly  three  times  as  many  people  were 
killed  by  drinking  drivers  who  were  not 
“under  the  influence”  as  were  killed  by 
drinking  drivers  who  were  “under  the  influ- 
ence.” This  should  make  it  crystal  clear  that 
there  is  something  radically  wrong  with  the 
criterion  “under  the  influence”  if  the  objec- 
tive is  the  prevention  of  deaths  due  to  drink- 
ing driving. 

Admission  into  our  courts  of  blood  alcohol 
tests  as  evidence  represents  the  beginning  of 
a new  era  in  the  control  of  the  drinking 
driver.  All  advances  in  social  organization 
are  costly,  and  the  cost  of  the  admission  into 
our  social  organization  of  chemical  tests  for 
alcohol  in  the  blood  of  motorists  is  repre- 
sented in  part — and  only  in  part — by  the 
100,000  people  who  have  been  killed  since 
1938  by  drivers  whose  blood  alcohol  was  be- 
tween 0.05  and  0.15  per  cent,  a zone  which 
“shall  not  give  rise  to  any  presumption  that 
the  defendant  was  or  was  not  under  the  in- 
fluence of  intoxicating  liquor,”  in  the  quaint 
words  of  the  report. 

Despite  the  vast  harm  which  these  AMA 
and  National  Safety  Council  reports  of  1938 
and  1939  have  done  in  the  last  twenty  years, 
f^e  plight  of  these  committees  at  the  time 
they  labored  now  becomes  clear.  They  were 
caught  in  the  toils  of  “under  the  influence.” 
As  several  writers  of  that  time  have  stated, 
they  were  under  the  necessity  of  placing  the 
blood  levels  high  enough  so  that  no  one  could 
be  said  by  his  lawyer  to  be  an  exception  and 


thus  escape  conviction.  Thus,  impelled  by 
the  well  known,  marked  variation  among 
human  beings  in  susceptibility  to  the  effects 
of  alcohol,  laws  have  been  formulated  in 
twenty-three  states  which  allow  from  65  to 
70  per  cent  of  drinking  drivers  enough  lib- 
erty to  kill  5,000  to  8,000  people  every  year 
in  our  fair  land. 

Driving  impairment  at  .05  per  cent 

These  committees  were  familiar  with  the 
now-classic  report  by  Holcomb  of  his  Evan- 
ston studies  based  upon  the  tests  made  of 
the  breath  of  1,750  drivers  chosen  at  random 
on  the  streets  of  Evanston  in  comparison 
with  tests  on  the  urines  of  270  drivers  brought 
to  Evanston  hospitals  after  being  involved 
in  personal  injury  accidents.  In  fact,  the 
study  is  mentioned  in  the  report  to  the  Amer- 
ican Medical  Association  meeting  at  St.  Louis, 
May  15-19,  1939.  Holcomb  pointed  out  that 
the  increased  risk  of  casualties  after  drinking 
begins  at  an  alcohol  concentration  in  the 
blood  of  0.05  to  0.06  per  cent.  Lauer,  the  same 
year,  found  that  a motorist’s  ability  to  drive 
was  impaired  when  the  blood  alcohol  rose 
to  0.035  to  0.065  per  cent,  and  as  a psycholo- 
gist, he  recognized  and  emphasized  that  even 
lower  concentrations  of  alcohol  impaired  cer- 
tain aspects  of  driving  behavior,  e.g.,  judg- 
ment, observation,  tolerance  to  glare,  sense 
of  caution,  before  motor  performance  per  se 
was  affected. 

More  recently,  particularly  careful  work 
has  been  done  in  Sweden.  Bjerver  and  Gold- 
berg found  deterioration  of  driving  ability 
commenced  at  0.035  to  0.04  per  cent  blood 
alcohol  level,  and  Gelin  and  Wretmark  that 
impairment  occurred  in  moderate  drinkers 
as  low  as  0.032  per  cent.  H.  Ward  Smith  of 
Toronto  reports  “a  study  of  the  accident  sit- 
uation reveals  that  low  concentrations  of  al- 
cohol are  concerned  in  accidents;  these  con- 
centrations are  similar  to  those  which  had 
been  found  to  affect  driving  performance, 
namely  0.03  to  0.05  per  cent.” 

Another  American  Medical  Association 
Committee,  of  which  the  writer  is  a member, 
the  Committee  on  the  Medical  Aspects  of 
Automobile  Crash  Deaths  and  Injuries,  Dr. 
Fletcher  D.  Woodward  of  Charlottesville, 
Chairman,  has  this  to  report: 
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New  recommendations 

“ ‘It  is  the  opinion  of  this  committee  that 
it  should  be  unlawful  to  drive  a motor  ve- 
hicle with  an  alcohol  blood  level  of  0.05  per 
cent  or  greater  on  public  roads.’ 

“This  resolution  was  passed  after  consid- 
eration of  the  following  evidence.  One,  that 
the  best  kept  statistics  indicate  that  approxi- 
mately 50  per  cent  of  the  fatal  accidents  in- 
volve a drinking  driver.  Two,  that  the  aver- 
age individual  with  a blood  level  of  0.05  per 
cent  alcohol  or  higher  suffers  deterioration 
. of  his  driving  skill.  In  other  words,  last  year, 
some  21,000  people  died  and  some  800,000 
people  were  injured  by  drinking  drivers. 

“The  committee  was  not  concerned  as  to 
whether  this  blood  level  is  reached  on  an 
ascending  or  descending  curve  of  intoxica- 
tion. It  was  not  concerned  with  either  the 
kind  of  alcoholic  beverage  consumed,  the  ra- 
pidity of  consumption,  or  whether  consumed 
on  a full  or  fasting  stomach.  It  was  not  con- 
cerned as  to  whether  the  prima  facie  evi- 
dence available  at  the  time  of  the  accident 
indicated  whether  the  suspect  was  intoxi- 
cated or  not.  It  was  not  concerned  whether 
the  individual  was  an  experienced  drinker 
with  a high  degree  of  tolerance  or  a beginner. 

“It  was  concerned  with  the  fact  that  no 
one  is  safe  when  meeting  a driver  on  the 
highway  With  0.05  per  cent  or  a higher  alco- 
hol concentration  in  his  blood. 

“The  committee  feels  that  the  method  of 
testing  should  be  determined  by  the  chem- 
ists. It  also  feels  that  the  legal  profession  and 
the  legislators  should  make  the  accepted  test 
mandatory  and  that  its  results  be  accepted 
as  evidence.  It  further  feels  that  the  penal- 
ties of  driving  with  such  a blood  level  should 
be  severe,  impartially  applied  and  carry  at 
least  a one  day  mandatory  jail  sentence.  If 
separate  licenses  are  granted  for  the  opera- 
tion of  private  vehicles,  commercial  vehicles 
and  for  passenger  vehicles,  then  in  hardship 
cases,  only  the  private  license  could  be  re- 
voked or  suspended. 

“Since  the  average  man  can  consume  two 
average  drinks  of  average  proof  whiskey  in 
an  average  period  of  time  without  reaching 
this  blood  level  or  suffer  deterioration  of  his 
driving  skill,  and  since  such  a law  would 
eliminate  the  present  state  of  confusion  as 


to  what  “under  the  influence”  signifies,  it 
seems  reasonable  to  establish  the  blood  level 
figure  of  0.05  per  cent  or  higher  as  the  critical 
level  for  the  safe  driving  of  a motor  vehicle 
on  our  public  roads.” 

Thus,  the  recommendations  of  this  group 
of  physicians  are  consistent  with  what  they 
know  of  the  effect  of  alcohol  on  the  human 
organism,  and  what  they  know  these  effects 
are  upon  the  motorcar  death  and  injury  situ- 
ation. We  are  now  in  clear  position  to  attack 
the  problem  at  its  roots. 

Police  opinions 

I have  had  the  privilege  of  discussing  this 
matter  with  police  officers  from  various 
parts  of  the  country,  and  of  course  with 
members  of  the  Colorado  State  Patrol  and 
the  Denver  Police  Department.  They  are 
unanimous  that  the  figure  0.15  with  which 
we  are  now  seeking  to  control  the  alcohol- 
motorcar  situation  is  unrealistic.  We  will 
have  to  make  up  our  minds  as  to  what  we 
are  trying  to  do.  Are  we  trying  to  stop  the 
killing  and  maiming  of  thousands  of  inno- 
cent people  by  drinking  drivers;  are  we  try- 
ing to  justify  the  drinking  of  alcohol  by 
people  who  drive  motorcars?  As  long  as  from 
45  to  60  per  cent  of  our  fatal  accidents  in- 
volve drinking  drivers,  and  since  the  propor- 
tions have  not  changed  at  all  in  the  last  two 
decades,  and  since  from  two-thirds  to  three- 
fourths  of  these  fatalities  involve  drivers  in 
the  lower  brackets  of  blood-alcohol  concen- 
tration, we  can  hardly  be  said  to  be  making 
an  effective  effort  to  reduce  deaths. 

Many  police  members  have  told  me  that 
they  make  no  effort  to  get  an  alcohol  convic- 
tion with  a blood  alcohol  under  0.15  per  cent 
but  switch  to  reckless  driving,  or  some  other 
charge,  so  deeply  ingrained  is  the  figure  of 
0.15  per  cent  in  the  thinking  of  the  courts. 
This  will  explain  the  low  figures  for  “under 
the  influence”  and  the  high  figures  for 
“speeding”  in  many  of  the  official  tables. 
Every  police  officer  that  I have  talked  with 
would  welcome  legislation  which  would 
make  it  illegal  to  drive  with  a blood  alcohol 
of  0.05  per  cent  or  above.  These  men  are 
astute  observers,  and  they  know  that  very 
few  people  can  operate  a motorcar  as  well 
as  they  might  otherwise,  with  a blood  alco- 
hol of  this  figure  or  above,  and  they  know 
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New  authoritative  studies  show  that  Kynex  dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence  has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending  beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual  patient  for 
maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 

1.  Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 
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NEW  DOSACSE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of  syrup) 
the  first  day,  followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls  of  syrup)  every  day  thereafter, 
or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every 
24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm.  {IVz  grains)  of  sulfamethoxypyridazine.  Bottles  of 
24  and  100  tablets. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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the  difficulties  of  getting  a conviction  if  the 
blood  alcohol  is  not  over  0.15  per  cent. 

Legislation  needed 

The  legislation  that  we  must  have  to  con- 
trol the  drinking  driver  is  that  which  simply 
makes  it  illegal  for  any  motorcar  operator  to 
have  a blood  alcohol  level  of  0.05  per  cent  or 
above. 

Plymat  suggests  that  we  introduce  a new 
“intermediate  offense”  law,  the  offense  to  be 
“Driving  after  drinking,”  with  nothing  said 
as  to  “under  the  influence,”  “intoxicated,” 
“drunk,”  or  “impairment”;  and  the  sole  cri- 
terion to  be  a blood  alcohol  level  of  0.05  per 
cent  or  greater.  This  would  leave  existing 
“under  the  influence”  legislation  as  it  is, 
without  the  necessity  of  changing  or  repeal- 
ing it.  This  new  offense,  with  a lower  fine 
and  with  certainty  of  conviction,  would  im- 
pel many  or  most  drivers  to  forego  the  sec- 
ond drink.  After  all,  this  is  the  objective  of 
any  legislation  in  this  field.  Our  current  leg- 
islation has  failed  in  its  only  objective,  name- 
ly, the  prevention  of  motorcar  deaths  and 
injuries  due  to  the  drinking  driver.  Besides, 
it  has  wasted  countless  man-hours.  The  fram- 
ers of  the  original  legislation  intended  it  to 
be  preventive,  not  punitive.  Surely,  no  great 
social  benefit  is  achieved  by  convicting  a 
drinking  driver  after  he  has  killed  his  victim. 
We  seek  now,  as  did  the  original  framers,  to 
convict  the  drinking  driver  before  he  kills. 

There  are  three  other  necessary  compo- 
nents of  the  new  legislation,  (1)  the  manda- 
tory blood-alcohol  test,  (2)  the  surprise  high- 
way check,  which  is  proving  so  successful  in 
Tennessee  and  in  Connecticut,  and  (3)  the 
mandatory  jail  sentence.  The  “implied  con- 
sent” laws  of  New  York,  Kansas  and  Idaho* 
have  been  shown  to  be  effective  in  obtaining 
blood  alcohol  tests.  The  drinking  driver  is 
not  required  to  have  the  test,  but  if  he  re- 
fuses he  loses  his  driver’s  license.  The  law 
has  been  well  tested  and  similar  legislation 
is  much  needed  in  every  state  in  the  union. 
Chemical  tests  for  alcohol  whether  in  the 
blood  or  in  the  breath  are  a prime  necessity 
for  our  modern  legislation. 


•Utah  has  recently  adopted  this  type  of  legislation. 


Highway  checks 

At  the  time  of  Holcomb’s  study  in  1938, 
Dr.  Harger  had  constructed  a portable  lab- 
oratory for  the  rapid  and  accurate  determina- 
tion of  alcoholic  content.  I see  by  a press 
dispatch  dated  December  1,  1956,  that  the 
Chicago  Police  Department  has  three  cars 
equipped  with  mobile  laboratories  ready  to 
rush  to  any  point  in  the  city.  It  has  taken  a 
long  time.  With  this  kind  of  equipment,  we 
are  now  ready  for  the  highway  check  as  part 
of  our  modern  armamentarium.  These  large 
scale  checks  will  be  costly  and  will  be  trou- 
blesome, but  they  will  be  effective,  because 
the  police  in  Connecticut  have  discovered 
that  we  avoid  inconvenience  even  more  as- 
siduously than  we  avoid  death  itself.  And, 
we  must  remember  what  we  are  trying  to  do; 
we  are  trying  to  prevent  the  drinking  driver 
from  meeting  his  victim.  We  must  become 
victim-minded  rather  than  drinker-minded. 

Commissioner  Butler  of  Tennessee  has 
demonstrated  the  effectiveness  of  road  blocks 
and  highway  checks.  Tennessee  had  16  per 
cent  fewer  fatalities  in  1956  than  in  1955  and 
Commissioner  Butler  feels  that  the  road 
block  has  been  largely  responsible. 

Effectiveness  of  road  blocks 

I have  just  had  a letter  from  Mr.  Butler. 
During  1956,  there  were  148  fewer  traffic 
fatalities  in  Tennessee  than  there  were  in 
1955.  Forty  states  showed  increases  in  traffic 
fatalities  during  1956.  Tennessee’s  16  per  cent 
reduction  was  fourth  highest  in  the  nation, 
topped  only  by  Rhode  Island,  Nevada  and 
Delaware,  states  having  only  a fraction  of 
Tennessee’s  population,  registered  motor  ve- 
hicles, and  licensed  drivers.  “If  forced  to 
single  out  any  one  part  of  our  program  which 
has  contributed  most  to  this  reawakening,  I 
would  say:  ‘Road  blocks!’  We  started  our 
road  block  program  with  what  we  call  our 
‘panzer’  units,  fast  moving,  highly  mobile 
groups  of  six  or  eight  patrol  cars  setting  up 
operations  on  a particular  highway  for  two 
or  three  hours,  checking  the  driver’s  license 
of  every  motorist  passing  that  particular 
point  and  watching  for  obviously  unsafe  ve- 
hicles.” Then  he  went  on  to  describe  “longi- 
tudinal blocks,”  “speed  blocks”  and  “drunk- 
nets,”  stationed  where  drunk  drivers  are 
likely  to  congregate  and  to  apprehend  them 
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before  they  get  in  their  automobiles. 

This  is  what  I should  call  genuine  pre- 
ventive medicine.  It  is  direct  and  effective, 
and  is  the  clue  as  to  what  we  must  do  in  this 
country  if  we  hope  to  solve  the  alcohol- 
motorcar  situation,  regardless  of  what  blood 
alcohol  level  we  choose  to  depend  upon.  With 
legislation  making  it  illegal  to  drive  a motor- 
car with  a blood  alcohol  of  0.05  per  cent  or 
over;  with  police  equipped  with  breath  an- 
alysis machines  to  detect  the  violator  before 
he  has  injured  anyone;  and  with  surprise 
road  blocks  by  police  thus  equipped  as  a 
regular  feature  of  patrol  operation,  people 
generally  will  cease  to  drink  and  drive  and 
about  15,000  people  will  not  be  killed  in  the 
United  States  every  year,  not  to  mention  the 
half  million  “merely”  injured.  Let  us  be 
explicit. 

A program  for  control  of  the  drinking  driver 

A.  Bring  into  being  legislation  which 
makes  it  illegal  to  drive  or  operate  a motor 
vehicle  on  the  streets  or  highways  of  the 

State  of  with  a blood  alcohol  of 

0.05  per  cent  by  weight  or  over. 

B.  Equip  all  or  most  patrol  cars  with 
portable  kits  for  the  analysis  of  alcohol  in 
the  breath. 

C.  Bring  into  being  the  “implied  consent” 
legislation  by  which  every  driver  must  sub- 
mit to  chemical  tests  for  alcohol  or  lose  his 
license  to  drive. 

D.  Institute  a program  of  surprise  high- 
way checks  by  the  State  Patrol. 

E.  Make  a jail  sentence  mandatory  in  all 
alcohol  violations. 

It  would  seem  logical  that  this  program 
will  be  effective,  and  should  be  instituted  at 
once.  No  gentleman  will  be  deprived  of  his 
right  to  have  two  average  drinks,  and  it  will 
be  no  legal  hazard  to  have  the  odor  of  alco- 
holic beverages  upon  the  breath.  A few  in- 
dividuals will  have  to  forego  the  liberty  of 
having  more  alcohol  than  this  while  driving, 
in  order  that  others  may  have  the  privilege 
of  driving  on  the  highways  with  less  risk. 
It  would  seem  a fair  exchange. 

A jurist  has  said  to  me,  “You  would  not 
believe  it  if  I told  you  the  pressure  that  is 
brought  upon  the  court  when  a person  of 
prominence  is  brought  in  on  an  alcohol-viola- 
tion charge.  The  new  legislation  must  em- 


body the  mandatory  jail  sentence  scaled  by 
law  to  the  blood-alcohol  content.  These  must 
not  be  discretionary,  they  must  be  manda- 
tory. Nothing  will  so  deter  the  drinking 
driver  as  the  prospect  of  a certain  term  in 
jail.” 

Airline  drinking  rules 

The  writer  has  been  privileged  to  have 
closer  acquaintance  than  most  with  what  is 
probably  the  most  competent  group  of  hu- 
man beings  thus  far  demarcated,  i.e.  airline 
pilots.  These  men,  as  a group,  are  not  tee- 
totalers, but  are  part  of  a business  organiza- 
tion dependent  upon  successful  operation  of 
large  airplanes  for  economic  security  and  for 
personal  longevity.  The  rules  of  these  or- 
ganizations are  unequivocal  as  far  as  alcohol 
is  concerned.  “No  alcoholic  beverages,  not 
even  beer,  within  twenty-four  hours  of  flight 
time.” 

Most  people  are  agreed  that  the  average 
motorist  has  more  dangers  and  decisions  to 
face  than  the  airline  pilot  (given  relative 
competence  in  the  respective  fields) . Pilots 
have  told  me  that  they  are  safer  in  their 
planes  than  when  driving  to  the  airfield.  This 
is  borne  out  by  mortality  statistics  for  motor- 
car travel  and  scheduled  airline  travel.  Thus, 
the  only  sensible  and  practical  rule  for  driv- 
ing motorcars  is,  “No  alcohol  for  twelve  hours 
before  driving,”  or  at  least  to  keep  the  blood 
alcohol  below  0.03  per  cent. 

Summary 

But  this  is  to  be  left  for  1980,  at  which 
time  the  0.05  per  cent  legislation  of,  we  hope, 
1960,  will  be  recognized  for  what  it  is,  a 
compromise.  Remembering  that  competent 
investigators  have  demonstrated  significant 
driving  impairment  with  0.03  per  cent  of 
alcohol  in  the  blood,  we  must  recognize  0.05 
per  cent  as  a compromise  between  death 
on  the  highways  and  man’s  consuming  inter- 
est in  drinking  ethyl  alcohol.  Now,  in  1957, 
we  must  make  every  effort  to  bring  legisla- 
tion into  being  which  is  consistent  with  the 
needs  and  the  facts  of  our  time,  namely 
18,000  to  20,000  motorcar  deaths  due  to  alco- 
hol on  our  streets  and  highways  every  year, 
not  to  mention  the  tens  of  thousands  of  in- 
juries, many  of  which  are  economically  more 
serious  than  death  itself.  • references  on  68 
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Metabolic  problems  in  geriatrics* 

Charles  F.  Wilkinson,  Jr.,  M.D.,  New  York 


A thoughtful  consideration  of  a 
common  and  often  overlooked 
problem  in  our  elderly  patients. 


Geriatrics  is  not  a specific  field  of  medicine 
but  simply  good  medicine  and  good  surgery 
practiced  in  a restricted  age  group.  There 
are,  however,  certain  areas  where  geriatrics 
does  differ  from  the  regular  practice  of  medi- 
cine. Certain  conditions  are  encountered 
which  are  either  unique  for  this  age  group 
or  are  seen  more  frequently  in  this  age  group. 
Many  metabolic  conditions  fall  into  this  cate- 
gory. There  are  a number  of  specific  metabol- 
ic problems  that  arise  that  cannot  be  dealt 
with  here  because  each  case  requires  specific 
individualized  therapy. 

Nutrition  and  weight 

Maintaining  of  general  nutrition  in  the 
elderly  patient  is  often  more  difficult  than  in 
the  young  or  middle-aged  adult.  A number 
of  factors  combine  to  make  this  so,  and  main- 
tenance of  good  nutrition  is  the  most  impor- 
tant step  in  caring  for  the  elderly  patient. 
Any  of  the  social  or  mental  health  programs 
that  are  planned  will  fall  short  of  their  po- 
tentials unless  the  patient  is  well  nourished. 

One  important  factor  is  maintenance  of 
weight.  The  patient  should  be  at  ideal  weight 
or  slightly  below  ideal  weight.  Ideal  weight, 
as  calculated  in  our  clinic,  differs  somewhat 
from  many  of  the  standard  weight  tables,  in 
that  there  is  a gradual  reduction  in  weight 
after  age  35  and  through  age  50b  Reduction 
in  weight  before  and  during  middle  life  takes 


•Based  on  a talk  given  at  the  22nd  Annual  Midwinter  Clinical 
Session  of  the  Colorado  State  Medical  Society,  February  21, 
1957.  From  the  Department  of  Medicine  of  the  New  York 
University  Post-Graduate  Medical  School,  New  York,  New 
York. 


into  consideration  the  decrease  in  physical 
activity  common  to  most  of  us.  If  weight  were 
not  in  proportion  to  activity,  we  would  be 
substituting  adipose  for  muscle  tissue.  While 
weight  may  be  reduced,  we  still  want  healthy 
muscle  on  healthy  bone  covered  by  healthy 
skin.  To  achieve  this,  our  patient  must  eat 
correctly. 

Importance  of  dentures 

One  extremely  important  factor  in  having 
the  patient  eat  properly  is  the  care  given  to 
the  selection  of  dentures.  Many  older  people 
with  upper  and  lower  dentures  have  a de- 
crease in  the  ability  to  taste.  Because  of  this, 
there  will  be  a decrease  in  the  enjoyment  of 
food,  eating  becomes  a chore  and  adequate 
nutrition  becomes  difficult.  Pusey^  has  de- 
scribed an  upper  denture  using  vitallium  bars 
across  the  roof  of  the  mouth  rather  than  the 
solid  plate  commonly  used.  This  corrects  a 
great  deal  of  the  taste-dulling  effect  of  the 
solid  upper  denture.  On  several  occasions  I 
have  had  the  opportunity  to  recommend  this 
denture  to  elderly  people,  for  food  had  lost 
its  savor,  and  I have  been  very  pleased  with 
the  results.  It  seems  obvious  to  stress  that 
bad  fitting  of  the  dentures  is  another  reason 
for  inadequate  food  intake,  but  ill  fitting 
plates  are  common  and  no  work-up  of  an 
elderly  patient  is  complete  without  thorough 
investigation  of  the  condition  of  the  dentures 
and  their  effect  on  the  patient’s  appetite. 

Changed  absorption 

Carbohydrate  absorption  in  the  elderly 
seems  relatively  unaffected  as  compared  to 
the  young  adult,  but  ability  to  digest  complex 
carbohydrates  may  be  lost  to  some  extent.  Of 
more  significance  is  the  decrease  that  one 
frequently  sees  in  the  elderly  person’s  ability 
to  digest  and  absorb  proteins  and,  to  a lesser 
degree,  fat. 
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symptomatic  relief ...  plus! 


ACHROCiDiN  is  a well-balanced,  comprehensive  formula  for 
treating  acute  upper  respiratory  infections. 

Debilitating  symptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 

Early,  potent  therapy  is  offered  against  disabling  complications 
to  which  the  patient  may  be  highly  vulnerable,  particularly 
during  febrile  respiratory  epidemics  or  when  questionable  middle 
ear,  pulmonary,  nephritic,  or  rheumatic  signs  are  present. 

ACHROCIDIN  is  convenient  for  you  to  prescribe — easy  for  the 
patient  to  take.  Average  adult  dose:  two  tablets,  or  teaspoonfuls 
of  syrup,  three  or  four  times  daily. 


tablets 

ACHROMYCIN  ® Tetracycline  . 125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottle  of  24  tablets 

syrup 

Each  teaspoonful  (5  cc.)  contains: 
ACHROMYCIN  ® Tetracycline 

equivalent  to  tetracycline  HCl  125  mg. 


Phenacetin 120  mg. 

Salicylamide 150  mg. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben . 1 mg. 


Available  on  prescription  only 
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The  exact  explanation  of  this  is  open  to 
question  and  at  the  risk  of  over-simplification 
I shall  term  it  “partial  pancreatic  achylia” 
and  shall  further  classify  it  as  “functional” 
in  the  sense  that  little,  if  any,  pathology  is 
demonstrable.  This  has  been  so  in  the  few 
cases  that  I have  had  an  opportunity  to  see 
posted  where  there  has  been  no  history  in 
the  past  that  would  suggest  chronic  pancre- 
atitis. We  use  the  term  because  while  there 
is  no  history  of  pancreatic  attacks  in  the  past, 
a decrease  in  the  ability  to  absorb  protein 
properly  can  be  demonstrated  by  the  nitro- 
gen tolerance  test. 

This  test  is  quite  simple  and  it  might  be 
wise  to  describe  it  in  some  detail.  The  patient 
is  placed  on  standard  diet  for  three  days  and 
24-hour  urines  collected,  on  which  total  nitro- 
gen is  determined.  On  the  fourth  day,  in  addi- 
tion to  the  standard  diet,  the  patient  receives 
300-400  gms.  of  extra  protein  at  breakfast  in 
the  form  of  lean  beef  and  another  24-hour 
urine  is  collected.  We  feel  that  if  less  than 
80  per  cent  of  the  extra  nitrogen  ingested  is 
excreted  in  the  fourth-day  urine,  it  indicates 
a decreased  pancreatic  function. 

Since  there  appears  to  be  no  explanation 
for  this,  we  have  termed  it  “functional  pan- 
creatic achylia”  with  the  reservations  I have 
already  made.  This  deficiency  responds  well 
to  various  pancreatic  extracts  and  to  proteo- 
lytic enzymes  derived  from  papaya  juice.  The 
latter  would  appear  to  have  a theoretical  ad- 
vantage since  it  is  active  at  an  acid,  basic 
or  neutral  pH^  These  enzymes  should  be 
given  before  each  meal  or  in  the  middle  of 
the  meal.  There  are  many  other  ways  to  test 
pancreatic  function.  We  prefer  the  test  de- 
scribed because  it  is  relatively  simple  and 
involves  no  elaborate  chemical  set-up.  Uri- 
nary nitrogens  can  be  done  in  any  laboratory 
that  is  prepared  to  do  blood  N.P.N. 

Fat  absorption 

Frequently,  with  decreased  protein  ab- 
sorption, there  is  an  associated  decreased  fat 
absorption  as  demonstrated  by  increased  fat 
in  the  stool  either  by  quantitative  determina- 
tion or  by  qualitative  estimation.  It  is  easy 
to  do  a qualitative  test  for  fat.  The  stool  is 
spread  as  a thin  film  on  a glass  slide.  This 
can  be  done  with  either  a platinum  wire  loop 
or  wooden  applicator.  This  slide  is  now  flood- 


ed with  Sudan  III  and  heated  until  it  steams. 
Steaming  should  continue  for  at  least  five 
minutes.  The  slide  is  then  examined  under 
the  microscope  for  fat  droplets. 

Any  of  the  detergents  such  as  Tween  80 
or  Triton  A-20,  which  are  marketed  in  cap- 
sular form,  will  aid  considerably  in  fat  ab- 
sorption. Whether  this  means  that  the  de- 
creased fat  absorbed  is  due  to  decreased  func- 
tioning of  the  pancreas  or  not,  is  open  to  con- 
siderable question.  While  we  are  talking 
about  fat  absorption,  it  is  well  to  mention 
the  phenomenon  of  decreased  or  delayed  fat 
removal  from  the  blood  stream  that  appears 
to  take  place  after  the  age  of  40  or  45.  This 
bears  a close  similarity  to  familial  hyperli- 
pemia, but  is  of  considerably  less  magnitude. 
For  this  reason,  we  recommend  that  the 
elderly  patient  have  a fat-free  breakfast  with 
no  restriction  of  the  amount  of  fat  taken 
during  lunch  or  dinner*.  This  would  also 
mean,  of  course,  that  while  the  pancreatic 
extracts  or  papaya  proteolytic  enzymes  should 
be  used  at  each  meal,  detergents  would  not 
be  necessary  or  even  desirable  at  breakfast. 

Vitamin  supplements 

With  the  regimen  described  above,  vita- 
min absorption  is  probably  adequate  enough, 
but  it  does  not  seem  unreasonable  to  add  vita- 
min supplements.  My  preference  is  brewer’s 
yeast  suspended  in  tomato  juice  by  the  use 
of  a mechanical  blender.  Most  of  the  diffi- 
culty observed  in  patients  taking  brewer’s 
yeast  has  been  due  to  the  fact  that  it  was 
not  suspended  properly  and  that  hunks  of  it 
had  been  caught  between  the  teeth,  etc.  If 
it  is  suspended  properly,  most  people  can 
take  it  easily.  It  is  a good  source  of  the  B 
Complex  though  somewhat  deficient  in  nia- 
cin which  can  be  added  to  the  brewer’s  yeast 
in  the  form  of  the  amide.  When  brewer’s 
yeast  is  used  as  a supplement  to  the  diet  of 
elderly  people,  15-20  gms.  a day  is  usually 
sufficient.  This  can  be  taken  either  once  or 
twice  a day  in  6-8  oz.  of  tomato  juice. 

Meal-time  environment 

As  important  a factor  in  maintaining  good 
nutrition  as  any  is  the  condition  under  which 
food  is  eaten.  All  of  us  have  seen  elderly 
people,  or  even  young  people  who  are  per- 
fectly capable  of  assimilating  an  adequate 
diet,  lose  their  appetites  simply  because  they 
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eat  in  unpleasant  or  dull  surroundings.  Spend 
considerable  time  in  learning  about  the  sur- 
roundings of  the  elderly  patient  at  meal  time. 
It  will  not  be  time  wasted.  If  a person  lives 
alone  and  eats  most  of  his  meals  alone,  he  is 
more  likely  than  not  to  eat  badly.  In  many 
large  cities  there  are  dining  clubs,  that  are  not 
expensive,  where  for  one  or  two  meals  a day 
the  person  who  lives  alone  may  find  com- 
panionship and  relief  from  boredom  at  meal 
time.  If  such  facilities  are  not  available,  other 
arrangements  can  usually  be  made  so  that 
the  elderly  patient  is  not  forced  to  eat  in 
dreary  and  unpleasant  surroundings. 

Alcohol  taken  in  moderation  before  a 
meal  is  not  only  pleasant,  but  frequently  in- 
creases the  appetite.  Unless  there  is  some 
deeply  ingrained  repugnancy  to  the  use  of 
alcohol,  I would  recommend  its  prescription 
for  the  elderly  patient. 

Time  for  listening 

Another  factor  is  the  time  the  physician 
must  spend  with  his  elderly  patient.  These 
people  are  often  lonely  and  are  looking  for 
sympathy  and  understanding.  They  require 


more  of  the  physician’s  time  than  the  young 
and  vigorous  adult.  Urge  them  to  see  you 
often  so  their  problems  can  be  discussed 
sympathetically.  One  elderly  patient  that  I 
cared  for  for  many  years  used  always  to  ask 
for  an  appointment  after  one  of  her  acquaint- 
ances died.  She  seemed  to  need  reassurance 
at  these  times  and  to  need  it  mostly  from  her 
physician. 

Summary 

Proper  nutrition  in  the  elderly  patient  is 
the  metabolic  keystone  to  his  health  and 
should  be  viewed  as  an  over-all  problem  rang- 
ing from  the  detection  of  malabsorption  of 
dietary  constituents  to  improvement  of  the 
atmosphere  in  which  the  patient  dines.  • 
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Allergic  hypertrophic  pyloric  stenosis 

and  cholecystitis 

Gilbert  L.  Wright,  M.D.,*  and  Malcolm  S.  Jeppsen,  M.D.,  Salt  Lake  City,  Utah 


Review  of  literature  and  case  history  of 
an  unusual  medical  and  surgical  problem. 


W.  K.,  A 39-year-old  white  female,  entered 
the  hospital  February  16,  1956,  complaining 
of  pain  in  the  right  upper  quadrant  of  the 
abdomen  radiating  into  the  back  and  associ- 
ated with  much  “gas”  and  bloating.  She 
stated  she  had  been  having  attacks  intermit- 
tently for  about  six  years.  The  present  severe 

*Assistant  Clinical  Professor  of  Surgery,  University  of  Utah 
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and  prolonged  attack  began  two  weeks  be- 
fore admission.  She  was  constipated  for  two 
or  three  days  previous  to  admission  and  had 
nausea  and  vomiting  on  the  day  of  admission 
only.  Cholecystogram  on  the  morning  of  ad- 
mission failed  to  visualize  the  gallbladder. 
Past  history  indicated  the  presence  of  bron- 
chial asthma. 

Examination  revealed  acute  tenderness  in 
the  right  upper  quadrant  where  a smooth, 
rounded,  movable  tender  mass  was  palpable. 
There  was  mild  muscle  spasm  in  this  area 
and  acute  referred  rebound  tenderness. 
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Gall  bladder  findings 

Diagnosis  of  hydrops  of  the  gallbladder 
was  made,  and  operation  was  performed  the 
next  morning.  On  opening  the  abdomen,  the 
gallbladder  was  found  to  be  large  and  tense, 
with  serosal  edema  and  numerous  adhesions 
between  the  omentum,  gallbladder,  and  duo- 
denum. A striking  additional  finding  was 
huge  hypertrophy  of  the  pylorus,  which 
formed  a mass  almost  the  size  of  a golf  ball. 
(The  first  impression  was  that  the  patient 
had  a tumor  of  the  stomach.)  An  operative 
cholangiogram  was  performed  by  inserting  a 
small  polyethelyne  tube  into  the  fundus  of 
the  gallbladder.  Free  bile,  which  was  dark 
and  somewhat  viscid  but  not  the  clear  fluid 
characteristic  of  hydrops,  was  aspirated.  The 
cholangiogram  revealed  a normal  biliary  tree, 
with  no  evidence  of  stones  in  gallbladder  or 
bile  ducts.  The  dye  entered  the  duodenum 
freely.  After  deliberation,  it  was  agreed  that 
cholecystectomy  should  be  done  because  of 
thickening  of  the  gallbladder  wall  and  pres- 
ence of  numerous  inflammatory  adhesions, 
plus  the  clinical  symptoms  and  findings.  It 
was  felt  that  the  greatly  hypertrophied  py- 
lorus could  not  have  been  the  sole  cause  of 
the  patient’s  symptoms,  particularly  because 
vomiting  had  not  been  a prominent  feature. 
Accordingly,  a cholecystectomy  was  per- 
formed. 

Pylorous  findings 

Attention  was  then  returned  to  the  py- 
lorous. Decision  was  made  to  open  the  py- 
lorus in  order  positively  to  rule  out  presence 
of  tumor.  A longitudinal  incision  was  made 
on  the  anterior  aspect  of  the  pylorus  about 
4 cm.  in  length.  This  was  carried  through  the 
thickened  muscularis  and  through  the  mu- 
cosa. Examination  of  the  cut  surface  of  the 
muscularis  revealed  it  to  be  pale,  fibrous  and 
about  IV2  cm.  in  thickness.  The  lumen  was 
estimated  to  be  about  .6  cm.  in  diameter.  The 
hypertrophy  of  the  musculature  of  the  py- 
lorus appeared  to  stop  abruptly  at  the  pyloro- 
duodenal  junction,  similar  to  that  seen  in 
hypertrophic  pyloric  stenosis  of  infants.  A 
slice  of  the  full  thickness  of  the  musculature 
was  taken  for  biopsy.  Exploration  of  the  in- 
terior of  the  stomach  and  of  the  duodenum 
revealed  no  other  abnormalities.  The  longi- 
tudinal incision  in  the  pylorus  was  then 


closed  transversly,  performing,  in  effect,  a 
pyloroplasty. 

The  patient’s  recovery  was  rapid  and  un- 
eventful until  the  fourth  postoperative  day, 
by  which  time  she  had  been  advanced  to  a 
general  diet.  On  this  day,  she  was  given  eggs, 
which  she  ate.  Soon  after  eating  she  began 
vomiting  and  because  of  repeated  emesis,  a 
levine  tube  was  placed.  The  patient  then  vol- 
unteered that  she  was  allergic  to  eggs,  but 
had  eaten  them  because  she  was  so  hungry! 
Antihistamines  were  given,  at  first  parenter- 
ally  and  later  orally.  Gastric  suction  was  dis- 
continued after  twenty-four  hours,  the  levine 
tube  removed  and  the  patient  was  started  on 
clear  liquids.  Over  the  next  few  days,  the 
diet  was  gradually  increased,  and  she  was 
discharged  on  the  eighth  postoperative  day. 

Two  weeks  after  discharge,  the  patient 
had  recurrence  of  nausea  and  vomiting  which 
was  treated  successfully  with  antihistamines. 
When  seen  twenty-five  days  postoperatively, 
she  had  had  no  nausea  or  vomiting  for  four 
days  and  she  felt  well.  She  was  advised  to 
continue  taking  an  antihistamine  for  at  least 
one  month. 

Pathology 

Microscopically,  a striking  feature  was 
dense  infiltration  of  eosinophils  in  the  wall 
of  the  gallbladder  and  in  the  pyloric  muscu- 
lature. The  pathologic  report  was  as  follows: 
"‘MICRO:  The  gallbladder  has  all  layers  intact 
and  the  general  architecture  is  preserved  except 
for  some  autolysis  of  the  epithelium.  An  unusual 
feature  is  the  presence  of  eosinophils  infiltrating 
the  wall  without  other  signs  of  inflammation.  The 
biopsy  fragment  shows  a thick  smooth  muscle 
layer  with  a little  duodenal  mucosa  attached  along 
one  side.  Throughout  the  muscle  there  are  masses 
of  eosinophils  which  infiltrate  between  the  muscle 
bundles.  No  fibrous  reaction  is  present. 
DIAGNOSIS:  Gallbladder  with  infiltration  by 
eosinophils  (? Allergic)  Pyloric  muscle  with  infil- 
tration by  eosinophils.  (? Allergic)” 

Reports  from  literature 

Allergic  cholecystitis:  Alvarez^  in  1934  re- 
ported four  cases  in  which  allergy  to  certain 
foods  was  responsible  for  attacks  clinically 
resembling  cholecystitis.  Three  of  these  were 
operated  upon.  In  each  case,  eating  the  of- 
fending food  postoperatively  caused  attacks 
similar  to  cholecystitis  and  eliminating  the 
food  prevented  attacks.  Pathologically  there 
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was  “little  wrong  with  the  gallbladder.”  No 
mention  of  infiltration  with  eosinophils  was 
made.  In  1946  DeMuro  and  Ficari-  performed 
experiments  on  rabbits  which  had  been  sensi- 
tized to  sheep  serum  which  was  then  injected 
into  the  gallbladder.  The  animals  were  killed 
and  allergic  reaction  was  demonstrated  in 
the  wall  of  the  gallbladder  in  all  cases.  This 
consisted  of  edema  and  cellular  infiltration, 
including  many  eosinophils.  It  was  stated 
that  this  reaction  may  disappear  completely 
after  the  attack  subsides,  and  that  in  the 
human,  the  gallbladder  usually  functions  nor- 
mally (by  x-ray)  between  attacks. 

Hypertrophic  pyloric  stenosis:  Only  a few 
reports  of  hypertrophic  pyloric  stenosis  in 
adults  are  found  in  the  literature.  Runyon, 
Hoerr  and  Hazard®  reported  a case  in  a 65- 
year-old  male  with  symptoms  of  pain  and 
vomiting  and  an  x-ray  diagnosis  of  ulcera- 
tive neoplasm  of  the  antrum  of  the  stomach. 
A sub-total  gastric  resection  was  performed 
and  also  a cholecystectomy  for  cholecystitis 
and  cholelithiasis.  A good  result  was  ob- 
tained. In  their  opinion,  sub-total  resection 
was  the  treatment  of  choice  because  of  the 
difficulty  in  distinguishing  the  mass  of  hy- 
pertrophic muscle  from  a true  tumor.  They 
concluded  that  the  condition  results  from 
congenital  hypertrophic  pyloric  stenosis  of 
infancy  for  the  following  reasons: 

(1)  History  since  childhood  is  usual. 

(2)  Pyloric  spasm  is  common  but  hyper- 
trophy is  uncommon. 

(3)  The  sex  incidence  and  pathology  are 
the  same  as  in  the  infant  type.  Eighty  per 
cent  of  reported  cases  have  been  in  the  male 
and  there  was  hypertrophy  of  the  circular 
muscle  with  no  change  in  the  longitudinal 
muscle. 

Slaughter,  et  al.,^  reported  a case  of  an 
82-year-old  female  with  symptoms  of  pyloric 
obstruction.  At  operation,,  a hypertrophied 
pylorus  was  found  and  a Bilroth  I gastric 
resection  performed.  They  conclude  also  that 
this  is  probably  persistence  of  a congenital 
lesion  in  which  the  symptoms  are  minimal 
until  later  life.  Connally®  reported  a case  in 
a 37-year-old  man  with  nausea,  vomiting,  ab- 
dominal pain,  tarry  stools  and  16  pounds 


weight-loss.  X-ray  diagnosis  was  carcinoma 
of  the  pre-pyloric  region  of  the  stomach.  Sub- 
total gastric  resection  was  performed  with  a 
good  result.  Regarding  the  possibility  that 
persistent  spasm  results  in  hypertrophy,  it  is 
noted  that  although  pylorospasm  is  apparent- 
ly quite  common,  hypertrophy  of  the  pylorus 
is  apparently  rare  in  adults. 

Discussion 

In  our  case,  the  presence  of  dense  infiltra- 
tion with  eosinophils  in  both  the  pylorus  and 
the  gallbladder  gave  strong  support  to  the 
conclusion  that  the  pathology  and  sympto- 
matology were  on  an  allergic  basis.  Since 
vomiting  was  not  a prominent  feature,  it 
seemed  likely  that  the  acute  attack  was  due 
to  allergic  cholecystitis  rather  than  to  hyper- 
trophic pyloric  stenosis.  It  was  unlikely  that 
the  hypertrophy  of  the  pylorus  in  this  case 
was  congenital.  The  patient  and  her  mother 
were  both  questioned  and  there  was  no  his- 
tory to  indicate  the  presence  of  persistent  or 
prolonged  vomiting  during  infancy.  The  con- 
genital type  is  unusual  in  females  and  vomit- 
ing was  not  a prominent  symptom  in  this  at- 
tack. 

Summary 

A case  of  allergic  cholecystitis  associated 
with  allergic  hypertrophic  pyloric  stenosis 
in  an  adult  is  reported.  The  diagnosis  is  based 
upon  the  clinical  history  and  symptoms  of 
acute  cholecystitis  plus  the  laboratory  find- 
ings of  infiltration  of  the  wall  of  the  gall- 
bladder with  eosinophils  and  infiltration  of 
a markedly  hypertrophied  pylorus  with 
eosinophils.  • 
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An  invitation  to  danger* 


Stewart  Wolf,  M.D.,  Oklahoma  City,  Oklahoma 


Presented  to  a senior  medical  class, 
this  stimulating  address  stresses  that 
ability  to  learn  and  a pioneering  spirit 
are  the  essentials  to  a rewarding 
medical  career. 


My  title  is  taken  from  a movie  scenario 
written  by  Dylan  Thomas.  It  is  about  Rock, 
the  Professor  of  Anatomy  in  a medieval  med- 
ical school.  In  those  days  they  had  difficulty 
getting  bodies  to  dissect.  The  politicians  and 
the  clerics  passed  laws  prohibiting  the  true 
study  of  human  anatomy.  They  thought  their 
doctors  could  learn  all  they  needed  by  poring 
over  the  books  of  Galen  and  perpetuating 
the  errors  and  misinformation  contained 
therein.  Rock,  the  Professor  of  Anatomy,  like 
most  of  his  colleagues,  was  working  with 
human  bodies  exhumed  illegally  by  ghouls 
who  earned  their  living  by  grave  robbing. 
Unfortunately  one  of  the  men  working  for 
Rock  became  overzealous  and  began  to  pro- 
vide bodies  who  had  skipped  the  formality 
of  natural  death  and  burial.  This  man  was 
caught  killing  off  the  denizens  of  skid  row 
and  selling  them  to  Rock.  Of  course,  it  was 
Rock,  who  had  known  nothing  of  these 
crimes,  who  suffered  for  them  when  they 
were  found  out.  He  lost  his  job  at  the  uni- 
versity. The  movie  scenario  picks  him  up  as 
he  is  giving  his  last  lecture  to  his  class.  Let 
me  quote  from  the  author. 

“As  the  camera  moves  over  the  heads  of  the 
class  toward  the  front  of  the  lecture  hall,  the 


‘This  address  was  given  on  June  6,  1957,  at  the  senior  class 
convocation  of  the  University  of  Colorado  School  of  Medicine 
by  the  Professor  and  Head  of  the  Department  of  Medicine, 
University  of  Oklahoma  School  of  Medicine. 


figure  of  Rock  fills  the  screen  and  he  is  saying: 
‘To  think,  then,  is  to  enter  into  a perilous  country, 
colder  of  welcome  than  the  polar  wastes,  darker 
than  a Scottish  Sunday,  where  the  hand  of  the 
unthinker  is  always  raised  against  you,  where  the 
wild  animals,  who  go  by  such  names  as  Envy, 
Hypocrisy,  and  Tradition,  are  notoriously  car- 
nivorous, and  where  the  parasites  rule. 

“ ‘To  think  is  dangerous.  The  majority  of  men 
have  found  it  easier  to  writhe  their  way  into  the 
parasitical  bureaucracy,  or  to  droop  into  the  slack 
ranks  of  the  ruled.  I beg  you  all  to  devote  your 
lives  to  danger;  I pledge  you  to  adventure;  I com- 
mand you  to  experiment.  Remember  the  practice 
of  Anatomy  is  absolutely  vital  to  the  progress  of 
medicine.  Remember  that  the  progress  of  medi- 
cine is  vital  to  the  progress  of  mankind.  And  man- 
kind is  worth  fighting  for:  killing  and  lying  and 
dying  for.  Forget  what  you  like.  Forget  all  I have 
ever  told  you.  But  remember  that.’  ” 

Utilization  and  evaluation  of  facts 

An  educated  man  is,  of  course,  not  just 
an  informed  man  but  one  who  has  learned  to 
learn.  Learning,  furthermore,  does  not  stop 
with  the  assimilation  of  information.  Learn- 
ing implies  the  use  of  information  and  of 
powers  of  observation  in  the  formulation  of 
creative  judgments,  the  making  of  discrimi- 
nations and  choices.  A smart  chimpanzee  can 
learn  a variety  of  skills  and  a parrot  can 
learn  to  remember  and  repeat  information 
but  neither  is  capable  of  advancing  our 
knowledge.  It  is  the  power  to  discriminate 
and  the  ability  to  evaluate  evidence  that 
sets  man  apart  from  the  apes.  These  are 
dangerous  weapons,  however.  They  upset 
people — especially  educators.  They  often  pro- 
voke a kind  of  retaliation  which  at  times  has 
even  led  to  the  innovator’s  being  put  to 
death.  Very  few  important  intellectual  ad- 
vances have  failed  to  arouse  suspicion,  hos- 
tility or  disapproval. 
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Ability  to  learn  vital 

May  I say  a word  to  the  educators,  my 
colleagues  who  are  charged  with  the  respon- 
sibility of  evaluating  performance  and  giv- 
ing out  diplomas?  There  is  a trap  which  it  is 
easy  for  us  to  fall  into,  a situation  in  which 
we  look  to  our  students  mainly  for  how  well 
they  have  absorbed  our  teachings.  We  should 
rather  be  concerned  with  how  capable  they 
are  of  inquiry,  of  evaluating  fresh  evidence 
and  of  making  new  judgments.  The  vitality 
of  the  educated  man  stems  from  his  ability 
to  inquire  on  his  own.  As  educators  we  must 
•avoid  the  position  in  which  Dr.  Alan  Gregg 
once  found  the  Specialty  Board  of  Internal 
Medicine.  Dr.  Gregg  told  an  august  gather- 
ing of  the  American  College  of  Physicians 
something  to  this  effect;  “You  are  fooling 
yourselves,  gentlemen.  You  are  not  finding 
out  what  these  young  men  can  do.  You  are 
not  even  finding  out  what  they  know.  You 
are  only  finding  out  whether  or  not  they 
know  the  same  things  you  know.” 

We  educators  must  be  prepared  to  learn 
from  each  succeeding  generation  that  many 
of  the  thoughts  and  concepts  which  we  dear- 
ly held  to  be  true  are  incorrect — that  many 
of  our  most  precious  doctrines  are  invalid. 
In  my  relatively  short  medical  life  it  has 
come  to  pass  that  what  we  were  taught  with 
reference  to  the  mechanisms  of  diabetes  and 
congestive  heart  failure  in  the  midthirties 
is  no  longer  true  in  the  midfifties.  Informa- 
tion with  which  we  could  have  gotten  an 
honor  grade  in  an  examination  is  now  mis- 
information. Similarly  some  of  the  best  prac- 
tices then  are  today  malpractice.  Let  me  give 
you  an  example.  In  1930  the  surgeons  of  the 
nation  had  gathered  together  to  congratulate 
themselves  for  having  found  “an  operation 
based  on  sound  physiologic  principles  which 
cuts  into  the  very  core  of  the  pathogenesis  of 
peptic  ulcer,  namely,  the  failure  of  the  py- 
lorus to  relax  and  allow  for  admixture  of 
the  bile  and  pancreatic  secretion  with  the 
gastric  juices.”  These  words  of  Frank  Lahey 
were  spoken  in  the  heat  of  the  battle  be- 
tween the  surgeons  who  advocated  gastro- 
enterostomy and  those  who  recommended 
gastric  resection  for  duodenal  ulcer.  At  a 
symposium  of  the  American  Surgical  Society, 
John  Douglas  reported  80  per  cent  five-year 


cures  in  sixty-eight  patients  with  duodenal 
ulcer  who  had  been  treated  with  gastro- 
enterostomy. This  is  interesting  in  view  of 
the  fact  that  today  gastroenterostomy  for 
duodenal  ulcer  would  be  considered  mal- 
practice. The  powerful  placebo  effect  of  the 
operation  is  inherent  in  the  fact  that  Douglas 
found  only  1.6  per  cent  marginal  ulcers 
among  his  patients  while  A.  A.  Berg,  a man 
who  did  not  believe  in  the  value  of  the  oper- 
ations, was  reporting  a 33%  per  cent  inci- 
dence of  marginal  ulcer.  Among  powerful 
placebo  personalities  who  had  done  well  in 
treating  duodenal  ulcer  by  gastroenterostomy 
was  Crile  and  Lord  Moynihan  and  W.  J. 
Mayo.  Perhaps  in  the  perspective  of  a few 
more  years  we  will  be  in  a better  position  to 
evaluate  such  currently  controversial  surgical 
procedures  as  thoracolumbarsympathectomy 
in  the  treatment  of  hypertension.  With  new 
insights  we  must  continually  evaluate  and 
re-evaluate  even  the  most  hallowed  and  ac- 
cepted evidence. 

Diplomas  not  final  objective 

Your  rich  educational  experience  here  at 
Colorado  is  climaxed  by  a piece  of  paper 
bearing  the  stamp  of  approval  of  your  betters 
— a diploma.  Shortly  you  will  be  given  your 
diplomas.  What  will  they  mean  to  you?  Will 
they  represent  a comfort  or  a challenge,  a 
resting  place  with  the  mark  of  approval,  or 
a milestone  to  be  quickly  left  behind  on  the 
road  of  progress — and  invitation  to  danger? 

Diplomas  and  certificates  unfortunately 
get  to  be  things  to  shoot  for  in  themselves. 
Thus  our  sights  are  often  actually  guided  to 
a target  instead  of  being  free  to  shoot  at 
what  seems  most  promising.  Progress  re- 
quires courage  and  creativity,  new  ap- 
proaches. A wise  Oklahoma  City  man  once 
compared  the  modern  scholar  to  a squirrel — 
“He  should  be  free  to  garner  the  best  from 
the  topmost  boughs  of  the  boundless  forest. 
Committed  to  the  annuling  tread  of  confor- 
mity within  the  confines  of  a miserable  cage, 
however,  he  cracks  only  the  nuts  supplied 
by  his  keeper.”  Emerson  in  these  words  saw 
the  business  of  cracking  only  nuts  supplied 
by  a keeper — “Men  grind  and  grind  in  the 
mill  of  truism  and  nothing  comes  out  but 
what  was  put  in.  But  the  moment  they  de- 
sert the  tradition  for  a spontaneous  thought. 
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then  poetry,  wit,  hope,  virtue,  learning,  anec- 
dote all  flock  to  their  aid.”  Unfortunately 
those  with  creative  imagination  are  not  al- 
ways equally  endowed  with  courage.  It  takes 
a hardy  soul  to  withstand  the  pressure  of  dis- 
approval and  continue  running  on  the  top- 
most bough.  Too  many  of  us  walk  voluntarily 
in  the  cage  of  conformity.  Thus  we  cultivate 
habits  of  thinking  which  in  their  efforts  to 
achieve  acceptance  lack  freshness  and  origi- 
nality. Success  in  any  field  is  dependent 
upon  unfettered  spontaneity,  not  upon  the 
possession  of  passports  stamped  by  an  ap- 
proving authority.  Freedom  is  such  a simple 
word  that  having  uttered  it  we  may  not 
realize  how  much  has  been  said.  None  of  us 
is  independent  of  the  social  pressures  about 
us.  Our  thinking  is  often  geared  to  prevailing 
values  that  are  so  pervasive  that  we  hardly 
recognize  their  existence,  not  to  mention  the 
existence  of  alternate  points  of  view.  This, 
of  course,  is  why  our  politicians  have  such 
difficulty  in  understanding  and  dealing  with 
people  who  grew  up  under  an  entirely  dif- 
ferent set  of  prevailing  pressures — like  the 
Chinese  and  Russians.  We  take  for  granted 
the  values  of  our  society  as  we  do  the  air  we 
breathe  and  we  consider  them  just  as  vital. 
We  could  use  some  fresh  thinking  in  our 
world  affairs  and  some  thinking  in  perspec- 
tive and  a broad  frame  of  reference. 

Pioneer  spirit 

Many  people  dedicate  their  lives  to  the 
effort  to  be  liked,  to  be  well  thought  of  by 


their  fellows.  Man,  being  a tribal  animal, 
must  live  with  his  peers,  of  course,  and  he 
must  periodically  prove  himself — to  a certain 
extent  gain  acceptance.  But  as  the  sole  goal 
of  living,  such  conformity  leads  nowhere. 

We  will  have  to  depend  on  some  of  you 
hardy  souls  to  get  us  out  of  this  minuet  that 
we  are  doing  with  each  other,  bowing  to  this 
one  and  that  according  to  a cadence  which 
can’t  be  broken  for  risk  of  disapproval.  What 
is  a pioneer?  Is  he  someone  who  is  willing  to 
live  under  primitive  conditions  or  is  he  some- 
one who  wants  to  lead  us  somewhere? 

Let’s  not  allow  these  diplomas  to  be  mere 
symbols  of  acceptance.  Too  often  we  care- 
lessly think  of  education  as  training.  Train- 
ing according  to  Webster  means  “to  direct 
the  growth  of”  or  “to  form  by  bending.”  Thus, 
although  training  implies  growth,  it  may  be 
guided  into  the  beautiful  symmetry  of  the 
espalier  tree — uniform,  fitting  and  pleasing 
to  the  eye  but  bearing  little  fruit.  The  oppo- 
site extreme  might  be  found  in  the  altogether 
uncultivated  and  undisciplined  tree  which 
grows  to  bushy,  leafy  branches  but  also  pro- 
duces little  fruit.  The  richest  yield  of  fruit 
comes  from  the  tree  in  the  well  kept  orchard, 
tended  and  disciplined  but  growing  free  and 
not  necessarily  identical  with  his  neighbor. 
We  should  ask  ourselves  where  we  want  to 
go  in  life,  otherwise  we’ll  simply  go  where 
everyone  else  has  been. 

Let  me  congratulate  you  all  on  your  cur- 
rent achievement  and  wish  you  Godspeed  in 
your  future  ones.  Good  luck  and  thank  you.  ^ 


First  come,  first  serve 

It’s  time  for  medical  societies  to  begin  planning 
for  1958  county  and  state  fairs.  The  AMA  Bureau 
of  Exhibits  urges  all  medical  societies  to  arrange 
for  bookings  of  specific  health  exhibits  as  soon 
as  possible.  A number  of  commitments  for  the 
more  popular  exhibits  have  already  been  made. 


Blood  alcohol  level  cont.  from  59 
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SEARLE 


omwmo&o... 


a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic^  and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 
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ORGAN  IZATION 


Report  on  Actions  of  the  House  of  Delegates 
American  Medical  Association 
Eleventh  Clinical  Meeting 
Dec.  3-6,  1957,  Philadelphia 

Fluoridation  of  public  water  supplies,  free 
choice  of  physician,  the  Heller  Report  on  organi- 
zation of  the  American  Medical  Association,  the 
Forand  Bill  providing  hospital  and  surgical  bene- 
fits for  Social  Security  beneficiaries,  guides  for 
occupational  health  programs  covering  hospital 
employees,  distribution  of  Asian  influenza  vaccine 
and  guides  for  the  medical  rating  of  physical  im- 
pairment were  among  the  variety  of  subjects  acted 
upon  by  the  House  of  Delegates  at  the  American 
Medical  Association’s  Eleventh  Clinical  Meeting 
held  December  3-6  in  Philadelphia. 


Dr.  Cecil  W.  Clark  of  Cameron,  Louisiana,  was 
named  1957  General  Practitioner  of  the  Year  after 
his  selection  by  a special  committee  of  the  Board 
of  Trustees  for  outstanding  community  service. 
Dr.  Clark,  33-year-old  country  doctor  who  was 
a medical  hero  during  Hurricane  Audrey  last 
June,  was  present  at  the  meeting  to  receive  the 
gold  medal  which  goes  with  the  annual  award. 

Speaking  at  the  opening  session  on  Tuesday, 
Dr.  David  B.  Allman  of  Atlantic  City,  A.M.A. 
President,  called  for  “more  freedom,  not  less,  in 
America  and  in  the  medical  profession.”  Dr.  All- 
man  urged  the  delegates  to  embark  on  local  action 
campaigns  to  enlist  full  community  support  in 
opposition  to  the  Forand  Bill,  a pending  Congres- 
sional proposal  which  would  provide  hospital  and 
surgical  benefits  for  persons  who  are  receiving  or 
are  eligible  for  Social  Security  retirement  and 
survivorship  payments.  The  Forand  Bill,  he  said, 
is  “cut  from  the  same  cloth”  as  national  compul- 
sory health  insurance  and  “emanates  from  the 
same  minds.” 

Fluoridation  of  water 

In  settling  the  most  controversial  issue  at  the 


^PERFia! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 


70 


Rocky  Mountain  Medical  Journal 


who  coughed? 


Literature?  Write 

ENDO  LABORATORIES  Richmond  Hill  18,  Neiu  York  »u.s.  Pat.  2,630.400 


Syrup  and  oral  tablets 

Each  teaspoonful  or  tablet  of 
HYCODAN*  contains  5 mg. 
dihydrocodeinone  bitartrate  and 
1.5  mg.  Mesopin  (homatropine 
methylbromide). 
Average  adult  dose: 
One  teaspoonful  or  tablet  after 
meals  and  at  bedtime.  May 
be  habit-forming.  Available 
on  your  prescription. 


whenever 
cough  therapy 
is  indicated 


Relieves  cough  quickly 
and  thoroughly 

Effect  lasts  up  to  six  hours 
permitting  a comfortable 
night’s  sleep 

Controls  useless  cough  without 
impairing  expectoration 

Rarely  causes  constipation 


Hycodari 

(Dihydrocodeinone  with  Homatropine  Methylbromide) 
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mottling  is  outweighed  by  the  caries-inhibiting 
effect  of  the  fluoride. 

“3.  Fluoridation  of  public  water  supplies  should 
be  regarded  as  a prophylactic  measure  for  reduc- 
ing tooth  decay  at  the  community  level  and  is 
applicable  where  the  water  supply  contains  less 
than  the  equivalent  of  1 ppm  of  fluorine.” 

Free  choice  of  physician 

Acting  on  the  issue  of  free  choice  in  relation 
to  contract  practice,  the  House  passed  a resolution 
which  reaffirmed  approval  of  previous  interpre- 
tations of  the  Principles  of  Medical  Ethics  by  the 
Association’s  Judicial  Council  and  directed  that 
they  be  called  to  the  attention  of  all  constituent 
associations  and  component  societies.  One  Council 
opinion,  issued  in  1927  and  reaffirmed  in  Philadel- 
phia, stated  that  the  contract  practice  of  medicine 
would  be  determined  to  be  unethical  if  “a  reason- 
able degree  of  free  choice  of  physician  is  denied 
those  cared  for  in  a community  where  other  com- 
petent physicians  are  readily  available.”  The  reso- 
lution also  cited  a Council  opinion,  published  in 
the  October  19,  1957,  issue  of  The  Journal  of  the 
A.M.A.,  which  stated  that  the  basic  ethical  con- 
cepts in  both  the  1955  and  1957  editions  of  the 
Principles  of  Medical  Ethics  are  identical  in  spite 
of  changes  in  format  and  wording.  This  opinion 
added  that  “no  opinion  or  report  of  the  Council 
interpreting  these  basic  principles  which  were  in 
effect  at  the  time  of  the  revision  has  been  rescind- 
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Annual  Clinical  Conference 

CHICAGO  MEDICAL  SOCIETY 

MARCH  4,  5,  6 and  7,  1958 
Palmer  House,  Chicago 

_ Daily  Half-Hour  Lectures  by  Outstanding  Teachers  and  Speakers  on  subjects  of  interest  to 
both  general  practitioner  and  specialist 

Panels  on  Timely  Topics  Daily  Teaching  Demonstrations 

Medical  Color  Telecasts 

Scientific  Exhibits  worthy  of  real  study  and  helpful  and  time-saving  Technical  Exhibits 

The  Chicago  Medical  Society  Annual  Clinical  Conference  should  be  a MUST  on  the 
calendar  of  every  physician.  Plan  now  to  attend  and  make  your  reservation  at  the 
Palmer  House. 


Philadelphia  meeting,  the  House  of  Delegates  ap- 
proved a joint  report  of  the  Council  on  Drugs  and 
the  Council  on  Foods  and  Nutrition  which  en- 
dorsed the  fluoridation  of  public  water  supplies 
as  a safe  and  practical  method  of  reducing  the 
incidence  of  dental  caries  during  childhood.  The 
27 -page  report  on  the  study  which  was  directed 
by  the  House  at  the  Seattle  Clinical  Meeting  one 
year  ago  contained  these  conclusions; 

“1.  Fluoridation  of  public  water  supplies  so  as 
to  provide  the  approximate  equivalent  of  1 ppm 
of  fluorine  in  drinking  water  has  been  established 
as  a method  for  reducing  dental  caries  in  children 
up  to  10  years  of  age.  In  localities  with  warm 
climates,  or  where  for  other  reasons  the  ingestion 
of  water  or  other  sources  of  considerable  fluorine 
content  is  high,  a lower  concentration  of  fluoride 
is  advisable.  On  the  basis  of  the  available  evidence, 
it  appears  that  this  method  decreases  the  incidence 
of  caries  during  childhood.  The  evidence  from 
Colorado  Springs  indicates  as  well  a reduction  in 
the  rate  of  dental  caries  up  to  at  least  44  years 
of  age. 

“2.  No  evidence  has  been  found  since  the  1951 
statement  by  the  Councils  to  prove  that  continuous 
ingestion  of  water  containing  the  equivalent  of 
approximately  1 ppm  of  fluorine  for  long  periods 
by  large  segments  of  the  population  is  harmful 
to  the  general  health.  Mottling  of  the  tooth  enamel 
(dental  fluorosis)  associated  with  this  level  of 
fluoridation  is  minimal.  The  importance  of  this 
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Formulas  for  dependable  relief,. 


. . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

^TABLOID’ 


EMPIRIir  COMPOUND 


Acetophenetidin gr.  2V^ 

Aspirin  (Acetylsalicylic  Acid) gr.  3V^ 

Caffeine  gr,  V2 


...from  mild  pain  complicated  by  tension  and  restlessness. 


EMPIRAL 


Phenobarbital gr. 

Acetophenetidin gr.  2% 

Aspirin  (Acetylsalicylic  Acid) gr.SM 


^Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Reviews  of  ataraxic  therapy  commonly  divide  the  available  tranquilizers  into  three 
main  categories:  the  rauwolfia  derivatives;  the  phenothiazine  compounds;  and  a 
smaller  group  of  agents  which  are  lumped  together  for  the  sake  of  convenience 
rather  than  because  of  any  common  characteristic. 

As  a result,  one  significant  fact  is  often  overlooked:  ATARAX  (hydroxyzine)  does 
not  fit  into  any  of  these  three  categories.  Indeed,  by  any  logical  criterion,  it 
belongs  in  a class  by  itself. 

1.  ATARAX  is  chemically  unique.  It  differs  from  any  other  tranquilizer  now  avail- 
able, not  in  minor  molecular  rearrangements  but  in  basic  structure. 

2.  ATARAX  is  therapeutically  different.  ATARAX  is  characterized  by  unique  cerebral 
specificity.  On  ATARAX,  the  patient  retains  full  consciousness  of  incoming  stimuli 
-their  nature  and  their  intensity-but  his  reactions  are  those  of  a well-adjusted 
person.  He  is  neither  depressed  nor  torpid,  and  his  reflexes  remain  normal,  as  does 
cortical  function.  Thus  ATARAX  induces  a calming  peace-of-mind  effect  without 
disturbing  mental  alertness. 

3.  ATARAX  is,  perhaps,  the  safest  ataraxic  known.  It  is  outstandingly  well  tolerated. 
Every  clinical  report  confirms  this  fact.*  After  more  than  150  million  doses,  there 
has  not  been  a single  report  of  toxicity,  blood  dyscrasia,  parkinsonian  effect,  liver 
damage,  or  habituation. 

4.  ATARAX  is  unusually  flexible.  This  lack  of  toxicity  makes  it  possible  to  adjust 
ATARAX  dosage  to  virtually  any  patient  need.  In  the  lowest  range,  children  respond 
well  to  10  mg.  or  one  teaspoonful  of  syrup  ti.d.,  while  anxious  adults  usually  are 
treated  with  25  mg.  q.i.d.  Yet,  if  needed,  the  dosage  can  safely  be  raised:  in  more 
severe  disturbances,  dosages  up  to  1,000  mg.  daily  have  been  administered  without 
adverse  reactions. 

In  reviewing  your  own  experience  with  tranquilizers,  remember  that  ATARAX  is  in 
a class  by  itself;  that  you  cannot  judge  it  by  your  results  with  any  other  drug.  To  get 
to  know  ATARAX  at  first  hand,  prescribe  it  for  the  next  four  weeks  whenever  a 
tranquilizer  is  indicated.  See  for  yourself  how  it  compares. 

•Documentation  on  request  71^^  TIT  71  O 71  \X* 

r t/lLt:  OF  MIND  AxAYsAk 

(brand  of  hydroxyzine) 


for  chiMtiaoi}  behavior  disortiers 

to  mg.  tablets— 3-6  years,  one  tab- 
let ti.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp.  j,.. 
over  6 years,  two  tsp.  t-l.d. 

R>r  adult  tension  and  anxiety 

25  mg.  tablets— one  tablet  q.i.d. 
Syrup-one  tbsp.  q.i.d. 

ftir  severe  emotional  disturbances 

100  mg.  tablets-one  tablet  t.I.d. 

ftir  adult  psychiatric  and  emotional 
emergencies 

Parentera  I Solution-^^SS-SQ , mg, 

(1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 

Supplied:  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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ed  by  the  adoption  of  the  1957  principles.” 

The  1927  Council  report  also  pointed  out  that 
“there  are  many  conditions  under  which  contract 
practice  is  not  only  legitimate  and  ethical,  but  in 
fact  the  only  way  in  which  competent  medical 
service  can  be  provided.  Judgment  of  whether  or 
not  a contract  is  ethical  must  be  based  on  the 
form  and  terms  of  the  contract  as  well  as  the  cir- 
cumstances under  which  it  is  made.” 

In  another  action  related  to  the  issue  of  free 
choice,  the  House  adopted  a resolution  condemn- 
ing the  current  attitude  and  method  of  operation 
of  the  United  Mine  Workers  of  America  Welfare 
and  Retirement  Fund  “as  tending  to  lower  the 
quality  and  availability  of  medical  and  hospital 
care  to  its  beneficiaries.”  The  resolution  also  called 
for  a broad  educational  program  to  inform  the 
general  public,  including  the  beneficiaries  of  the 
Fund,  concerning  the  benefits  to  be  derived  from 
preservation  of  the  American  right  to  freedom  of 
choice  of  physicians  and  hospitals  as  well  as  ob- 
servance of  the  “Guides  to  Relationships  Between 
State  and  County  Medical  Societies  and  the 
UMWA  Welfare  and  Retirement  Fund”  which 
were  adopted  by  the  House  last  June. 

The  Heller  Report 

Acting  on  the  report  of  the  Committee  to  Study 
the  Heller  Report  on  Organization  of  the  Ameri- 
can Medical  Association,  the  House  reached  the 
following  decisions  on  ten  specific  recommenda- 
tions: 

1.  The  office  of  Vice  President  will  be  con- 
tinued as  an  elective  office. 

2.  The  offices  of  Secretary  and  Treasurer  will 
be  combined  into  one  office  to  be  known  as  Secre- 
tary-Treasurer, and  that  officer  will  be  selected 
by  the  Board  of  Trustees  from  one  of  its  number. 

3.  The  duties  of  the  Secretary-Treasurer  will 
be  separated  from  those  of  the  Executive  Vice 
President. 

4.  The  office  of  General  Manager  will  be  dis- 
continued, and  the  new  office  of  Executive  Vice 
President  will  be  established.  The  latter,  appoint- 


ed by  the  Board  of  Trustees,  will  be  the  chief  staff 
executive  of  the  Association. 

5.  The  council  on  Medical  Education  and  Hos- 
pitals and  the  Council  on  Medical  Service  will 
continue  as  standing  committees  of  the  House  of 
Delegates,  but  their  administrative  direction  will 
be  vested  in  the  Executive  Vice  President. 

6.  The  voting  members  of  the  Board  of  Trus- 
tees will  be  limited  to  eleven — the  nine  elected 
Trustees,  the  President  and  the  President-Elect. 
The  Vice  President  and  the  Speaker  and  Vice 
Speaker  of  the  House  of  Delegates  will  attend 
all  Board  meetings,  including  executive  sessions, 
with  the  right  of  discussion  but  without  the  right 
to  vote. 

7.  The  House  disapproved  of  the  proposal  to 
elect  the  Trustees  from  each  of  nine  physician- 
population  regions. 

8.  The  office  of  Assistant  Secretary  will  be 
discontinued,  and  a new  office  of  Assistant  Execu- 
tive Vice  President  will  be  established. 

9.  The  Committee  on  Federal  Medical  Services 
will  be  retained  as  a committee  of  the  Council  on 
Medical  Service  and  will  not  become  a part  of 
the  Council  on  National  Defense. 

10.  The  Speaker  of  the  House  will  appoint  a 
joint  and  continuing  committee  of  six  members, 
three  from  the  Board  of  Trustees  and  three  from 
the  House,  to  redefine  the  central  concept  of 
A.M.A.  objectives  and  basic  programs,  consider 
the  placing  of  greater  emphasis  on  scientific  activi- 
ties, take  the  lead  in  creating  more  cohesion  among 
national  medical  societies  and  study  socio-eco- 
nomic problems. 

The  accepted  recommendations  were  referred 
to  the  Council  on  Constitution  and  By-laws  with 
a request  to  draft  appropriate  amendments  for 
consideration  by  the  House  at  the  1958  annual 
meeting  in  San  Francisco. 

The  Forand  Bill 

The  House  condemned  the  Forand  Bill  as  un- 
desirable legislation,  approved  the  firm  position 
taken  in  opposition  to  it  and  expressed  satisfaction 
that  the  Board  of  Trustees  has  appointed  a special 
task  force  which  is  taking  action  to  defeat  the 
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Camby  says,  ^XAMBRIDCE  DAIRY  has  been 
producing  QUALITY  MILK  for  Denver  babies  since  1892/' 

We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 

SKyline  6-3651  690  So.  Colorado  Bivd. 
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The  most 
efficient  of  all 
anti-inflammatory 
steroids 

Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30,  100  and  500. 

♦trademark  for  METHYLPHEONISOLONE,  UPJOHN 


Lower  dosage 
(X  lower  dosage 
than 

prednisolone) 

Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 

For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Departmeni, 

The  Upjohn  Company, 

Kalamazoo,  Michigan. 

Uplohn 
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College  of  Medicine,  1937.  Academy 
|of  General  Practice. 
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Achrostatin  V combines  AcHROMYCiNt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYCiNt  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin, 
dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 

*Trademark 
tReg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  P’EARU  RIVER.  N.  Y. 
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To  cjA  daytime  lethargy 
(and  l^rauwolfia  potency) 
in  treatment 
of  hypertension; 


Additional  clinical  evidence'  supports 
the  view  that  Harmonyl  offers  full 
rauwolfia  potency  coupled  with  much 
less  lethargy.  In  a new  comparative 
study  Harmonyl  was  given  at  the 
same  dosage  as  reserpine  and  other 
rauwolfia  alkaloids.  Only  one 
Harmonyl  patient  in  20  showed 
lethargy,  while  11  patients  in  20 
showed  lethargy  with 
reserpine;  10  in  20  with 
the  alseroxylon  fraction. 


for  fovr  hfportomtws 
who  most  $toy  on  fho  iob 

Harmonyl 

whih  tho  tlrvg  works  oMottivefy . , . 
so  does  the  pntient 
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in  anxiety  and  hypertension 
NEW  fast-acting 


^^Harmonyl-N* 

(Harmony)*  and  Nembutal's’) 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Deserpidine,  Abbott)  and  Nembutal 
( Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Half-Strength  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl.  CL&&X5tt 


®Filmtab — Film-sealed  tablets,  Abbott;  pat.  applied  for 
801060  *Trademark 


bill.  In  a related  action,  giving  strong  approval 
to  Dr.  Allman’s  address  at  the  opening  session, 
the  House  adopted  a statement  which  said: 

“It  is  particularly  timely  that  our  President 
has  so  forcefully  sounded  the  clarion  call  to  the 
entire  profession  for  emergency  action.  With  com- 
plete unity,  definition  and  singleness  of  purpose, 
closing  of  ranks  with  all  age  groups  and  elements 
of  our  organization  we  must  at  this  time  stand 
and  be  counted.  Thus  we  can  exert  the  physician’s 
influence  in  every  possible  direction  against  in- 
vasion of  our  basic  American  liberties  in  the  form 
of  proposed  legislation  alleged  to  compulsorily 
insure  one  segment  of  the  population  against 
health  hazards  at  the  expense  of  all.” 

Health  programs  for  hospital  employees 

A set  of  “Guiding  Principles  for  an  Occupa- 
tional Health  Program  in  a Hospital  Employee 
Group”  was  approved  by  the  House.  The  guides 
were  developed  by  a joint  committee  of  the  Amer- 
ican Medical  Association  and  the  American  Hos- 
pital Association  and  already  had  been  formally 
approved  by  the  A.H.A.  Guides  included  are: 

“Employees  in  hospitals  are  entitled  to  the 
same  benefits  in  health  maintenance  and  protec- 
tion as  are  industrial  employees.  Therefore,  pro- 
grams of  health  services  in  hospitals  should  use 
the  techniques  of  preventive  medicine  which  have 
been  found  by  experience  in  industry  to  approach 
constructively  the  health  requirements  of  em- 
ployees. 

“It  is  essential  that  employee  health  programs 
in  hospitals,  as  in  industry,  be  established  as  sep- 
arate functions  with  independent  facilities  and 
personnel.  The  fact  that  hospitals  are  engaged  in 
the  care  of  the  sick  as  their  primary  function 
does  not  alter  the  necessary  organizational  plan 
for  an  effective  occupational  health  program.” 

Asian  influenza  vaccine 

The  House  considered  three  resolutions  dealing 
with  the  Asian  influenza  immunization  program 
and  then  adopted  a substitute  resolution  calling 
attention  to  “certain  inadequacies  and  confusions 
in  the  distribution  of  vaccines”  and  directing  the 
Board  of  Trustees  to  seek  conferences  through 
existing  committees  “with  a view  to  establishing 
a code  of  practices  regulating  the  future  distribu- 
tion of  important  therapeutic  products,  so  that 
the  best  interest  of  all  the  people  may  be  served.” 
The  resolution  pointed  out  that  the  American 
Medical  Association  already  has  a joint  committee 
with  the  American  Pharmaceutical  Association 
and  the  National  Association  of  Retail  Druggists, 
in  addition  to  a liaison  committee  with  the  Drug 
Manufacturers  Association. 

Medical  rating  of  physical  impairment 

The  House  accepted  a 115-page  “Guide  to  the 
Evaluation  of  Permanent  Impairment  of  the  Ex- 
tremities and  Back”  which  was  developed  by  the 
Committee  on  Medical  Rating  of  Physical  Impair- 
ment as  the  first  in  a projected  series  of  guides. 
The  delegates  commended  the  committee  for  do- 
ing “a  superb  job  on  this  difficult  subject”  and 
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In  edema 


CHIOROTHIAZIDC 


an  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent 
to  that  of  the  parenteral  mercurials 

1 Gm.  of  'DIURIL’  orally  is  approximately 
equivalent  to  1 cc.  of  mercurial  I.M.' 

FOR 

initiation  of  diuresis  — prolonged  main- 
tenance'  of  diuresis 

balanced  excretion  of  sodium  and  chloride 

Even  in  the  presence  of  severe  renal, 
cardiac  or  hepatic  damage— 

indication  for  diuresis  is  an  indication  for  ‘DIURIL’: 


1.  Congestive  heart  failure  of  all  degrees  of  severity 

2.  Premenstrual  syndrome  (edema) 

3.  Edema  and  toxemia  of  pregnancy 

4.  Renal  edema— nephrosis;  nephritis 

5.  Cirrhosis  with  ascites 

6.  Drug-induced  edema 

May  be  of  value  to  relieve  fluid  retention  complicating  obesity 


In  hypertension 


CHIOROTHIAZIDE 


Provides  basic  therapy  to  improve 
and  simplify  the  management 
of  hypertension 


enhances  markedly  the  effects  of  the  antihypertensive 
agents 

reduces  dosages  of  other  agents  below  the  level  of  serious 
side  effects 

smoothes  out  blood  pressure  fluctuations'-^ 


‘Diuril’,  added  to  the  regimen  is  often  effective  in 
controlling  the  blood  pressure  of  even  highly  resistant 
cases  of  hypertension 

For  smooth,  sustained  antihypertensive  effect,  the 
majority  of  hypertensive  patients  can  be  controlled 
better  when  ‘Diuril’  is  combined  with  significantly 
reduced  amounts  of  antihypertensive  agents 

Recommended  dosage  range;  in  hypertension — one  250  mg.  tablet 
‘Diuril’  b.i.d.  to  one  500  mg.  tablet  ‘Diuril’  t.i.d. 

Supplied:  250  mg.  and  500  mg.  scored  tablets  ‘Diuril’  (chlorothia- 
zide), bottles  of  100  and  1000. 
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Cirrhosis 


RKCOMMBNDKD  DOSAGE  RANGE:  in  edema-one  500 
mg.  tablet  'Diukil'  to  two  500  mg.  tablets  ‘DiURii/  once  or 
twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  of  ‘Diuril’ 
(chlorothiazide),  bottles  of  100  and  1000. 
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expressed  pleasure  that  the  guides  will  be  pub- 
lished in  The  Journal  of  the  A.M.A.  The  guides 
are  expected  to  be  of  particular  help  to  physicians 
in  determining  impairment  under  the  new  dis- 
ability benefits  program  of  Social  Security. 

Miscellaneous  actions 

Among  a wide  variety  of  other  actions,  the 
House  also: 

Directed  that  a new  committee  be  established 
in  the  Council  on  Industrial  Health  to  study  neu- 
rological disorders  in  industry; 

Noted  with  approval  the  establishment  of  the 
American  Medical  Research  Foundation,  which 
will  initiate  and  encourage  necessary  medical  re- 
search and  correlate  and  disseminate  the  results 
of  studies  already  under  way; 

Decided  that  informational  materials  which  are 
sent  to  A.M.A.  delegates  should  also  be  sent  to  all 
alternate  delegates; 

Affirmed  that  it  is  within  the  limits  of  ethical 
propriety  for  physicians  to  join  together  as  part- 
nerships, associations  or  other  lawful  groups  pro- 
vided that  the  ownership  and  management  of  the 
affairs  thereof  remain  in  the  hands  of  licensed 
physicians; 

Instructed  that  the  appropriate  committee  or 
council  should  engage  in  conferences  with  third 
parties  to  develop  general  principles  and  policies 
which  may  be  applied  to  the  relationship  between 
third  parties  and  members  of  the  medical  profes- 
sion; 

Urged  state  medical  society  committees  on 
aging  and  insurance  to  make  continuing  studies 
of  pre-retirement  financing  of  health  insurance 
for  retired  persons; 

Endorsed  a suggestion  that  the  Committee  on 
Federal  Medical  Services  sponsor  a national  con- 
ference on  veterans’  medical  care  during  1958; 

Asked  the  Board  of  Trustees  to  study  the 
feasibility  of  having  the  Association  finance  a 
thorough  investigation  of  the  Social  Security  sys- 
tem by  a qualified  private  agency; 

Suggested  that  physicians  and  their  friends 
make  a vigorous  effort  to  obtain  Congressional 
enactment  of  the  Jenkins-Keogh  Bills; 

Approved  the  “Suggested  Guides  to  Relation- 
ships Between  Medical  Societies  and  Voluntary 
Health  Agencies”; 

Strongly  recommended  that  a completely  ade- 
quate and  competent  medical  department  be  es- 
tablished in  the  Civil  Aeronautics  Administration 
directly  responsible  to  the  CAA  Administrator, 
and 

Congratulated  the  General  Electric  Company 
for  its  medical  television  presentations  on  the 
subject  of  quackery. 

Opening  session 

At  the  Tuesday  opening  session  Rear  Admiral 
B.  W.  Hogan,  Surgeon  General  of  the  U.  S.  Navy, 
presented  the  Navy  Meritorious  Public  Service 


For  activo 
mothers-to-t>e 


Ulvical®  (Ulmer)  assures  these  modern 
ladies-in-waiting  of  a generous  amount  of 
iron  and  calcium  plus  the  recognized  prenatal 
vitamins  ...  in  a small  tablet  . . . especially 
designed  for  rapid  assimilation  and  easy  tol- 
eration. 

For  maximal  utilization  . . . timed  release 
of  these  essentials  is  accomplished  by  special 
coatings  controlled  to  dissolve  at  the  pH  of 
the  stomach,  duodenum  and  jejunum. 

Important,  too,  calcium  pyrophosphate 
contains  larger  amounts  of  elementary  cal- 
cium which  is  quickly  metabolized  to  increase 
plasma  blood  levels.  Leg  cramps  are  quickly 
relieved;  small  daily  doses  sustain  this  relief. 


Each  tablet  contains: 

Calcium  Pyrophosphate 

(Co  1 50  mg.,  P 1 20  mg.),  /’/i  Qf. 
Ferrous  Sulfote  USP  (Fe  38  mg.) 

3 gr.  3.8  M.D.R. 

Vitamin  A (Ester) 

1 500  USP  Units  3/8  M.D.R. 
Vitamin  D (Irradiated  Ergosterol) 

200  USP  Units  Vi  M.D.R. 
Thiamine  Mononitrate  (Bi) 

1 mg.  1 M.D.R. 


Riboflavin  ( B2) ....  2 mg.  2 M.D.R. 

Ascorbic  Acid  (C) 

16.66  mg.  Y2  M.D.R. 

Vitamin  E 2.2  I.U.* 

(from  d alpha  tocopheryl 
acetate  N.F.) 

M.  D.  R.  — Minimum  Daily  Require- 
ment. *M.D.R.  not  established. 

Dose:  One  or  two  tablets  three 
times  a day. 


THE  ULMER  RHARMACAL.  COMPANY 

1400  HARMON  • MINNEAPOLIS  3,  MINNESOTA 


for  January,  1958 


87 


SupeTWT  for  acne  cleansing 


The  greatest  benefit  in 
acne  therapy  comes  to 
those  patients  who  use 
pHisoHex®  often  and 
daily  in  conjunction 
with  other  standard 
measures. 

For  best  results,  pre- 
scribe from  four  to  six 
pHisoHex  washings  of 
the  acne  area  daily. 

pHisoHex  cleans  better 
than  soap,  degerms  rap- 
idly, prevents  bacterial 
growth,  and  maintains 
normal  skin  pH. 


pHisoHex' 

Sudsing, 
nonalkaline 
antibacterial 
detergent-— 
nonirritating, 
hypoallergenic. 
Contains  3% 
hexachlorophene. 


LABORATORIES 
New  York  18.  N.Y. 


pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


Citation  to  Dr.  Dwight  H.  Murray  of  Napa,  Calif., 
immediate  Past  President  of  the  Association.  Con- 
tributions to  the  American  Medical  Education 
Foundation,  for  financial  aid  to  the  nation’s  medi- 
cal schools,  were  presented  by  four  state  medical 
societies:  California,  $143,043.25;  Utah,  $10,390; 
New  Jersey,  $10,000,  and  Arizona,  $8,040.  The  In- 
terstate Post  Graduate  Medical  Association  of 
North  America  gave  $1,000,  and  the  Illinois  State 
Medical  Society  announced  that  it  was  adding 
$10,000  to  the  $170,450  presented  at  the  New  York 
meeting  last  June. 

George  F.  Lull,  M.D., 
Secretary-General  Manager, 
American  Medical  Association. 


AMA  plans  industrial  health 
congress  in  Milwaukee 

Maintaining  high  standards  of  health  in  in- 
dustry will  be  a principal  topic  of  consideration 
at  the  18th  Annual  Congress  on  Industrial  Health, 
to  be  held  January  27-29  at  the  Schroeder  Hotel 
in  Milwaukee.  Physicians,  nurses,  industrial  hy- 
gienists, engineers  and  others  interested  in  the 
field  will  attend  the  meeting  sponsored  by  the 
AMA’s  Council  on  Industrial  Health. 

Recent  developments  in  industrial  health  pro- 
grams and  various  aspects  of  immunization  pro- 
grams in  industry  will  be  among  the  subjects 
covered  by  panelists  at  a special  session  co-spon- 
sored by  chairmen  of  State  Medical  Society  Com- 
mittees on  Industrial  Health.  Other  features  in- 
clude three  technical  sessions  on:  (1)  general  as- 
pects of  disability  evaluation;  (2)  industrial  der- 
matitis, causes  and  evaluation  of  disability;  (3) 
low  back  pain,  cause,  treatment,  evaluation  of  dis- 
ability, rehabilitation. 


Medical  Education  Congress 
set  for  February  9-11 

Problems  confronting  medical  education  in  the 
rapidly  changing  scene  will  be  the  main  topic  of 
concern  at  the  54th  Annual  Congress  on  Medical 
Education  and  Licensure  February  9-11.  Spon- 
sored by  the  AMA  Council  on  Medical  Education 
and  Hospitals,  the  Federation  of  State  Medical 
Boards  of  the  United  States  and  the  Advisory 
Board  for  Medical  Specialties,  the  Congress  will 
be  held  at  the  Palmer  House,  Chicago.  The  con- 
ferees will  view  medical  education’s  broad  po- 
tential in  the  light  of  four  factors — the  changing 
characteristics  of  the  nation’s  population,  socio- 
logical trends,  economy  and  medical  knowledge — 
and  the  implications  of  these  factors  on  medical 
education,  medical  research  and  medical  care. 

In  addition,  four  workshop  committees — com- 
posed of  representatives  from  the  AMA,  the  Coun- 
cil, the  AAMC,  higher  education,  government, 
business,  insurance,  labor  and  agricdlture — will 
discuss  various  problem  areas,  endeavor  to  clarify 
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questions  that  need  to  be  raised  and  recommend 
possible  ways  that  medicine  can  assume  the  lead- 
ership in  solving  these  problems.  The  committees’ 
reports  will  be  presented  before  the  entire  Con- 
gress for  discussion  from  the  floor. 

On  Monday  morning,  February  10,  the  Council 
will  conduct  its  annual  co-sponsored  meeting  with 
the  Advisory  Board.  This  session  will  be  devoted 
principally  to  discussions  of  problems  in  graduate 
medical  education  created  by  the  changing  status 
of  the  patient  and  the  role  of  the  community  hos- 
pital in  graduate  medical  education.  The  Federa- 
tion will  hold  its  second  examination  institute  on 
Saturday,  February  8,  and  its  regular  meeting  on 
Tuesday,  February  11. 

Radiological  conference 

The  Tenth  Annual  Mid-Winter  Radiological 
Conference,  sponsored  by  the  Los  Angeles  Radio- 
logical Society,  will  be  held  at  the  Biltmore  Hotel, 
Los  Angeles,  California,  on  Saturday  and  Sunday, 
February  22  and  23,  1958. 

An  outstanding  program  of  pertinent  interest 
has  been  arranged  and  the  guest  speakers  will  be: 
Dr.  Ralston  Paterson,  Manchester,  England;  Pro- 
fessor Wm.  V.  Mayneord,  London,  England;  Dr. 
D.  L.  McRae,  Montreal,  Canada;  Dr.  E.  B.  D.  Neu- 
hauser,  Boston,  Mass.;  Dr.  Robert  Stone,  San 
Francisco;  Dr.  L.  H.  Garland,  San  Francisco;  and 
Dr.  G.  W.  Beadle,  Pasadena. 


The  conference  fee  of  $20.00  includes  two 
luncheon  meetings  featuring  questions  and  an- 
swers. Courtesy  cards  will  be  available  to  resi- 
dents in  radiology  and  radiologists  in  the  armed 
forces  by  advance  registration,  with  reduced  tariff 
for  the  luncheons  and  banquet.  Hotel  reserva- 
tions should  be  made  promptly  through  the  Con- 
vention Manager,  Biltmore,  Los  Angeles,  Cali- 
fornia. 


Paul  A.  Clayton,  M.D.,  elected 

Dr.  Paul  A.  Clayton,  President  of  Utah’s  Blue 
Shield  Plan,  was  elected  Secretary  of  the  Western 
Conference  of  Prepaid  Medical  Service  Plans  dur- 
ing its  recent  meeting  at  Portland,  Oregon. 

The  1957  annual  meeting  was  attended  by  rep- 
resentatives of  doctor-sponsored  plans  in  the  West- 
ern United  States,  Canada  and  Hawaii,  delegates 
from  the  American  Medical  Association,  manage- 
ment and  labor,  who  discussed  the  economics  of 
modern  medicine. 

Dr.  Clayton  is  Head  Anesthesiologist  for  Holy 
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Cross  Hospital.  He  is  a graduate  of  University  of 
Michigan  Medical  College  and  interned  at  Grace 
Hospital  in  Detroit.  Dr.  Clayton  practiced  as  resi- 
dent physician  at  the  Mayo  Foundation,  Rochester, 
Minn.,  and  is  Chairman  of  the  National  Physicians 
Relations  Committee  of  the  Blue  Shield  Commis- 
sion. 


Postgraduate  course  in  anesthesiology 

February  10-13 

The  Third  Postgraduate  Course  in  Anesthesi- 
ology for  part-time  anesthesiologists  will  be  of- 
fered at  the  University  of  Utah  and  affiliated  hos- 
pitals, Salt  Lake  City,  Utah. 

Mornings  will  be  devoted  to  anesthesia  observa- 
tion and  practice  in  operating  rooms  of  local 
hospitals  followed  by  roundtable  panel  discussions 
during  the  luncheon  hour. 

Afternoons  participants  will  hear  special  lec- 
tures and  see  demonstrations  with  time  allowed 
for  question  periods. 

A distinguished  group  of  clinicians  will  aid  in 
this  course  including  Drs.  Jay  J.  Jacoby,  Professor 


of  Anesthesiology,  Ohio  State  University;  Fred- 
erick P.  Haugen,  Professor  of  Anesthesiology,  Uni- 
versity of  Oregon.  Participating  from  the  Uni- 
versity of  Utah  are  Louis  S.  Goodman,  Professor 
of  Pharmacology;  Walter  S.  Burdette,  Professor 
of  Surgery;  Carter  M.  Ballinger,  Director  of  An- 
esthesiology; Hans  H.  Hecht,  Associate  Professor 
of  Medicine  (Cardiology).  Registration  cost  of 
$40.00  includes  course  and  luncheons.  For  further 
information  please  contact  Division  of  Graduate 
and  Postgraduate  Medical  Education,  University 
of  Utah,  175  East  21st  South,  Salt  Lake  City,  Utah. 

Obituaries 

RAY  T.  WOOLSEY 

Ray  T.  Woolsey,  M.D.,  Salt  Lake  physician  and 
surgeon,  died  November  11  of  a heart  attack. 

He  attended  high  school  in  Pittsburg,  Kansas, 
after  which  the  family  moved  to  Salt  Lake  City. 
He  obtained  his  pre-medical  education  at  the  Uni- 
versity of  Utah,  and  received  his  medical  degree 
from  Washington  University,  St.  Louis. 

Dr.  Woolsey  was  a member  of  the  St.  Mark’s 
Hospital  staff,  chairman  of  the  State  Board  of 
Medical  Examiners,  a fellow  of  the  American 
College  of  Surgeons,  a director  of  Blue  Cross-Blue 
Shield  and  a member  of  the  board  of  the  Utah 
Division  American  Cancer  Society. 

Dr.  Woolsey  was  President  of  the  Salt  Lake 
County  Medical  Society  in  1935  and  President  of 
the  Utah  State  Medical  Association  in  1945. 
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Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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He  is  survived  by  his  wife,  one  son,  Dr.  Carl 
T.  Woolsey,  Salt  Lake  City,  and  a daughter. 

LELAND  K.  CULLIMORE 
Leland  Keetch  Cullimore,  M.D.,  56,  prominent 
Utah  County  physician,  died  in  Salt  Lake  City 
November  5. 

He  attended  schools  in  Lindon,  graduated  from 
the  Pleasant  Grove  High  School  and  George 
Washington  Medical  School.  He  entered  the  Army 
Medical  Corps  in  1941  and  was  released  in  1945. 

I Dr.  Cullimore  is  survived  by  his  wife,  a son 

and  a daughter. 


\/  Correction 

I We  have  been  informed  by  Mr.  L.  J.  LaGrave, 

I Executive  Director,  New  Mexico  Physicians  Serv- 
ice, that  we  erred  in  using  the  Blue  Cross-Blue 
Shield  identification  at  the  beginning  of  an  article 
in  December’s  Journal  entitled  “Medical  plan  im- 
proved in  New  Mexico.” 

Obituary 

WILLIAM  B.  MARBURY,  SR. 

William  B.  Marbury,  M.D.,  72,  Farmington, 
N.  M.,  died  of  a heart  attack  in  the  San  Juan 
County  Hospital  on  October  30. 

I Dr.  Marbury  was  graduated  from  the  Uni- 

j versity  of  Virginia  Medical  School  in  1909.  He 
j practiced  in  Washington,  D.  C.,  for  more  than 

[ thirty  years  and  was  Professor  of  Surgery  at 

George  Washington  Medical  School.  He  was  a 
charter  member  of  the  American  Board  of  Sur- 
gery and  a member  of  the  American  College  of 
Surgeons  and  the  Southern  Surgical  Society. 

Dr.  Marbury  came  to  New  Mexico  in  1952, 
located  in  Farmington  and  founded  the  San  Juan 
Clinic. 

He  was  a member  of  the  San  Juan  County 


Medical  Society,  the  New  Mexico  Medical  Society, 
and  the  American  Medical  Association. 


Obituary 

JOHN  R.  PRATT 

Dr.  John  R.  Pratt,  Sheridan,  died  at  his  home 
on  October  21,  1957. 

Dr.  Pratt,  who  was  53  years  of  age,  was  born 
in  Mexico.  He  graduated  from  the  University  of 
Southern  California  School  of  Medicine  in  1941. 
He  served  with  the  United  States  Army  during 
World  War  H.  He  was  licensed  in  Wyoming  in 
1946  and  first  located  at  Monarch  as  a coal  com- 
pany physician.  He  later  moved  to  Sheridan  where 
he  carried  on  a general  practice  of  medicine  until 
the  time  of  his  death. 


Report  of  the  Colorado  Delegates  to  the 
Eleventh  Clinical  Meeting  of  the  AMA 

The  Eleventh  Clinical  Meeting  of  the  AMA  was 
held  from  December  3 to  6,  1957,  in  historic  Phila- 
delphia. The  total  registration  of  2,637  physicians 
including  sixteen  from  Colorado  was  low,  due  to 
a blizzard  which  hit  the  Philadelphia  area  the  first 
day  of  the  meeting. 

Dr.  Gilson  Engle  of  Philadelphia,  general 
Chairman,  and  his  committees  deserve  a great 
deal  of  praise  for  the  warm  and  efficient  manner 
in  which  they  conducted  the  meetings  and  enter- 
tained their  guests.  In  addition,  everyone  appreci- 
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ated  the  hospitality  and  the  employee  courtesy  of 
the  restaurants  and  hotels  in  Philadelphia.  The 
scientific  meetings  were  held  in  Convention  Hall 
and  were  very  stimulating.  The  papers,  the  panels, 
and  the  exhibits  were  well  arranged  and  of  unusual 
scientific  value.  Papers  discussing  tranquilizer 
drugs,  depressions  of  middle  life,  pre-cancerous 
lesions  of  the  colon,  prophylaxis  of  rheumatic 
fever,  late  effects  of  irradiation,  and  diagnosis  and 
neurosurgical  treatment  of  vascular  disorders  of 
the  brain,  were  the  most  popular  at  the  meeting. 

The  panel  discussions  were  interesting  and 
were  conducted  in  an  efficient  manner.  The  panels 
on  the  treatment  of  arthritis,  the  massive  upper 
gastro-intestinal  tract  bleeding,  carcinoma  of  the 
cervix,  and  practical  aspects  of  anticoagulant  ther- 
apy, were  the  best  attended.  The  movies  and  the 
color  television  programs  were  for  the  most  part 
practical.  The  “grand  rounds  type”  of  television 
programs  appears  to  be  taking  over  in  popularity. 
Colorado  has  good  rapport  with  the  AMA  movie 
department  and  with  Smith,  Kline  and  French 
Laboratories  in  television,  so  we  hope  to  have  the 
best  program  along  these  lines  here  in  Colorado 
in  1961,  if  the  AMA  accepts  our  invitation  to  hold 
the  Clinical  Session  in  Denver  that  year. 

The  House  of  Delegates  met  in  the  Bellevue- 
Stratford  Hotel.  The  Colorado  headquarters  were 
on  the  fifth  floor  of  the  hotel  and  were  in  use 
most  of  the  time  for  strategy  meetings  and  to 
entertain  the  Colorado  doctors  attending  the  meet- 
ing, their  friends,  and  the  Delegates  and  executives 
from  other  states. 

This  was  Colorado’s  most  successful  AMA 
meeting  in  many  years,  from  the  point  of  view  of 
influencing  national  policy.  In  advance  of  the  ses- 
sion Colorado’s  delegation  had  prepared  a resolu- 
tion on  the  subject  of  free  choice  of  physician,  as 
instructed  by  our  own  state’s  House  of  Delegates 
last  September.  It  became  Resolution  No.  6 at  the 
Philadelphia  meeting,  and  was  adopted.  It  is  re- 
produced in  full  at  the  close  of  this  report  together 
with  the  report  of  the  Reference  Committee  of 
the  AMA  House,  which  went  even  further  than 
the  Resolution  had  contemplated  in  reiterating  a 
1927  decision  of  the  AMA  Judicial  Council  and 
strengthening  the  AMA  stand  and  our  Colorado 
position  on  this  important  principle. 

Our  delegation  arrived  in  Philadelphia  two 
days  in  advance  of  the  opening  of  the  House  of 
Delegates,  and  soon  after  arrival  it  became  ap- 
parent that  our  Colorado  position  on  the  free 
choice  principle  (given  not  much  more  than  lip 
service  by  AMA  reference  committees  the  two 
preceding  meetings)  had  gained  such  support  this 
year  that  the  time  was  ripe  for  even  a stronger 
position  calling  “name,  verse  and  chapter”  in  the 
matter  of  the  U.M.W.A.  Welfare  Fund  and  its 
attempts  to  control  medical  practice  in  many  parts 
of  the  country. 

So  our  delegation  prepared  another  resolution, 
which  became  Resolution  No.  20.  This,  with  minor 
modification,  also  was  adopted  as  shown  at  the 
close  of  this  report. 
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Resolution  No.  7,  also  a Colorado  product,  was 
aimed  at  the  dangerous  trend  toward  by-passing 
county  and  state  medical  societies  in  AMA  mem- 
bership for  physicians  employed  by  the  federal 
government.  Several  other  states,  notably  Ohio, 
Mississippi,  and  New  York,  strongly  supported  our 
“Service  Membership”  resolution,  which  was  vig- 
orously opposed  by  representatives  of  the  federal 
services.  As  is  often  true  with  a new  proposal — 
or,  in  this  case,  with  a newly  offered  proposal  to 
reverse  a trend  and  return  to  a basic  principle— 
the  resolution  was  not  adopted  at  this  time.  It  was 
referred  to  the  Council  on  Constitution  and  By- 
Laws  for  study.  We  have  reason  to  hope  that  it 
will  pass  at  the  next  AMA  session. 

Dr.  Sawyer  served  on  the  Reference  Committee 
on  Constitution  and  By-Laws  and  Dr.  Munro 
served  as  one  of  the  Tellers  of  the  House.  Other 
members  of  the  official  delegation,  Drs.  H.  E. 
McClure  and  I.  E.  Hendryson,  alternate  delegates; 
President  Gatewood  C.  Milligan  and  President- 
elect John  Zarit,  and  Executive  Secretary  Harvey 
Sethman  and  his  assistant,  John  Pompelli,  took 
part  in  the  hearings  before  reference  committees 
and  acted  as  hosts  at  the  Colorado  hospitality 
headquarters. 

Dr.  Sawyer  felt  in  particular  that  the  Legal 
Department  of  the  AMA  had  been  most  helpful 
to  the  Reference  Committees,  and  helped  them 
avoid  some  of  the  terminology  difficulties  en- 
countered in  Reference  committee  reports  at  pre- 
vious sessions. 


Dr.  Vincent  Askey,  Speaker  of  the  House,  had 
added  some  helpful  innovations  that  facilitated  the 
business  of  the  House  of  Delegates.  For  instance, 
each  Delegate  received  in  advance  of  the  last 
morning’s  meeting  a mimeographed  copy  of  each 
Reference  Committee  report,  so  that  the  details 
could  be  followed  while  each  Chairman  was  giving 
his  report. 

It  was  a very  profitable  and  pleasurable  meet- 
ing, and  we  hope  to  see  all  of  you  in  San  Francisco 
in  June. 

Kenneth  C.  Sawyer,  M.D. 

Everett  H.  Munro,  M.D. 

Delegates  for  Colorado. 

Actions  of  A.M.A.  on  matters  of 
particular  interest  to  Colorado 

RESOLUTION  NO.  6 — FREE  CHOICE  OF 
PHYSICIAN  (Referred  to  Reference  Committee 
on  Amendments  to  the  Constitution  and  Bylaws.) 

Whereas,  Every  authority  of  the  American  Medical 
Association,  including  its  Judicial  Council  and  its 
House  of  Delegates,  has  repeatedly  gone  on  record  re- 
affirming the  statistically  provable  fact  that  freedom 
of  the  patient  to  choose  his  own  physician  from 
among  all  readily  available  and  legally  qualified 
doctors  of  medicine  has  contributed  heavily  to  the 
unprecedented  quality  and  world  leadership  of  Ameri- 
can Medicine;  and 

Whereas,  The  Judicial  Council  of  the  American 
Medical  Association  in  its  first  interpretative  opinion 
on  the  Principles  of  Medical  Ethics,  as  revised  in 
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•June,  1957,  stated,  and  published  in  the  October  19, 
1957,  issue  of  the  Journal  of  the  American  Medical 
Association,  that  the  basic  ethical  concepts  in  both 
the  1955  and  1957  editions  of  the  Principles  of  Medical 
Ethics  are  identical  in  spite  of  changes  in  format 
and  wording  and  that,  therefore,  “no  opinion  or  report 
of  the  Council  interpreting  these  basic  principles 
which  were  in  effect  at  the  time  of  the  revision  has 
been  rescinded  by  the  adoption  of  the  1957  principles,” 
and 

Whereas,  A previous  and.  unrepealed  report  of  the 
Judicial  Council  (1927)  relating  to  the  subject  of 
contract  practice  of  medicine  stated  that  any  such 
contract  would  be  determined  to  be  unethical  if  “a 
reasonable  degree  of  free  choice  of  physician  is  denied 
those  cared  for  in  a community  where  other  compe- 
tent physicians  are  readily  available,”  now  therefore 
be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  hereby  reaffirms  its 
approval  of  the  above  quoted  interpretations  of  the 
Principles  of  Medical  Ethics  by  this  Association’s 
Judicial  Council  and  directs  that  the  same  be  called 
to  the  attention  of  all  constituent  associations  and 
component  societies. 

In  adopting  our  Resolution  No.  6,  the  Reference 
Committee  reported  and  its  report  was  adopted, 
that  they  repeat  word  for  word  every  part  of  the 
1927  decision  of  the  Judicial  Council,  and  reiter- 
ated that  that  decision  is  still  part  and  parcel  of 
A.M.A.  policy,  and  that  free  choice  of  physician  is 
a basic  paiit  of  ethics.  The  report  of  the  A.M.A. 
Reference  Committee,  which  was  adopted  in  full, 
follows: 

“Your  committee  agrees  with  this  resolution, 
and,  acknowledging  its  importance,  recommends 


its  adoption.  Further,  your  committee  having  re- 
viewed that  portion  of  the  Report  of  the  Judicial 
Council  for  1927  referred  to  in  the  resolution  be- 
lieves that  it  should  be  repeated  now  as  a reaf- 
firmation of  the  policy  of  this  House. 

“ ‘It  will  be  observed  that  in  the  definition  of 
contract  practice  submitted  to  the  House  in  1926 
no  mention  is  made  of  the  ethics  of  the  practice 
for  the  reason  that  contract  practice  per  se  is  not 
an  ethical  question,  ethics  being  concerned  with 
the  form  of  the  contract  and  the  conditions  under 
which  it  is  made.  That  there  are  many  conditions 
under  which  contract  practice  is  not  only  legiti- 
mate and  ethical,  but  in  fact  the  only  way  in 
which  competent  medical  service  can  be  provided, 
becomes  evident  on  analysis.  For  instance,  where 
large  numbers  of  workmen  are  employed  remote 
from  urban  centers,  as  in  some  mining  or  logging 
camps,  in  such  instances  efficient  medical  service 
can  be  secured  only  by  contracting  with  some 
competent  physician  to  do  the  work.  Certain  in- 
dustrial situations  arise  wherein  large  employers 
of  labor  are  compelled  by  law  to  provide  medical 
services  for  their  employees  under  certain  condi- 
tions, and  this  at  times  can  be  secured  only  by 
some  form  of  contract.  A community  too  small 
to  offer  sufficient  inducements  to  a competent 
physician  to  locate  therein  may  secure  one  by 
some  form  of  contract  or  agreement  as  to  compen- 
sation. It  is  perfectly  evident,  therefore,  if  we 
are  to  judge  whether  a contract  is  ethical  or  not, 
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that  we  must  know  the  form  and  terms  of  the 
contract  as  well  as  the  particular  circumstances 
under  which  it  is  made.  As  there  is  such  a great 
variety  of  contracts,  as  their  form  and  the  circum- 
stances under  which  they  are  made  differ  so 
widely,  it  seems  impossible,  or  at  least  inadvisable, 
to  attempt  to  define  what  constitutes  an  ethical 
contract.  Each  case  must  be  judged  on  its  own 
merits  after  all  the  facts  pertaining  thereto  are 
known.  There  are  certain  points,  however,  that 
may  be  formulated  which,  when  present,  one  or 
more  of  them,  definitely  determine  a contract  to 
be  unfair  or  unethical.  These  may  be  stated  as 
follows: 

T.  When  the  compensation  received  is  inade- 
quate based  on  the  usual  fees  paid  for  the 
same  kind  of  service  and  class  of  people  in 
the  same  community. 

‘2.  When  the  compensation  is  so  low  as  to  make 
it  impossible  for  competent  service  to  ba 
rendered. 

‘3.  When  there  is  underbidding  by  physicians 
in  order  to  secure  the  contract. 

‘4.  When  a reasonable  degree  of  free  choice  of 
physicians  is  denied  those  cared  for  in  a 
community  where  other  competent  physi- 
cians are  readily  available. 

‘5.  When  there  is  solicitation  of  patients  di- 
rectly or  indirectly.’  ” 

Further  strengthening  the  A.M.A.’s  position 
with  regard  to  the  free  choice  principle,  the  Refer- 
ence Committee  on  Amendments  to  the  Constitu- 
tion and  Bylaws  recommended  for  approval  the 
following  items  referred  to  it,  which  recommenda- 
tions were  adopted  by  the  House: 

Report  of  Judicial  Council  (p.  192-195  of  Handbook; 
printed  In  10/26  issue  JAMA). 

Your  committee  reviewed  the  Report  of  the  Ju- 
dicial Council  and  commends  it  to  the  members  of 
the  House  for  serious  study.  The  committee  calls 
attention  to  that  Council’s  statement  that  the  1957 
edition  of  the  Principles  of  Medical  Ethics  was  not 
intended  to  and  does  not  abrogate  any  ethical  prin- 
ciple of  the  1955  edition  of  the  Principles  of  Medical 
Ethics.  Your  committee  endorses  the  statement  of  the 
Judicial  Council  that  if  local  societies  fail  to  curtail 
unethical  practices,  ethics  lose  their  effectiveness. 
Failure  on  the  part  of  the  component  society  to  de- 
mand respect  for  and  adherence  to  the  Principles 
breeds  contempt  and  disrespect  for  them. 

The  reference  committee  notes  with  satisfaction 
that  the  Opinions  and  Reports  of  the  Judicial  Council 
have  been  abstracted  and  annotated.  The  committee 
believes  that  this  document  should  receive  wide  distri- 
bution since  it  will  be  of  assistance  to  medical  soci- 
eties when  called  upon  to  resolve  ethical  questions 
within  their  own  jurisdictions. 

Further  quoting  from  the  adopted  report  of  the 
Reference  Committee  on  Amendments  to  the  Con- 
stitution and  Bylaws: 

Report  of  tlie  Couiscil  on  Constitntion  and  By-Iiaws 
(p.  269-272  of  the  Handbook,  printed  in  10/26  issue 
of  JAMA). 

Your  committee  has  reviewed  this  report  and  com- 
mends the  Council  on  Constitution  and  Bylaws  for 
its  fundamental  policies  so  ably  expressed.  Your 
committee  agrees  that  changes  to  organic  law  should 
meet  the  test  of  necessity  before  adoption. 
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Your  committee  recommends  that  the  House  com- 
mend the  Council  for  its  long,  serious  and  successful 
efforts  in  drafting  the  revision  of  the  Principles  of 
Medical  Ethics  adopted  at  the  June,  1957,  session  of 
the  House. 

RESOLUTION  NO.  20.  UNITED  MINE  WORK- 
ERS RETIREMENT  FUND:  A Colorado  resolution 
prepared  after  arriving  in  Philadelphia.  It  was 
referred  to  the  Reference  Committee  on  Insurance 
and  Medical  Service;  recommended  for  approval 
by  the  Reference  Committee  and  adopted  by  the 
House.  The  Resolution  as  adopted  is  quoted  be- 
low: 

Whereas,  The  United  Mine  Workers  of  America 
Welfare  and  Retirement  Fund  has  disregarded  the 
Guides  to  Relationships  Between  State  and  County 
Medical  Societies  and  the  U.M.W.A.  Welfare  and  Re- 
tirement Fund  which  were  adopted  by  this  House 
of  Delegates  in  New  York  in  June,  1957;  and 

Whereas,  The  Medical  Director  of  that  Fund  has 
publicly  disavowed  these  adopted  principles  and  has 
publicly  stated  that  his  organization  will  not  observe 
them:  and 

^ Whereas,  The  Fund  has,  throughout  the  United 
States,  arbitrarily  further  abrogated  the  right  of  the 
Fund’s  beneficiaries  to  a free  choice  of  physicians  and 
hospitals  effective  October  15,  1957 : and 

Whereas,  these  activities  of  the  Fund  appear  to 
be  a part  of  a broad  general  plan  to  reduce  the  prac- 
tice of  medicine  to  a state  of  servility,  against  the 
public  interest;  and 

Whereas,  All  systems  of  medical  care  which  deny 
patients  their  inalienable  right  to  free  choice  of 
physician  and  hospital  result  in  deterioration  in  the 
quality  of  medical  care,  therefore  be  it 

Ile.solved,  That  this  House  of  Delegates  condemns 


the  current  attitude  and  method  of  operation  of  the 
U.M.W.A.  Welfare  and  Retirement  !•  und  as  tending 
to  lower  the  quality  and  availability  of  medical  and 
hospital  care  to  its  beneficiaries;  and  be  it  further 

Resolved,  That  a broad  educational  program  be 
instituted  at  once  by  the  American  Medical  Associa- 
tion to  inform  the  general  public,  including  the  bene- 
ficiaries of  the  Fund,  concerning  the  benefits  to  be 
derived  from  preservation  of  the  American  right  to 
freedom  of  choice  of  physicians  and  hospitals  as  well 
as  observance  of  the  “Guides  to  Relationships  Be- 
tween State  and  County  Medical  Societies  and  the 
U.M.W.A.  Welfare  and  Retirement  Fund”  adopted  by 
this  House  last  June. 

In  its  report  adopted  by  the  House,  the  Refer- 
ence Committee  made  the  following  additional  re- 
marks concerning  Resolution  No.  23:  “Your  com- 
mittee suggests  that  the  Board  of  Trustees  request 
the  Committee  on  Medical  Care  for  Industrial 
Workers  and  other  appropriate  committees,  coun- 
cils, and  departments  within  the  Association  to 
implement  this  educational  program  immediately.” 

SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  SERVICE— “GUIDES  FOR  EVAL- 
UATION OF  MANAGEMENT  AND  UNION 
HEALTH  CENTERS”:  (Referred  to  the  Reference 
Committee  on  Insurance  and  Medical  Service; 
recommended  for  adoption  by  the  Reference  Com- 
mittee, which  recommendation  was  approved  by 
the  House. 

A.  Guides  for  Evaluation  of  Management  and  Union 
Health  Centers.  Resolution  No.  24,  introduced  by  the 
Colorado  Delegation  in  the  House  of  Delegates  in 
June,  1956,  and  Resolution  No.  3,  also  introduced  by 
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the  Colorado  Delegation  in  June,  1957,  dealing-  with 
the  ’Guiding  Principles  for  Evaluating  Management 
and  Union  Health  Centers,”  adopted  by  the  House 
of  Delegates  in  December,  1955,  are  referred  to  on 
page  247  of  the  Handbook. 

Since  publication  of  this  report,  the  action  of  the 
Committee  on  Medical  Care  for  Industrial  Workers 
■with  reference  to  these  Guides  has  been  reviewed  by 
the  Council  on  Medical  Service  and  Council  on  In- 
dustrial Health. 

It  is  recommended  that  the  title  be  changed  from 
‘‘Guiding  Principles  for  Evaluating  Management  and 
Union  Health  Centers”  to  “Guides  for  Evaluation  of 
Management  and  Union  Health  Centers,”  thus  elim- 
inating the  controversial  term  “principles.” 

It  is  further  recommended  that  the  following  sen- 
tence on  page  6,  third  paragraph,  last  sentence  of 
these  Guides,  be  deleted: 

“Such  guiding  principles  are  promulgated  for 
non-occupational  medical  care  for  industrial  work- 
ers and  are  not  considered  as  applicable  to  con- 
sumer-sponsored medical  programs  offered  to  the 
general  public.” 

Finally,  it  is  recommended  that  a change  be  made 
in  the  following  sentence  in  the  third  paragraph  on 
page  1 4 ; 

“As  one  aspect  of  this  responsibility  the  health 
center  is  urged  to  provide.  Insofar  as  possible,  a 
free  choice  of  medical  service  to  the  patient  it 
serves.” 

The  sentence  as  altered  is  to  read: 

"As  one  aspect  of  this  responsibility  the  health 
center  is  urged  to  provide  a free  choice  of  medical 
service  to  the  patient  it  serves.” 

Also  under  consideration  was  the  suggestion  by 
Dr.  Kenneth  C.  Sawyer — which  was  not  included  in 
the  resolutions  previously  mentioned — that  the  fol- 
lowing new  paragraph  on  free  choice  of  physician  be 
added : 


“Eligible  participants  shall  be  given  the  op- 
portunity, at  the  beginning  of  the  period  of  their 
eligible  participation,  and  at  any  time  thereafter, 
to  elect  to  receive  their  medical  care  from  the 
Health  Center  Staff  and  Facilities  or,  in  lieu  of 
payment  to  the  Health  Center,  assume  the  re- 
sponsibility for  providing  their  own  medical  care.” 
However,  in  view  of  the  fact  that  the  issue  of  free 
choice  of  physician  was  believed  to  be  adequately 
covered  in  the  Guides  and  since  the  question  of  pay- 
ment to  a health  center  by  a beneficiary  is  not  appli- 
cable insofar  as  these  Guides  are  concerned,  the 
Council  does  not  believe  it  is  necessary  to  include 
this  paragraph.  In  reference  to  this  it  should  be 
pointed  out  that  funds  for  the  operation  of  union  and 
management  health  centers  are  the  result  of  collec- 
tive bargaining  agreements  and  do  not  necessarily 
involve  payments  by  members  or  dependents  of  union 
mmbers  for  medical  services  rendered  or  received.  It 
is  the  Council’s  opinion  that  the  inclusion  of  the 
proposed  addition  by  Dr.  Kenneth  C.  Sawyer  would 
involve  matters  not  within  the  province  or  scope  of 
these  Guides. 

RESOLUTION  NO.  7.  SERVICE  MEMBER- 
SHIP: Referred  to  the  Reference  Committee  on 
Amendments  to  the  Constitution  and  Bylaws. 

Whereas,  A basic  principle  of  organized  medicine 
in  America  holds  that  an  applicant’s  qualifications 
for  membership  should  be  evaluated  by  his  local  col- 
leagues and  that,  when  he  is  elected  to  membership 
in  a county  medical  society  he  should  then,  and  then 
only,  become  a member  of  his  state  medical  associa- 
tion and  the  American  Medical  Association;  and 

Whereas,  Direct  Service  Membership  in  the  Ameri- 
can Medical  Association,  designed  to  meet  certain 
necessities  of  career  officers  in  the  Armed  Forces  of 
the  United  States,  has  over  the  years  been  expanded 
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far  beyond  that  original  concept  and  has  reached  the 
point  where  it  now  includes  most  of  the  physicians 
employed  by  the  federal  government  and  removes 
them  from  any  responsibility  to  their  county  and 
state  medical  organizations,  thus  violating  the  basic 
principle  referred  to  above;  and 

Whereas,  This  expansion  has  come  about  largely 
through  piece-meal  amendment  of  the  Constitution 
and  By-Laws  of  our  Association,  some  sections  of 
which  appear  to  conflict  with  each  other  in  matters 
of  choice  between  dues-exempt  Active  Membership 
and  direct  Service  Membership;  and 

Whereas,  Conflicts  or  optional  choices  between 
such  membership  sections  of  the  Constitution  and 
By-Laws  have  recently  been  interpreted  by  the  Board 
of  Trustees  and  the  General  Officers  in  favor  of 
further  expansion  of  Service  Membership;  now  there- 
fore 

Be  It  Resolved:  That  the  House  of  Delegates  re- 
iterates its  adherence  to  the  principle  that  member- 
ship in  this  Association  should  originate  with  mem- 
bership in  a component  county  medical  society,  and 
instructs  the  Council  on  Constitution  and  By-Laws 
to  prepare  the  necessary  amendments  to  return  Serv- 
ice Membership  to  the  original  concept  of  its  appli- 
cability only  to  the  career  officers  of  the  Armed 
Forces  of  the  United  States;  and 

Be  It  Further  Resolved:  That  pending  implemen- 
tation of  these  amendments,  the  Board  of  Trustees 
and  the  General  Officers  are  instructed  to  resolve 
existing  conflicts  within  the  Constitution  and  By- 
Laws  related  to  this  subject  matter  in  favor  of  dues- 
exempt  active  membership  through  component  soci- 
eties and  constituent  associations  rather  than  in 
favor  of  direct  Service  Membership. 

The  A.M.A.  Reference  Committee  on  Consti- 
tution and  By-Laws  reported  as  follows  with  re- 


gard to  the  above  resolution,  the  report  being 
adopted: 

“Your  committee  also  considered  Resolution 
No.  7.  In  view  of  the  complexity  of  this  question 
which  involves  changes  in  the  Constitution  and 
By-Laws  of  the  Association  it  is  the  recommenda- 
tion of  your  committee  that  this  resolution  be 
referred  to  the  Council  on  Constitution  and  By- 
Laws  for  further  study.” 

RESOLUTION  NO.  24— CONFERENCE  WITH 
THIRD  PARTIES.  (Introduced  by  the  Pennsyl- 
vania Delegation  and  Referred  to  the  Reference 
Committee  on  Insurance  and  Medical  Service.  Ap- 
proved by  the  House  on  recommendation  of  that 
committee.) 

Whereas,  There  is  an  ever  increasing  number  of 
third  parties  assuming  the  financial  obligation  of 
providing  medical  and  surgical  care  for  their  respec- 
tive beneficiaries;  and 

Whereas,  This  procedure  has,  in  some  instances, 
disturbed  the  normal  physician-patient  relationship 
and  created,  other  problems  between  the  medical  pro- 
fssion  and  third  parties;  and 

Whereas,  Several  third  parties  have  indicated  their 
willingness  to  solve  mutual  problems  through  dis- 
cussion and  conference,  therefore  be  it 

Re.solved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  instruct  the  appropriate 
committee  or  council  to  engage  in  conferences  with 
third  parties  to  develop  general  principles  and  poli- 
cies which  may  be  applied  to  the  relationship  be- 
tween third  parties  and  members  of  the  medical  pro- 
fession. 


DIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADIUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

Emery  L.  Gray,  General  Manager 


1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075-— Denver  18,  Colorado 


Confidential  Casework  Counseling 
Residential  & Outpatient  Care 

BOOTH  MEMORIAL  HOSPITAL 

for 

UNWED  MOTHERS 
Seclusion,  understanding  and 
complete  medical  care 

Member:  American  Hospital  Ass’n 

P.  O.  Box  38 
Capitol  Hill  Station 

FRemont  7-8835  Denver  6,  Colorado 


100 


Rocky  Mountain  Medical  Journal 


Preliminary  Program 
Midwinter  Clinical  Session 

February  18-21, 1958 

Shirley -Savoy  Hotel,  Denver 

Tuesday,  February  18 — Lincoln  Room 
Morning — Orientation  Course 
8:30 — Welcome  and  Summary  'of  State  Medical 
Society  Policies,  Bernard  T.  Daniels,  M.D.,  Chair- 
man, Finance  Committee,  Board  of  Trustees. 

8:50 — “The  ‘Doubting  Doctor’  and  Organized  Medi- 
cine,” Harvey  T.  Sethman,  Executive  Secretary, 
Colorado  State  Medical  Society. 

9:30 — Question  and  Answer  Period. 

9:35 — “Public  Relations,  So  What!”  John  W.  Pom- 
pelli.  Assistant  Executive  Secretary,  Colorado 
State  Medical  Society. 

9:55 — “Cause  and  Prevention  of  Malpractice  Suits,” 
C.  S.  Bluemel,  M.D.,  Chairman,  Medicolegal  Com- 
mittee. 

10 :35 — Intermission. 

10:50 — “Your  Grievance  Committee,”  J.  L.  Camp- 
bell, M.D.,  formerly  Secretary  to  the  Board  of 
Supervisors. 

11:20 — “Health  Insurance,”  F.  H.  Good,  M.D., 
President,  Colorado  Medical  Service,  and  Mr.  Jack 
Vance,  Executive  Director,  Colorado  Medical 
Service. 

12:00 — Lunch. 


Afternoon 

1:30 — “Investing  in  Your  Future,”  Mr.  Allan 
Richardson,  Division  of  Finance  and  Banking, 
University  of  Denver. 

2:00 — “Wisdom  of  Wills,”  Mr.  Charles  Works,  Pro- 
fessor of  Law,  College  of  Law,  University  of  Den- 
ver. 

2:30 — “Tax  Tips  and  Office  Accounting  Proce- 
dures,” Speaker  to  be  announced. 

3:00 — Question  and  Answer  Period. 

3:45 — Adjourn. 

4:00 — First  Meeting  of  the  House  of  Delegates. 

Wednesday,  February  19 
Morning 

8:00 — Registration  opens  at  Children’s  Hospital 
and  Shirley-Savoy  Hotel. 

9:00-11:30 — Pediatric  Clinic,  Children’s  Hospital. 
Dr.  F.  Howell  Wright,  Dr.  William  E.  Adams, 
Guests,  and  Dr.  Gordon  Meiklejohn,  Professor  of 
Medicine,  University  of  Colorado  School  of  Medi- 
cine, will  discuss  cases  which  will  emphasize 
Pulmonary  Disease  in  early  infancy  and  in  child- 
hood, including  virus  infection. 

12:00 — Box  lunch  at  Children’s  Hospital,  followed 
by  question  and  answer  period. 

Afternoon 

1:30-2:30 — Lincoln  Room,  Shirley-Savoy  Hotel. 
Panel  discussion  arranged  by  the  Rocky  Mountain 
Orthopedic  Association.  Dr.  H.  I.  Barnard,  Denver, 
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Moderator.  “Spiral  Fractures,”  Dr.  James  Johnson, 
Colorado  Springs.  “Transverse  Fractures,”  Dr. 
James  Miles,  Denver.  “Comminuted  Fractures,” 
Dr.  Robert  Gunderson,  Denver.  “Compound 
Fractures,”  Dr.  Harry  Hughes,  Denver.  Additional 
discussants — Dr.  J.  Sims  Norman,  Pueblo;  Dr. 
Samuel  Newman  and  Dr.  Fred  Hartshorn. 
2:30-3:00 — Intermission  to  view  exhibits. 

3:00-3:30 — “Urinary  Incontinence,”  John  C.  Ullery, 
M.D.,  Columbus,  Ohio  (Guest). 

3:30-3:40 — Question  and  Answer  Period. 

3:40-4:10 — “Pulmonary  Emphysema,”  Byron  F. 
Francis,  M.D.,  Seattle  (Guest). 

4:10-4:20 — Question  and  Answer  Period. 

4:20 — Adjourn. 

Evening 

Open  for  social  events. 


Thursday,  February  20 
Morning 

8:00 — Registration  at  both  hotel  and  St.  Luke’s 
Hospital. 

9:00-11:30 — Clinics,  St.  Luke’s  Hospital.  Dr.  Byron 
Francis,  Seattle,  Guest;  Dr.  Allan  Hurst  and  Dr. 
Wendell  P.  Stampfli,  Radiologists  of  St.  Luke’s 
Hospital,  will  discuss  pulmonary  diseases. 

12:00 — Luncheon  at  St.  Luke’s  Hospital,  followed 
by  a Question  and  Answer  Period. 


Afternoon 

1:30-2:30 — Lincoln  Room,  Shirley-Savoy  Hotel. 
Panel  discussion  on  Diseases  of  the  Breast,  ar- 
ranged by  the  Denver  Academy  of  Surgery.  Mod- 
erator: Dr.  David  H.  Watkins.  Panelists:  Dr.  Sam- 
uel B.  Childs,  Surgeon;  Dr.  Robert  W.  Lackey, 
Radiologist;  Dr.  William  H.  Leitch,  Pathologist. 
2:30-3:00 — Intermission  to  view  exhibits. 

3:00-3:30 — “Atelectasis  in  the  Newborn,”  F.  Howell 
Wright,  M.D.,  Chicago  (Guest). 

3:30-3:40 — Question  and  Answer  Period. 

3:40-4:10 — William  E.  Adams,  M.D.,  Chicago 
(Guest  Surgeon).  Subject  to  be  announced  later. 
4:10-4:20 — Question  and  Answer  Period. 

4:20 — Adjourn. 
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6:30 — Social  hour  and  banquet.  Cosmopolitan  Ho- 
tel. 

Friday,  February  21 
Morning 

7:30 — Registration  opens  at  both  Mercy  Hospital 
and  Shirley-Savoy  Hotel. 

8:00 — Mercy  Hospital.  Professional  and  lay  film 
on  Cytology  in  which  method  of  examination  and 
procurement  of  material  and  preparation  of  smears 
are  stressed.  These  films  will  be  discussed  by  Dr. 
Kenneth  Clark  of  the  American  Cancer  Society. 
9:00-ll:30~Tumor  Clinic,  Mercy  Hospital.  Wil- 
liam E.  Adams,  Chicago;  Dr.  Eugene  Hildebrand, 
Pathologist,  Mercy  Hospital;  Dr.  J.  A.  del  Regato, 
Radiologist,  Colorado  Springs. 

12:00 — Luncheon,  Mercy  Hospital,  followed  by 
Question  and  Answer  Period. 

Afternoon 

1:30-2:30 — Shirley-Savoy  Hotel.  Panel  discussion 
of  Thyroid  Disease  arranged  by  the  Colorado 
Society  of  Internal  Medicine.  Moderated  by  Dr. 
Richard  Cullen.  Participants:  An  Internist,  a Ra- 
diologist, a Surgeon  and  a Pathologist. 

2:30-3:00 — Intermission  to  view  exhibits. 

3:00-4:30 — Panel  discussion:  “Pitfalls  in  the  Prac- 
tice of  Medicine.”  Jackson  Sadler,  M.D.,  Ft.  Col- 
lins, Moderator.  Discussants:  John  Ullery,  M.D., 
Byron  Francis,  M.D.,  F.  Howell  Wright,  M.D., 
Wm.  E.  Adams,  M.D. 

4:30 — Adjourn. 
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President  Milligan  resigns — 

C.  C.  Wiley  assumes  office 

As  this  issue  goes  to  press,  the  Colorado  State 
Medical  Society  is  saddened  by  the  illness  of  Dr. 
Gatewood  C.  Milligan  of  Englewood,  who  resigned 
his  Presidency  of  the  Society  because  of  the  pre- 
diction of  his  personal  physicians  that  he  would 
be  incapacitated  for  several 
months.  He  had  been  in- 
stalled as  President  only 
late  last  September  at  the 
Society’s  Annual  Session  in 
Denver. 

His  letter  of  resignation 
was  dated  December  28,  fol- 
lowing a week  of  examina- 
tions, conferences  with  other 
Society  officers,  and  prep- 
arations for  having  his  part- 
ners and  other  office  associ- 
ates take  over  his  heavy 
general  practice.  He  entered 
the  Swedish  National  Hospital  as  a patient  on  De- 
cember 27. 

Dr.  Clare  C.  Wiley  of  Longmont,  Vice  President 
of  the  Society  since  last  September’s  Annual  Ses- 
sion, became  President  automatically.  Under  the 
Society’s  Constitutional  provisions  for  succession, 
the  Board  of  Trustees  will  elect  a new  Vice  Presi- 
dent for  Dr.  Wiley’s  unexpired  term  at  the  next 
regular  meeting  of  the  Board,  scheduled  for  Janu- 


ary 11.  The  term  of  Dr.  John  I.  Zarit  of  Denver, 
President-elect,  is  not  affected,  and  he  will  be 
installed  as  President  next  September  at  the  An- 
nual Session. 

At  Dr.  Milligan’s  request,  the  facts  of  his  illness 
were  kept  confidential  within  the  membership  of 
the  Board  of  Trustees  of  the  Society  for  a week 
while  a more  careful  study  of  his  personal  condi- 
tion was  being  made  and  while  he  made  his  deci- 
sion as  to  whether  to  resign. 

When  he  decided  upon  resignation  he  sent  the 
following  letter  to  the  Board  of  Trustees  of  the 
Society: 

Dear  Fellow  Members: 

It  is  with  a deep  sense  of  regret  indeed  that  I feel 
I must  submit  my  resignation  from  the  office  of 
President  of  the  Colorado  State  Medical  Society. 

You  know  by  this  time  that  I shall  be  completely 
incapacitated  for  several  months  and  then  partially 
incapacitated  for  several  more. 

After  discussing  the  problem  with  several  person.s 
and  weighing  the  possible  solutions  both  for  the 
good  of  the  Society  and  from  my  own  personal 
situation,  resignation  seems  to  be  the  better  course. 

My  deep  regret  stems  from  my  inability  to 
finish  a job  accepted,  but  I believe  it  better  to  turn 
the  remainder  of  the  job  over  entirely  rather  than 
to  hold  on  and  to  be  able  to  devote  only  partial 
effort  to  it. 

- As  capacity  returns,  I shall  be  very  happy  to 
assist  with  any  information  or  ideas  that  I may 
have.  Thank  you  all  for  the  many  kindnesses, 
and  until  we  meet  again 

Tours  very  sincerelv, 

Gatewood  C.  Milligan,  M.D. 

At  the  very  time  this  letter  was  received,  sev- 
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The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session 
February  18-21,  1958,  Denver 

OFFICERS — lOo'-lBSS — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  195f>  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarlt,  Denver. 

Vice  President:  (vacancy  to  be  filled  Jan.  11,  1953) 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years);  District  No.  1:  L.  R. 
Safarik,  Denver,  1960;  District  No.  2:  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  GlUaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6:  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8:  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9: 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell.  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta.  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1953;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  IMedical  Association  (two  calendar 
years):  Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 
Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate;  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-La w, 
Denver. 

Montana  Medical  Association 

Interim  Session 

March  28-29,  1958,  Helena 

OFFICERS — 19.57-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President;  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings;  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula;  Geor.ge  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association:  Raymond  F.  Peter- 
son, Butte;  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary;  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 

The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958, 

Salt  Lake  City 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1953  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  Leslie  B.  White,  Salt  Lake  Cits'. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

Honorary  President:  Frank  Ray  King, 

Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 


Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal;  R.  P.  Middleton,  Salt  Lake  City. 

Councilors;  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 
L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

New  Mexico  Medical  Society 

OFFICERS — 1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  Samuel  R.  Ziegler,  Espanola. 

President-Elect:  James  C.  Sedgwick,  Las  Cruces. 

Vice  President:  Lewis  M.  Overton,  Albuquerque. 
Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  302  First  Na- 
tional Bank  Building,  Albuquerque;  telephone  2-2102. 
Immediate  Past  President:  Stuart  W.  Adler,  Albuquerque. 
Councilors  (three  years):  W.  O.  Connor,  Jr.,  Albuquerque, 
1953;  L.  L.  Daviet,  Las  Cruces,  1953;  Aaron  Margulis,  Santa 
Fe.  1959;  Junius  A.  Evans,  Las  Vegas,  1959;  Gerald  Slusser, 
Artesia,  1960;  George  Prothro,  Clovis,  1960;  Wendell  Peacock, 
Farmington,  1960. 

Delegate  to  American  Medical  Association  (two  years):  H.  L. 
January,  Albuquerque,  1958;  Alternate:  Earl  L.  Malone,  Ros- 
well, 1958. 

Grievance  Committee:  Louis  Levin,  Belen,  Chairman,  1958; 
Jack  Dillahunt,  Albuquerque,  Secretary-Treasurer,  1958;  A.  D. 
Maddox,  Las  Cruces,  1958;  G.  A.  Slusser,  Artesia,  1958;  William 
Hossley,  Deming,  1960,  Pierre  Salmon,  Roswell,  1960;  Alfred 
Jensen,  Hobbs,  1959;  J.ames  McCrory,  Santa  Fe,  1959;  William 
Natoli,  Los  Alamos,  1958, 

New  Mexico  Physicians  Service:  Wendell  Peacock,  Farming- 
ton,  President.  1953:  H.  M.  Mortimer,  Las  Vegas,  1960;  R.  P. 
Beaudette,  Raton,  1958;  R.  V.  Seligman,  Albuquerque,  1958; 
Omar  Legant,  Albuquerque,  1958;  Allan  Haynes,  Clovis,  1959; 
W.  L.  Minton,  Lovington,  i95S:  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
Angus  McKinnon,  Albuquerque,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960:  John  Abrums, 
Albuquerque,  1960;  Executive  Director,  Mr.  L.  J.  LaGrave, 
212  Insurance  Building,  Albuquerque,  CHapel  3-3188;  O.  C. 
Taylor,  Jr.,  1959. 

The  Wyoming  State  Medieal  Society 

Annual  Session  June  11-14,  1958, 

Jackson  Lake  Lodge,  Moran 

OFFICERS — 1957-19.58 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  lor  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  H.  B.  Anderson,  Casper. 

President-Elect:  L.  Harmon  Wilmoth,  Lander. 

Vice  President:  Benjamin  Gitlitz,  Thermopolis. 

Secretary:  Francis  A.  Barrett,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AM  A:  A.  T.  Sudman,  Green  River. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper:  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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eral  members  of  the  Board  of  Trustees  learned 
to  their  dismay  that  news  of  Dr.  Milligan’s  illness 
had  already  “leaked”  from  some  source  of  infor- 
mation to  the  extent  that  it  was  the  subject  of 
gossip — and  not  entirely  accurate  gossip  either — 
in  two  or  more  hospital  dressing  rooms.  In  the  face 
of  the  known  gossip,  it  was  determined  to  avoid 
even  so  much  as  another  half-day  in  making  a 
public  announcement. 

A general  press  release  was  therefore  issued 
Saturday  afternoon,  December  28,  and  appeared  in 
Sunday  newspapers  generally  over  the  state,  to- 
gether with  announcements  by  radio  and  tele- 
vision news  broadcasts. 

In  addition  to  the  above  letter  of  resignation, 

J^ewton 

Optical  Qompany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309-16th  Street  Denver 


P.  A.  F.  ^ 

(Pulvis  Antisepticus  Fortior) 

Improved  Douche  Powder 

FORTIFIED — with  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae. 

HIGH  SURFACE  ACTIVITY— Aids  in 
destruction  and  dissolution  of  abnor- 
mal bacteria  and  organisms  such  as 
Trichomonas  and  fungus. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 

Mfg.  by  C.  M.  CASE  LAB., 

San  Diego,  Calif. 


Dr.  Milligan  and  Dr.  Wiley  each  wrote  a special 
message  for  “Colorado  Medicine”,  the  Society’s 
monthly  membership  newsletter. 

For  those  who  do  not  yet  know  him  well,  a 
few  facts  about  President  Wiley  might  be  in  order 
at  this  time: 

Clare  Cottrell  Wiley*  was  born  in  Imperial, 
Nebraska,  August  12,  1916.  He  graduated  from 
high  school  in  the  same  town.  He  attended  the 
University  of  Nebraska  and  received  his  Bachelor’s 
degree  in  1937.  He  graduated  from  the  University 
of  Nebraska  College  of  Medicine  with  the  M.D. 
degree  in  1941.  Upon  completion  of  his  internship 
as  Long  Island  College  Hospital  in  Brooklyn  in 
July,  1942,  he  entered  the  U.  S.  Naval  Reserve  and 
served  on  Active  Duty  until  1946.  He  spent  two 
years  overseas  with  the  Marine  Corps  and  the  en- 
suing two  years  at  the  U.  S.  Naval  Training  Sta- 
tion in  Miami,  Florida.  He  was  discharged  from 
service  with  the  rank  of  Lt.  Commander.  He  moved 
to  Longmont  immediately  after  his  release  from 
the  Navy  and  has  been  practicing  there  since  that 
time  as  one  of  the  partners  in  the  Longmont  Hos- 
pital and  Clinic.  He  specializes  in  Pediatrics  but 
does  not  completely  limit  his  practice.  He  is  mar- 
ried and  has  three  children,  two  sons,  8 and  16,  and 
a daughter,  12.  He  is  active  in  the  local  Masonic 
and  Elks  lodges  and  in  the  American  Legion  and 
Veterans  of  Foreign  Wars. 


*See  photo,  page  79. 
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Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 
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OMAHA  3L  NEBRASKA 

Since  1902 
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WANT  ADS 


EXCELLENT  opportunity  for  ophthalmologist  In  New 
Mexico.  Maximum  income  and  surgery  opportunities 
in  medium  size  city  with  excellent  climate.  Write  Box 
No.  11-3,  Rocky  Mountain  Medical  Journal,  835  Repub- 
lic Building,  Denver  2,  Colorado. 


GENERAL  SURGEON  desires  association  in  Rocky 
Mountain  States.  Will  do  general  practice.  Available 
immediately.  Aged  34.  Currently  holding  licenses  in 
Colorado,  California  and  Hawaii.  Write  2085  South 
Josephine  Street,  Denver  10,  or  call  SPruce  7-0648. 


EXCELLENT  CLINIC  location  progressing  rapidly 
into  medical  district.  % acre  S.E.  corner  Federal 
and  Yale,  302  feet  deep,  67%  foot  frontage  on  Federal. 
$13,500  by  owner.  Mrs.  Marie  Mozelle  Witham,  6060 
Fairfield  Place,  Littleton.  PYramid  4-3450  mornings 
until  9,  evenings  after  5.  12-1-3 


RELIABLE  DRUGGISTS 


Patronize  Denver’s 
Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LTBIIV’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  CLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


EXCELLENT  PARTNERSHIP  OPPORTUNITY  for  a 
general  practitioner  to  assume  practice  of  retiring 
member  of  6-man  group,  located  in  Nebraska  college 
town  of  15,000.  Extremely  prosperous  agricultural 
area,  plus  steadily  expanding  industrial  development. 
Reply  Box  12-2,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2,  Colorado. 


BOARD  CERTIFIED  Orthopedic  Surgeon  looking  for 
physician  who  has  just  finished  his  internship  and 
would  be  interested  in  working  as  his  assistant  for 
one  year  in  Colorado.  Please  write  Box  6-1  TF,  835 
Republic  Building,  Denver  2,  Colorado. 


MEDICO-DENTAL  BLDG.,  Denver.  Space  tor  group 
or  individual.  On  Colfax  bus  line,  two  blocks  east 
of  Capitol  Bldg.  Includes  parking  and  elevator  serv- 
ice. Will  remodel.  Excellent  lease,  reasonable  rent. 
Ambrose-Williams,  1740  Broadway,  AComa  2-4701. 

10-3 


NEW  MEXICO — General  practice  for  sale  in  a medical 
building  in  Albuquerque,  New  Mexico.  Office  com- 
pletely equipped,  take  over  lease;  terms;  moving  to 
rural  practice,  Conrad  Pavlock,  M.D.,  106  Girard. 

S.E.,  Albuquerque,  New  Mexico.  12-3 


OFFICE  SPACE  for  General  Practitioner  adjoining 
office  occupied  by  established  M.D.  Extra  equip- 
ment and  furnishings  available  if  desired.  Write 
J.W.G.,  122  West  26th,  Cheyenne,  Wyoming.  10-1 


IDEAL  SPACE  for  doctors  in  Golden,  Colorado,  on 
Main  Street,  ground  level,  1400  sq.  ft.;  good  lease, 
reasonable  rent.  Call  or  write  Robert  L.  Wier,  1950 
Glen  Ayr  Drive,  Denver  15,  Colorado.  BElmont  3-4024. 

113-3 


DOCTORS'  looking  for  ideal  location?  Space  for  2 or  3 
doctors.  Will  build  to  suit.  Located  in  the  heart  of 
Wheat  Ridge,  Colo.  Corner  W.  44th  Ave.  and  Yarrow. 
Reasonable  rent.  Five  and  ten  year  lease  with  option 
to  renew.  Large  paved  parking  lot.  Established  drug- 
store and  dentist  located  in  same  lot.  Fritz  L.  Siegrist, 
4430  Yarrow,  Wheat  Ridge,  Colorado.  HArrison  4-5319. 

112-3 


GENERAL  PRACTITIONER  with  5 years’  practice 
and  major  interest  in  obstetrics.  Prefer,  though 
not  essential,  A.A.G.P.  member  and  L.D.S.  Church 
affiliation.  AYrite  direct  to  P.O.  Box  569,  Fullerton, 
Calif.  11-3 


FOR  MEDICAL  MEN 

becomes  available  from  time  to  time  in 
Denver's  exclusive  Medical  Building  . . . The 
Republic  Building.  For  details,  call  or  write 
the  building  manager: 

KE  4-5271 

THE  REPUBLIC  BUILDING  CORP. 

1624  Tremont  Place  • Denver,  Colorado 


H-O-W-D-Y 

Registered  Trade  Mark 

^ BOB  S PLACE 

’ A Bob  Caf  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Trade  Ml 

Cow  Town,  Colo. 
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DRINK 


The  purity,  the 
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OPHTHALMIC  OIL 

SUSPENSION  155 


no  sting 

no  smear 

no  cross 
contamination 


...Just  drop  on  eye ...  spreads  in  a wink!  Provides  unsur- 
passed antibiotic  efficacy  in  a wide  range  of  common  eye 
infections ...  dependable  prophylaxis  following  removal  of 
foreign  bodies  and  treatment  of  minor  eye  injuries. 

SUPPLIED:  4 cc.  plastic  squeeze,  dropper  bottle  containing 
Achromycin  Tetracycline  HCi  (1%)  10.0  mg.,  per  cc.,  sus- 
pended in  sesame  oil  . . . retains  full  potency  for  2 years 
without  refrigeration. 

*Reg.  U.  S.  PaL  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Cancer  of  the  thyroid 
Test  your  tax  I.Q.,  doctor 
Importance  of  cancer  research  ? 
Intrathoracic  tumors 


Medical  evaluation  of  executives 

S' 

Volume  55  * Number  2 


istory  of  medical  education  in  Colorado 
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ESTABLISHED 


COMBATS  MOST  OLIHIOALLY  IMPORTANT  PATHOOENS 

In  a recent  report  of  five  years’  experience  involving  2,142  patients, 
the  authors  conclude  that  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  a valuable  and  effective  antibiotic  in  the  treatment 
of  various  acute  infectious  diseases.^ 

Other  current  reports  of  in  vivo  and  in  vitro  studies  agree  that 
CHLOROMYCETIN  has  maintained  its  effectiveness  very  well 
against  both  gram-negative^'®  and  gram-positive^’®'^®  organisms. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
or  intermittent  therapy. 


REFERENCES  (1)  Woolington,  S.  S.;  Adler,  S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & Marti- 
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(2)  Ditmore,  D.  C.,  & Lind,  H.  E.:  Am.  J.  Gastroenterol.  28:378,  1957.  (3)  Hasenclever,  H.  E: 
J.  Iowa  M.  Soc.  47:136,  1957.  (4)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957. 
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tN  VITRO  SENSITIVITY  OF  MIXED  PATHOOENS  TO  CHLOROMYCETIN 
AND  4 OTHER  WIDELY  USED  ANTIBIOTICS* 


t 


CHLOROMYCETIN  88% 


t 


! 


i 


ANTIBIOTIC  A 76% 


1 


ANTIBIOTIC  B 62% 


ANTIBIOTIC  C 56% 


~i  I ANTIBIOTIC  0 53% 

20  40  60  80  100 


*Adapted  from  Ditmore  and  Lind.®  Organisms  tested  were  isolated  from  stools  of  48  patients. 
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''Since  we  put  him  on  NEOHYDRIN  he's  tieen 
able  to  stay  on  the  job  without  interruption/ 

oral 

organomercurial  NEOHYDHIN* 

BRAND  OF  CHLORMERODRIN 
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a Major  Breakthrough 
in  EDEMA- 
in  HYPERTENSION 


(CHLOROTHIAZIDE) 


EDEMA— 'DIURIL'  is  an  entirely  new,  orally  effec- 
tive, nonmercurial  diuretic— classed  as  the  most 
potent  and  most  consistently  effective  oral  agent  avail- 
able—with  activity  equivalent  to  that  of  the  parenteral 
mercurials.  It  has  no  known  contraindications. 

Indications:  Any  indication  for  diuresis  is  an  indica- 
tion for  'DIURIL'. 

Dosage:  One  or  two  500  mg.  tablets  of  'DIURIL'  once 
or  twice  a day. 

HYPERTENSION— 'DIURIL'  improves  and  sim- 
plifies the  management  of  hypertension : it  potentiates 
the  action  of  antihypertensive  agents  and  often 
reduces  dosage  requirements  for  such  agents  below 
the  level  of  distressing  side  effects. 

Indications:  Hypertension  of  any  degree  of  severity. 

Dosage:  One  250  mg.  tablet  'DIURIL'  two  times 
daily  to  one  500  mg.  tablet  'DIURIL'  three  times  daily. 

Supplied:  250  mg.  and  500  mg.  scored  tablets 
'DIURIL'  (Chlorothiazide),  bottles  of  100  and  1,000. 

'DIURIL'  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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of  infant  feeding 

Standard  formulas  for  NEWBORNS 

Breast  feeding  is  the  procedure  of  choice  for 
the  newborn.  But  it  may  need  to  be  comple- 
mented with  standard  formulas  given  here. 

The  first  feeding,  12  hours  after  birth,  consists 
of  a prelacteal  solution  of  5%  Karo  Syrup,  one 
or  two  ounces,  repeated  at  two-hour  intervals. 
Breast  feeding  is  started  on  the  second  day  for 
five-minute  intervals  and  the  prelacteal  feed- 
ing continued  immediately  thereafter  and 
between  nursings. 

Formula  feeding  is  given  on  the  second  day  if 
breast  feeding  is  denied.  The  small  infant 
prefers  the  three-hour  schedule  and  the  large 
infant  the  four-hour  schedule. 

The  initial  formula  is  a low-caloric  milk  mix- 
ture, gradually  increased  in  concentration 
over  several  day  intervals  according  to  toler- 
ance. Standard  formulas  for  whole  cow’s  milk 
or  evaporated  milk  modified  with  diluted 
Karo  Syrup  as  shown  here,  constitute  the 
dietary  regimen  for  well  newborns. 

First  formulas  for  newborns, 

concentrated  according  to  tolerance 
Evaporated  Mi!k  Formulas:  3 oz.  q 4h  x 6 feedings 

FORMULA  I FORMULA  II  FORMULA  III 

12.5  cals./oz.  16  cals./oz.  20  cais./oz. 

Evap.  Milk  . . 4 oz.  6 oz.  6 oi. 

Water 14  oz.  13  oz.  12  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz  1 oz 


Whole  Cow’s  Milk  Formulas;  3 1/2  oz  q 4h  x 6 feedings 
FORMULA  I FORMULA  II  FORMULA  III 

11  cals./oz  11.5  cals./oz  13.5  cals./oz. 

Whole  Milk  . . 8 oz.  9 oz  10  oz. 

Water  .....  IS  oz.  11  oz.  10  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz.  1 oz. 


ADVANTAGES  OF  KARO  IN  INFANT  FEEDING 

Composition:  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  digestion. 

ConccntrO/tion:  volume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Pwrity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Medical  Division 

CORN  PROOyCTS  REFINING  COMPANY 
1 1'  Battery  Place,  New  York  4,  N.  Y. 
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Alseroxylon  less  toxic  than  reserpine 
“...alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  ^ratifyin^ 

rauwolfia  response 

virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

otseroxylon  1 mg.  and  atkavervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

•alseroxylon  1 mg.  ond  hexomethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 
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breaks  up  cough 


• Drawing  shows  how  3 -pronged 
attack  of  Pyrihenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  histamine-induced  congestion  and  irritation 
throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Pyrihenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Pyrihenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 
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NOW...A  NEW  TREATMENT 


CARDILATE 


‘Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris.  Circulation  (Jan.)  1958. 


* ‘Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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NOW- FROM  ABBOTT  LABORATORIES 


AN  ANTIBIOTIC  TRIAD 
-FOR  THE  CONTROL  OF 
ALL  COCCAL  INFECTIONS 


against  staph-, 
strep-  and 
pneumococci 


Indications 

ERYTHROCiN  is  indicated  in  treat- 
ing infections  caused  by  staphy- 
lococci, streptococci  (including 
enterococci),  and  pneumococci. 
Indicated  also,  in  treating  infec- 
tions that  have  become  resistant 
to  other  antibiotics.  May  be  used 
for  patients  who  are  allergic  to 
penicillin  or  other  antibacterials. 

Dosage 

Usually  administered  in  a total 
daily  dose  of  1 to  2 Gm.,  depending 
on  severity  of  infection.  Suggested 
dose  is  250  mg.  every  six  hours; 
for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours. 

Supplied 

In  bottles  of  25  and  100  Filmtabs 
( 100  and  250  mg. ) . Also,  in  tasty, 
cinnamon-flavored  oral  suspen- 
sion, in  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 


®Filmtab— Film -sealed  tablets,  Abbott;  pat.  applied  for. 


REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 


Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  ERYTHROCIN  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  0 i, 

severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension. 
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Compocillin-V 


for  those 

penicillin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCILLIN-V  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 


602071 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc. 


16 


14 


12 


10 


8 


6 


4 


2 
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Filmtab  Compocillin-V 
(Potassium  Penicillin  V,  Abbott) 


Uncoated  Potassium  Penicillin  V 


Buffered  Potassium  Penicillin  G 


Doses  of  400.000  units  were  administered  before 
mealtime  to  40  subjects  involved  in  this  study. 


nts  a comparison  of  ijfee  blood  levels  of 
WIN-V  (Potassium  Penicillin  V,  Abbott) 
assium  penicillin  V,  ^nd  with  buffered 


The  chart  repB 

FILMTAB  COMPO 
with  uncoated 


potassium  penicillin  G.  Bar  heights  sfeow  ranges,  while 


edians.  Note  the  higS  ranges  and  aver- 


crossbars  show 


s of  FILMTAB  i09MPOClLLlN-V  at  % hpttr,  and  at  1 hour 


Hours  Vz 


1 


2 


4 


Now,  with  Filmtab  compocillin-V,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-V  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  compocillin-v  comes  in  a tasty,  banana-flavored 
suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months. 
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Indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 
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A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


SPONTIN  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  ( and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  coccal  infections. 

Essentially,  SPONTIN  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  SPONTIN  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5 % dextrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include : 

1 successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  — no  natural  resistance  to  spontin  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rai'e  --  and  extremely  diffi- 
cult to  induce 


4  bactericidal  action  at  effective  therapeutic  dosages. 
spontin  is  truly  a lifesaving  antibiotic.  It  could  save  the  life 
of  one  of  your  patients  — does  your  hospital  have  it  stocked? 
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Your  big  risk  when  buying 

examining  room  furniture 


Ask  any  experienced  Doctor.  He 
will  tell  you  that  the  big  hazard  in 
furnishing  your  first  office  is  short- 
sightedness. You  can  always  buy 
examining  room  furniture  at  “big- 
saving” prices,  and  it’s  often  tempt- 
ing. But  how  wise,  and  economical, 
is  such  a purchase? 

How  you  equip  your  first  office  will 
have  considerable  effect  on  your  prac- 
tice for  years  to  come.  Smooth- 


working, properly  designed  examining 
room  equipment,  that  can  give  you 
years  of  dependable  service,  is  the 
only  really  economical  purchase.  Small 
wonder  it’s  the  experienced  Doctor 
who  says  only  the  best  is  good  enough 
for  a professional  career.  Can  it  be  a 
coincidence  that  year  after  year  the 
first  choice  of  the  vast  majority  of 
Doctors  is  Hamilton? 


outstanding  professional  furniture  for  the  doctor's  office 


GEO.  BERBER!  & SONS.  INC 

1717  Logan  St.,  Denver  3,  Colorado- — Telephone  AL.  5-0408 


Will  be  looking  forward  to  seeing  you  at  our  Booth  (Number  1 and  2)  during  the  coming 
Midwinter  Clinical  Session,  February  18th  through  the  21st. 
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In  a recent  controlled  study,*  Phenaphen  ^1^ 
was  found  more  effective  than  a standard  aspirin 
phenacetin-caffeine  formula  for  relief  of 
moderate  to  severe  pain  . . . with  total  freedom 
from  side  effects  and  from  any  tendency 
to  induce  drowsiness. 


♦Murray,  R.  J.:  N.  Y.  State  Jl.  Med.  53:1867,  1953. 


Each  PHENAPHEN  capsule  contains 

Acetylsalicylic  Acid  (2%  gr.) 

Phenacetin  (3  gr.) 

Phenobarbital  (%  &r-)  . . . - 
Hyoscyamine  Sulfate  . . . . . 


162  mg. 
194  mg. 
16.2  mg. 
0.031  mg. 


Also  available  — 

PHENAPHEN  with  CODEINE  PHOSPHATE  V4  GR. 

Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE  Vz  GR. 

Phenaphen  No.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE  1 GR. 

Phenaphen  No.  4 


Ethical  Pharmaceuticals  of  Merit  since  1878 


with  a standard 
APC  formula*. . . 


relief  in  minutes . . lasts  ter  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.’’ 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  P.:  Arch.  Otolaryng.  59:48-63  (Jan.)  1954. 

Each  double-dose  “timed-release”  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  *‘timed-release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  **around-the-clocId* 
freedom  from  congestion  on 
just  three  tablets  a day 


disintogrates  to  give  3 to  4 
more  hours  of  relief 


i4Iso  available:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


timed-release” 

tablets 


running  noses . . 


SMITH-DORSEY  • a division  of  The  Wander  Company  • 


and  open  stuffed  noses  orally 


Uncoin,  Nebraska  • Peterborough,  Canada 
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relaxes 

both 

mind 


muscle 

without 
impairing 
mental 
or  physical 
efficiency 


nontoxic  / no  blood  dyscrasias,  liver  toxicity, 
Parkinson-like  syndrome  or  nasal  stuffiness 
well  suited  for  prolonged  therapy 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

For  anxiety,  tension  and  muscle 
spasm  in  everyday  practice. 

Milt  own 

tranquilizer  with  muscle-relaxant  action 

2- methyt-2-ii- propyl- 1,3-propanedio!  dicarbamate 


A 

THE  ORIGINAL  MEPROBAMATE 

A 

DISCOVERED  & INTRODUCED  BY 

WALLACE  LABORATORIES 

NEW  BRUNSWICK,  NEW  JERSEY 

CM-6058 


AN 


[MPOBTANT 


ADVAirCE  m 


Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


Two-dimensional 

treatment 


SUPPLIED  : Bottles  of  60  tablets. 
Each  tablet  contains : 


MILTOWN®  (meprobamate,  Wallace) 400  mg. 

2-methyl-2-n»propyl-l,3*propanediol  dicarbamate. 

U.  S.  Patent  No.  2,724,720. 

Conjugated  Estrogens  (equine)  0.4  mg. 

Licensed  under  U.  S.  Patent  No.  2,429,398. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 


“Milprem” 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  A Proven  Estrogen 

^VaLLACE  laboratories,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown,  the  original  meprobamate. 


multi -henef its  of 

IPO-HEPIN'  200 

sodium  heparin  U.  S.  P.  aqueous 


Chicago 

New  York 

Philadelphia 

Los  Angeles 


^Registered  Trade  Mark 


Main  Office:  8240  Santa  Monica  Boulevard. 


protect 
these  vital 
areas 
in  acute 
thrombo- 
embolic 
episodes 


Los  Angeles  46,  California 
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USE 

POLYSPORIN- 


brand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


to  ifuKOd  hmut'/DbeSmc 
lA 


For  topical  use:  in  V^  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


Tuckahoe,  N.  Y, 
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Some  doctors  have  questioned  the  use  of  tranquilizers  in  children.  They  feel,  and 
rightly  so,  that  these  drugs  should  not  be  used  as  palliatives  to  mask  distressing 
symptoms,  while  etiological  factors  go  uncorrected.  But  there  are  three  situations  in 
which  even  the  most  conservative  physician  would  not  hesitate  to  use  tranquilizers: 

1.  When  the  usually  well-adjusted  child  needs  a buffer  against  temporary  emo- 
tional stress,  such  as  hospitalization. 

2.  When  a child  needs  relief  from  an  anxiety-reaction  that  is  in  turn  anxiety- 
provoking,  so  as  to  pave  the  way  for  basic  therapy. 

3.  When  anxiety  underlies  or  complicates  somatic  disease,  as  in  asthma. 

In  such  situations,  tranquilizers  are  likely  to  be  more  effective  and  better  tolerated 
than  previously  accepted  therapy,  such  as  barbiturates. 

But  the  question  arises:  which  tranquilizer  is  suitable  for  children? 

Most  of  the  physicians  now  using  tranquilizers  in  pediatric  practice  have  found  the 
answer  to  be  ATARAX,  confirming  the  conclusions  of  repeated  clinical  studies. 

ATARAX  is  effective  in  a wide  range  of  pediatric  indications. 

ATARAX  has  produced  a “striking  response"  in  a wide  range  of  hyperemotive  states.* 
In  a study  of  126  children,  “the  calming  effect  of  hydroxyzine  (ATARAX)  was 
remarkable”  in  90%.*  Among  the  conditions  that  are  improved  with  ATARAX  are 
tics,  nervous  vomiting,  stuttering,  temper  tantrums,  disciplinary  problems,  crying 
spasms,  nightmares,  incontinence,  hyperkinesia,  etc.* 

ATARAX  is  well  tolerated  even  by  children. 

“ATARAX  appears  to  be  the  safest  of  the  mild  tranquilizers.  Troublesome  side 
effects  have  not  been  reported. . . ."* 

ATARAX  offers  two  pediatric  dosage  forms. 

ATARAX  Syrup  is  especially  designed  for  acceptability  by  medicine-shy  youngsters. 
A small  10  mg.  tablet  is  also  available.  In  either  case,  you  will  get  a rapid,  uncom- 
plicated response.  Why  not,  for  the  next  four  weeks,  prescribe  ATARAX  for  your 
hyperemotive  pediatric  patients.  See  whether  you,  too,  don’t  find  it  eminently 
suitable. 

♦Documentation  on  request 


pe>!ice  OF  MIND  ;it;ir;ix' 


in  any 
hyperemotive 
state 

fOr  childhood  behavior  disorder 

10  mg.  tablets-3-6  years,  one  tab- 
let t.i.d.j  over  6 years,  two  tablets 
t.I.d.  Syrup”-3>6  years,  one  tsp. 
t.i.d.i  over  6 years,  two  tsp.  t.i.d. 


Medical  Director 


for  adult  tension  and  anxiety 

25  mg.  tablets— one  tablet  q.i.d. 
Syrup-one  tbsp.  q.i.d. 

for  severe  emotional  disturbanees 

100  mg.  tablets— one  tablet  ti.d. 

for  adult  psychiatric  and  emohehai 
emergencies 

Parenteral  Solution— 25-50  mg. 
(1-2  cc.)  intramusculariy,  3-4 
times  dally,  at  4-hciur  intervals. 
Dosage  for  children  under  12  not 

established. 

Supplied:  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 


(eRAND  OF  hydroxyzine) 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 


there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prima 
■ secondary  fibrositis 

early  rheumatoid  a 


4^^ 


I** 


JK. 





more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid* . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate®”®  brings  rapid  pain 
relief;  aids  restoration  of  function  . , . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  fyfl- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'**  . . . reduces  possibility  of  residua! 
injury , . . simple,  flexible  dosage  schedule 

THERAPY  SHOULD  BE  moiVJOUALIZEO 
acute  C0nditioins:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 

subacute  or  chronic  conditions!  tnitiaify  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  mirjimorn  effective  maintenance  level.  For  bast 
results  administer  after  meats  and  at  bedtime. 

precautidns!  Because  sismasen  contains  prednisone,  the 
same  precautions  and  contraindications,  observed  with  this 
steroid  apply  also  to  the  use  of  steMAOEM. 


in 

any 
case 
calls  for 


tablets 


Composition 

McricoiiTEN®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  sigmaqen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies.  T.  D.,  et  at.:  J.A.M.A.  159:645. 
1955.  2.  Spies,  T.  D..  et  al.:  Postgrad.  Med.  17:1.  1955. 
3.  Gelti,  G..  and  Della  Santa.  U.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra.  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse.  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion.  Ohio  State  M.  J.  52:1037. 1956. 


for  total  management 
of  your  hypertensive 
patients  rely  upon 


help  reduce 
the  pressures 
IN  your 
patients 


help  reduce 
the  pressures 
ON  your 
patients 


Seiuibb  Whole  Root  Rauwolfia  Serpentina 


Raudixin  provides  gradual,  sustained  lowering  of 
blood  pressure  in  hypertensive  patients,  as  well  as 
a mild  bradycardia.  Hence,  the  work  load  of  the 
heart  is  reduced. 

, . often  preferred  to  reserpine  in  private 
practice  because  of  the  additional  activity 
of  the  whole  root.” 


Tranquilizing  Raudixin  helps  relax  the  anxious 
hypertensive  patient  so  that  he  is  better  able  to 
cope  with  external  pressures  without  being  over- 
whelmed by  them.  By  reducing  these  anxieties  and 
tensions,  Raudixin  helps  break  the  mental  tension 
—hypertension  cycle. 

Dosage:  Two  100  mg.  tablets  once  daily;  may  be  adjusted 
within  range  of  50  to  300  mg.  Supply:  50  and  100  mg.  tablets. 
Bottles  of  100, 1000  and  5000. 


'KAUCnttN'*  IS  A SQUIB8  TRAOeMARK 


Corrin,  K.  M.:  Am.  Pract.  & Dig.  Treatment  8:721  (May)  1957. 


Squibb 


Squibb  Quality~the  Priceless  Ingredient 
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Pablum  High  Protein  Cereal  was 
created  to  help  meet  baby’s  protein 
needs  during  the  first  year  of  growth. 
It  is  35%  protein,  a level  much  higher 
than  in  many  foods  known  for  high 
protein  content.  It  satisfies  baby’s 
hunger  for  longer  periods  of  time  — 


longer  night  periods.  Babies  also  relish 
Pablum  Mixed  Cereal,  Rice  Cereal, 
Barley  Cereal  and  Oatmeal  . . . 

the  baby  cereals  made  to  pharma- 
ceutical standards  of  quality  — espe- 
cially processed  for  extra  smoothness 
and  lasting  freshness. 


PaMwn/fWuetl 


DIVISION  OF  MEAD  JOHNSON  & CO..  EVANSVILLE.  INDIANA 


MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PRODUCTS. 
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wine 

in  Cardiology? 

IT^Or  generations  without  number  wine 
■*-  has  been  extolled  as  an  "effective  stim- 
ulant” and,  therefore,  valuable  aid  to  treat- 
ment in  various  types  of  cardiovascular 
disease.  It  was  this  peculiar  property,  no 
doubt,  which  prompted  the  poet,  Salerno, 
some  800  years  ago  to  write  — "Sound  wine 
revives  in  age  the  heart  of  youth.” 

Now,  as  a result  of  modern  research,  we  are 
obtaining  concrete  evidence  of  the  favor- 
able physiologic  action  of  wine  to  lend  sup- 
port to  the  empiricism  of  ancient  usage. 

Both  brandy  and  wine  in  moderate  quanti- 
ties have  been  found  to  substantially  in- 
crease the  pulse  rate  and  step  up  the  stroke 
volume  of  the  heart. 

ine  has  been  found  to  aid  drug  therapy  in 


relieving  the  pain  of  angina  pectoris  and 
obliterative  vascular  disease. 


Moreover,  aside  from  the  purely  hypoten- 
sive actions  of  wine,  its  unquestionable 
euphoric  effects  help  counter  the  depres- 
sion, apprehension  and  anxiety  so  fre- 
quently present  in  sufferers  from  heart  and 
coronary  disorders. 

The  beneficial  actions  of  wine  appear  to 
transcend  those  of  more  concentrated  alco- 
holic beverages  — valuable  cardiotonic 
properties  having  been  attributed  to  the 
aliphatic  aldehydes  and  other  nonalcoholic 
compounds  recently  isolated  from  certain 
wines  and  grape  varieties. 

It  goes  without  saying  that  the  use  of  alco- 
hol, even  in  the  form  of  wine,  is  contra- 
indicated in  hypertension  acconqianied  bv 
certain  types  of  renal  disease. 


For  a discussion  of  the  many  modern  Rx  uses  for  wine,  write 
for  the  brochure,  "Uses  of  Wine  in  Medicai  Practice"  to  Wine 
Advisory  Board,  717  Market  Street,  San  Franciscio  3,  California. 
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n6W  for  angina 


i , . - In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 

1,  / ' ' ' invalidism.  These  are  the  pathways  of 

I angina  patients.  For  fear  and  pain  are  inexorably 

i linked  in  the  angina  syndrome. 


j • 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


For  angina  patients —perhaps,  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem.”^ 

1.  Waldman,  S.*  and  Pelner,  L.:  Am.  Pract.  Digest  Treat.  5:1075  (July)  1957- 
•trademark 


as  adjunctive  therapy  only 


THE  FIRST  TROCHE  TO  PHOVlOE 
THHEEFOLD  RENEFITS 


NON-NARCOTIC  ANTITOSSIVE  EFFICACY 
SHOWN  TO  APPHOXIMATE  THAT  OF  CODEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  Tentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threetoldi 
relief  in  a variety  of  throat  irritations. 

And  ‘Pentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS’  contains: 

• Homarylamine~a  new  non-narcotic  antitussive  with  cough 
Control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — a combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied;  Vials  of  12. 

Each  ‘PENTAZETS’  troche  contains: 

Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin 50  units 

Tyrothricin Img. 

Neomycin  sulfate  6 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 

Benzocaine 5 mg. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 


32 


Rocky  Mountain  Medical  Journal 


now... 


unprecedented 

Sulfa 

therapy 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier d Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History~0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
tenance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
tions within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

® Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
let) per  day  offers  optimum  convenience  and 
acceptance  to  patients 


NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  ( 1 tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  1/4  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets : 

Each  tablet  contains  0.5  Gm.  (7V2  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 

Syrup : 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER, 

*Reg.  U.S.  Pot.  Off. 
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The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 

SoMrce  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  “sluggish”  older  patients 

DECHOLIN'^one  tablet  t.i.d. 

therapeutic  bile 

increases  bile  flow  and  gallbladder  junction  — combdils,  bile  stasis 
and  concentration . . . helps  thin  gallbladder  contents. 
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New,,.from  Rizer  Research 


compounds  tested 


compound  unexcelled 


Progress  has  been  made  in  antibiotic  therapy 
through  the  use  of  absorption-enhancing  agents, 
resulting  in  higher,  more  effective  antibiotic  blood 
levels. 

For  the  past  two  years,  in  a continuing  search 
for  more  effective  agents  for  enhancing  oral  anti- 
biotic blood  levels,  our  Research  Laboratories 
screened  eighty-four  adjuvants,  including  sorbitol, 
citric  acid,  sodium  hexametaphosphate,  and  other 
organic  acids  and  chelating  agents  as  well  as  phos- 
phate complex  and  other  analogs.  After  months  of 
intensive  comparative  testing,  glucosamine  proved 
to  be  the  absorption-enhancing  agent  of  choice. 
Here’s  why : 

1 Crossover  tests  show  that  average  blood  levels 
achieved  with  glucosamine  were  markedly  higher 
than  those  of  other  enhancing  agents  screened.  In 
some  cases  this  effect  was  more  than  double. 

2i  Of  great  importance  to  the  practicing  physi- 
cian is  the  consistency  of  the  blood  level  enhance- 
ment achieved  with  glucosamine.  Extensive  tests 
show  that  the  enhancing  effect  with  glucosamine 
occurs  in  a greater  percentage  of  cases  than  with 
any  other  agent  screened. 

3 Glucosamine  is  a nontoxic  physiologic  metabo- 
lite occurring  naturally  and  widely  in  human  se- 
cretions, tissues  and  organs.  It  is  nonirritating  to 
the  stomach,  does  not  increase  gastric  secretion, 
is  sodium  free  and  releases  only  four  calories  of 
energy  per  gram.  Also,  there  is  evidence  that  glu- 
cosamine may  favorably  influence  the  bacterial 
flora  of  the  intestinal  tract. 

For  these  reasons  glucosamine  provides  you  with 
an  important  new  adjuvant  for  better  enhance- 
ment of  antibiotic  blood  levels.  Tetracycline,  po- 
tentiated physiologically  with  glucosamine,  is  now 
available  to  you  as  Cosa-Tetracyn. 

Capsules  250  mg.  and  125  mg. 


COSA-TETRACYN 

qlucosamine-potentiated  tetracycune 

The  most  widely  used 
broad-spectrum  antibiotic 
now  potentiated  with 
glucosamine, the 

Pfizer  Laboratories  enhancing  agent  of  choice 

urnzerj  Division,  Chas.  Pfizer  & C©.,  Ine. 

^ Brooklyn  6,  N.  Y.  •Trwlejiiark 

pr  February,  1958 


35 


where  there’s  a cold 

there’s 

CORICIDIN 


when  it’s  a simple  cold 

CORICIDIN®  TABLETS 


when  it’s  an  all-over  cold 

CORICIDIN  FORTE 

CAPSULES 

when  infection  threatens  the  cold 


CORICIDIN  with  PENICILLIN 

TABLETS 


when  pain  is  a dominating  factor 

CORICIDIN  with  CODEINE 

(gr.  y4  or  gr.  ’A)  TABLETS  0 

when  children  catch  cold 

CORICIDIN  MEDILETS® 


when  cough  marks  the  cold 

CORICIDIN  SYRUP^ 


0 Narcotic  for  which  oral  B is  permitted 
© Exempt  narcotic 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN-J-228 


turn 


off 

the 

cough 

with 


CORICIDIN 


monitors  the  cough  and  the  cold  in  children  and  adults 


colds  and  fever  take  fliglit  like  magic 

with 


CORICIDIN*  MEDILETS* 

(no  caffeine) 

color-flecked  tablets  for  relief  of  sneezes, 
sniffles,  congestion  and  fever  of  children’s  colds 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY  cn-j.4Z8 


J 


gets  patients  up 


CORICIDIN  FORTE 


on  Rx  only 


CAPSULES 


for  “get-up-and-go” 
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decongestive  action 

for  stress  support  VITAMIN  C 

• supplements  illness  requirements  • bolsters 
resistance  to  infection 

for  extra  relief  ANTIHISTAMINE 

• higher  dosage  strength  • optimal  therapeutic 
benefit  • virtually  no  side  effects 
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packaging 
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the  bactericidal  action  makes  the  difference 


In  addition  to  rapid  clinical  re- 
sponse, 'Ilotycin’  provides  the 
important  advantages  only  a bac- 
tericidal antibiotic  can  give  you. 
'Ilotycin’  effectively  eliminates 
strep,  carrier  states,  directly  kills 
pathogens  to  prevent  the  emer- 
gence of  resistant  strains,  and  of- 
fers maximum  assurance  against 
spread  of  infection. 
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Also  consider  'Ilotycin’  for  safer 
therapy.  Allergic  reactions  follow- 
ing systemic  treatment  are  rare. 
Bacterial  flora  of  the  intestine  is 
not  significantly  disturbed. 

You  can  achieve  more  complete 
antibiotic  therapy  with  'Ilotycin.’ 
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every  six  hours. 
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^JPACE  IN  THIS  Journal  has  occasionally  been 
given  to  research  projects,  and  also  to  decry- 
ing so-called  surgical  “miracles”  exploited  in 
newspapers  and  magazines.  Many  months 
ago,  we  criticized  the  nationwide  publica- 
tion about  a whole 


Homographs  of 
T issues  and  Organs 


kidney  transplant 
which  had  apparent- 
ly been  successful 
for  a few  days  or  so. 
Homologous  organ  transplants  have  always 
— except  as  in  the  case  of  skin  grafting,  where 
an  identical  twin  has  been  the  donor — been 
rejected  by  the  recipient.  We  have  never 
heard  of  any  follow-up  on  this  case.  Thus, 
while  the  people  were  given  the  thrill  of  an 
alleged  “miracle,”  our  profession  must  face 
the  chill  of  a known  failure! 

Our  May  issue  presented  an  editorial  en- 
titled “Homographs  and  Permanent  Takes” 
which  commented  upon  animal  fetuses  ex- 
posed in  utero  to  animal  proteins  from  an- 
other of  the  same  species.  The  fetus  is  there- 
by immunologically  altered  so  that  in  later 
life  he  will  not  form  antibodies  against  ani- 
mal proteins  of  the  same  species.  Thus,  the 
individual’s  ability  to  keep  permanently  ho- 
mologous skin  or  organ  transplants  might 
become  possible  in  human  beings  thus  im- 
munized against  transplants  from  other  hu- 
man beings.  Until  now  only  identical  twins 
or  donors  who  have  suffered  from  agamma- 
globulinemia (no  antibodies)  have  retained 
homologous  (from  another  person)  trans- 
plants. 

A rare  case  of  successful  transplantation 
of  a kidney  was  recently  presented  at  the 
annual  meeting  of  the  American  Association 
of  Plastic  Surgeons.  A young  man  who  had 
chronic  glomerular  nephritis,  with  congestive 
heart  failure  and  in  extremis,  is  now  living 
following  transplantation  of  a kidney  from 
his  twin  brother.  Renal  vessels  and  ureter  of 
the  host  were  connected  to  those  of  the  do- 
nor’s kidney  in  one  operation.  There  was  no 
untoward  reaction,  the  clinical  condition  im- 
proved at  once,  and  the  patient  has  now  lived 


a normal  life  for  many  months.  Apparently 
homologous  tissue  and  organ  transplantation 
is  a soluble  problem.  It  is  possible  that  sys- 
temic irradiation  or  other  treatment  may 
knock  out  the  immune  reaction  of  the  recipi- 
ent. We  know  that  identical  twins  are  sus- 
ceptible to  the  same  and  similar  diseases, 
indicating  the  similarity  of  their  equipment 
or  lack  of  equipment  with  immune  bodies. 

As  previously  stated  in  this  Journal, 
“Medical  Science  Fiction  marches  on.”  We 
hopefully  anticipate  the  day  when  the  key 
we  now  possess  to  the  above  problem  will 
open  the  door  to  successful  permanent  homo- 
transplantation. Incidentally,  there  are  inter- 
esting moral  and  legal  problems  which  must 
not  be  overlooked  in  work  of  this  type.  For 
example,  a parent  cannot  legally  “sign  away” 
the  organ  of  a healthy  minor  child.  However, 
we’ll  worry  about  this  one  when  the  time 
comes! 

1__/ETTERS  TO  THE  Editor”  columns  are  apt 
to  attract  almost  any  sort  of  tripe — and  fre- 
quently do.  For  example,  an  interesting  but 
revolting  communication  occupies  the  equiv- 
alent of  a page  in  the  University  of  Colorado 
News  Letter  dated  October 

Back  to  the 

r\  1 A P refers  to  an  editorial 

UarK  Ages.  which  appeared  in  the  Au- 
gust News  Letter  which 
mentioned  alleged  “competition”  of  private 
hospitals  with  our  general  hospitals  for  pa- 
tients appropriate  as  teaching  cases.  The 
communicant  says  “it  was  an  excellent  and 
timely  editorial,  for  the  problem  is  very 
serious  indeed.”  He  failed  to  interject  the 
phrase  “in  my  opinion” — for  there  have  been 
many  and  ample  opinions  to  the  contrary. 
However,  he  proceeds  to  say,  “Germany  has 
a very  elaborate,  huge,  and  inefficient  com- 
pulsory health  service.  As  poor  as  the  system 
is  in  general,  it  has  one  aspect  from  which 
we  might  learn  and  which,  conceivably,  we 
might  be  able  to  adopt.  All  insured  patients. 


for  February,  1958 


41 


when  admitted  to  the  hospital,  and  in  par- 
ticular the  teaching  (university)  hospital, 
are  automatically  treated  by  the  house  staff. 
Only  those  willing  and  able  to  pay  for  a pri- 
vate room  are  on  a ‘private’  service.  Under 
this  system,  the  patients  receive  the  very 
best  care  for  the  house  staff  is  supervised 
very  closely  by  the  teaching  staff.”  Again,  he 
might  have  defined  what  he  means  by  “the 
very  best  care”  which,  in  the  minds  of  many 
people,  entails  much  more  than  supervision! 

The  communication  is  concluded  with  the 
author’s  conception  that  “in  the  future  pa- 
tients with  hospital  insurance  of  any  kind 
(including  Blue  Cross)  but  unable  to  pay  for 
their  own  physician  would  be  admitted  to 
teaching  hospitals  as  teaching  cases,  to  be 
treated  by  the  house  staff.  This,  of  course, 
would  require  considerable  effort  on  behalf 
of  the  medical  schools  in  public  education,  to 
make  it  desirable  for  the  patient  to  go  to  a 
teaching  hospital.  However,  once  this  objec- 
tive has  been  achieved,  once  the  public  real- 
izes that  it  will  receive  only  the  very  best  of 
medical  care  in  a university  hospital,  there 
should  no  longer  be  any  scarcity  of  adequate 
teaching  material  even  in  times  of  greatest 
prosperity.” 

We  hope  that  these  deliberations  on  the 
part  of  a member  of  our  profession  in  the 
Rocky  Mountain  region,  which  probably 
should  have  been  dropped  into  the  nearest 
“permanent  file,”  will  be  recognized  as  only 
the  voice  of  one  man.  The  medical  profession 
of  America  has  worked  hard  and  long  to  pro- 
mote and  support  prepayment  plans  for  medi- 
cal services  which  will  place  the  best  care 
within  the  reach,  without  financial  hardship, 
of  average  wage  earners  and  families.  We 
have  tried  to  profit  by  Old  World  experience, 
admitted  by  the  communicant  to  be  an  “elab- 
orate, huge  and  inefficient  compulsory  health 
service.”  Naturally,  Blue  Cross  and  other 
worthy  plans  have  had  their  troubles,  but 
they  are  gaining  momentum  as  the  gross 
threat  of  governmental  interference  has, 
more  than  temporarily,  we  hope,  been  put  on 
ice.  Americans  who  pay  their  premiums  in 
good  faith  and  are  admitted  to  the  hospital 
have  a right  to  expect  the  American  version 
of  “best  care.”  We  believe,  too,  that  the  vast 
majority  of  Americans  want  Free  Choice  of 


Physician.  This  does  not  mean  that  they 
would  submit  to  being  “automatically  treated 
by  the  house  staff”  now  or  ever.  Their  way 
of  life  does  not  include  blind  submission  im- 
plied in  Old  World  type  of  medical  care, 
noted  by  our  colleagues  educated  abroad  and 
by  impartial  observers  of  recent  years. 

Our  communicant  is  no  doubt  sincere  in 
believing  that  his  suggested  answer  to  the 
problem  of  deficient  teaching  material  would 
be  “ethical  and  morally  acceptable.”  We  con- 
tend, however,  that  it  is  not  the  American 
way  and  that  it  would  defeat  our  years  of 
planning  and  building  our  own  means  of  sup- 
plying the  American  people  with  the  best 
medical  and  hospital  service  on  earth,  effi- 
ciently and  within  the  reach  of  all! 


A 


STUDY  OF  ALMOST  6,000  PERSONS  over  age 
65  has  been  completed  to  determine  just  what 
“normal”  blood  pressures  are  in  the  aged. 
Dr.  Arthur  M.  Masters’  data  showed  that 
after  age  65  there  is  no  significant  rise  in 
blood  pressure.  The  mean 

Normal  Blood  for  worn- 

en  156/84.  These  figures 
o ° 

rressures  seem  surprisingly  low  but 

they  were  taken  from  the 
middle  80  per  cent  in  each  category.  A broad- 
er grouping  of  the  middle  95  per  cent  can 
also  be  considered  normal,  according  to  Dr. 
Masters,  in  the  absence  of  symptoms  or  of 
other  clinical  findings.  The  following  chart 
tabulates  the  ranges  of  blood  pressures: 


Systolic  Range  Diastolic  Range 


Men,  80% 115  to  175  75  to  95 

95% 100  to  190  62  to  102 

Women,  80% 120  to  192  65  to  102 

95% 100  to  212  55  to  112 


You  will  note  that — as  always — ^women 
are  allowed  more  leeway  in  blowing  their 
vascular  stacks  than  are  men. 

Thank  you  for  an  excellent  response  to  our 
question,  “How  do  you  like  the  Journal’s  new 
cover?”  All  of  your  letters  and  telephone 
calls  have  been  very  complimentary  with  not 
a single  note  of  disapproval. 
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Carcinoma  of  the  thyroid* 


Alton  Ochsner,  New  Orleans,  Louisiana 


A leading  surgeon  reviews  the  statistics 
on  thyroid  cancer,  and  based  on  these 
urges  excision  of  all  thyroid  nodules. 


In  recent  years  there  has  been  an  increasing 
interest  in  cancer  of  the  thyroid  and  unques- 
tionably at  the  present  time  cancer  of  the 
thyroid  is  diagnosed  more  frequently  than 
previously.  Whether  this  is  due  to  an  in- 
creased incidence  of  the  disease,  whether  it 
is  due  to  its  being  recognized  at  the  present 
time  whereas  it  was  not  recognized  previous- 
ly, or  whether  the  diagnosis  of  cancer  of 
the  thyroid  is  being  made  when  it  actually 
does  not  exist  has  been  the  basis  for  consider- 
able controversy.  It  would  appear  that  there 
should  not  be  great  difficulty  in  determining 
which  of  these  factors  is  responsible  for  the 
more  frequent  diagnosis  at  present,  but  for 
a number  of  reasons  the  problem  is  not  quite 
so  simple  as  it  would  appear.  Whereas  a small 
number  of  cases  of  cancer  of  the  thyroid  run 
an  extremely  rapid  course  as  is  true  of  many 
other  malignant  epithelial  neoplasia,  most 
cancers  of  the  thyroid  differ  from  cancers 
elsewhere  in  that  some,  namely  the  papillary 
type,  are  extremely  slow-growing.  Although 
they  do  metastasize  to  the  regional  lymph 
nodes,  they  can  and  do  remain  limited  to 
these  sites  of  metastases  for  long  periods  of 
time.  These  are  the  cases  which  previously 
were  diagnosed  as  aberrant  thyroids,  but 
which  today  are  accepted  almost  universally 
as  being  true  metastatic  lesions  in  the  lymph 


*Presented  at  the  Eleventh  Annual  Rocky  Mountain  Cancer 
Conference,  Denver,  July  10.  1957. 

tFrom  the  Ochsner  Clinic  and  Ochsncr  Foundation  Hospital, 
New  Orleans,  La. 
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nodes  from  a primary  papillary  carcinoma 
in  the  thyroid.  Another  less  common  type 
of  carcinoma  is  the  angioinvasive  adenocar- 
cinoma which  histologically  appears  not  un- 
like a normal  thyroid,  but  because  of  its 
malignant  potentialities  invades  blood  vessels 
and  gives  rise  to  distant  hematogenous  me- 
tastases. This  was  previously  described  as 
“benign  metastasizing  thyroid.”  This  desig- 
nation was  made  because  histologically  the 
lesion  appears  benign  with  little  or  no  devia- 
tion from  the  normal  histologic  picture,  but 
obviously  the  lesion  is  malignant,  because  it 
metastasizes  and  does  kill  the  individual. 
Because  of  these  facts,  it  is  easy  to  see  why 
there  has  been  considerable  controversy 
about  the  nature  of  thyroid  cancer  and  its 
method  of  therapy. 

Thyroid  cancer  increasing 

For  some  time,  I have  been  convinced  that 
cancer  of  the  thyroid  is  definitely  increasing 
and  is  not  merely  being  diagnosed  today 
when  it  does  not  exist.  An  eminent  patholo- 
gist, Carl  Weller,  Professor  of  Pathology  at 
the  University  of  Michigan,  also  is  of  the 
opinion  that  carcinoma  of  the  thyroid  is  in- 
creasing. In  an  editorial  he  stated:  “It  is  my 
impression  and  that  of  my  associates  that 
our  own  surgical  specimens  of  the  thyroid 
gland  are  showing  a much  higher  incidence 
of  carcinoma  than  in  earlier  years.”  He  stated 
that  he  and  his  staff  have  been  concerned 
about  the  changes  occurring  in  the  thyroid 
glands  as  a result  of  the  use  of  iodized  salt. 
He  made  the  following  statement:  “I  have 
been  much  concerned  that  the  widespread 
use  of  iodine,  both  medicinally  and  in  iodized 
table  salt,  might  be  an  etiologic  factor  in 
bringing  about  carcinomatous  proliferation 
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in  thyroid  adenomas.  It  is  now  an  almost 
daily  experience  in  our  laboratories  to  note 
the  diametrically  diverse  behavior  of  the 
epithelium  of  the  thyroid  acini  proper  and 
of  the  acinar  epithelium  of  adenomas.  At  the 
very  time  that  the  former  is  so  low  and  so 
ill  supplied  with  cytoplasm  that  ‘iodine 
atrophy’  has  become  a convenient  designa- 
tion, the  epithelium  of  an  adenoma  may  be 
hypertrophic,  hyperchromatic,  and  otherwise 
atypical.  Such  changes  conveniently  referred 
to  as  ‘iodine  hypertrophy,’  give  every  indica- 
tion of  being  potentially  precancerous.” 

I have  been  equally  convinced  that  al- 
though papillary  carcinomas  of  the  thyroid 
run  a relatively  benign  course  and  patients 
harboring  such  a lesion  can  live  for  ten  or 
even  fifteen  years  in  apparent  comfort,  it  is 
a fatal  disease  and  should  be  treated  as  such. 
To  assume  a complacent  attitude  is  hazardous 
as  far  as  the  patient  is  concerned.  Wilson  and 
his  associates  showed  that  thyroid  cancer 
kills.  Of  109  cases  reported  by  them,  thirty- 
six  (32  per  cent)  have  died  of  their  disease 
and  an  additional  eleven  (9.9  per  cent),  al- 
though still  living,  have  persistent  cancer.  Of 
forty-six  with  papillary  carcinoma,  seven  (15 
per  cent)  died  of  their  disease  and  an  addi- 
tional seven  (15  per  cent)  still  have  cancer. 
Of  forty  with  adenocarcinoma  in  an  adenoma, 
ten  (27.5  per  cent)  died  of  their  disease,  and 
one  (2.5  per  cent)  still  has  cancer. 

Radiation  effect 

Another  possible  cause  of  the  increased 
incidence  of  carcinoma  of  the  thyroid,  par- 
ticularly in  younger  individuals,  is  the  effect 
of  irradiation,  previously  administered  to  the 
individual  during  childhood.  Duffy  and  Fitz- 
gerald found  that  of  twenty-eight  patients 
18  years  of  age  or  younger  with  thyroid  can- 
cer, ten  (35  per  cent)  had  had  previous  ir- 
radiation of  the  thymus  between  the  fourth 
and  sixteenth  months  of  life.  Simpson  and 
his  associates  found  that  among  1,400  chil- 
dren treated  in  infancy  with  x-ray  irradia- 
tion for  thymic  enlargement,  sixty-seven  had 
died  and  seventeen  and  possibly  nineteen  of 
the  entire  group  had  developed  some  form  of 
cancer,  nine  of  whom  died.  In  a control  group 
of  1,795  unirradiated  siblings,  fifty-six  had 
died  but  only  four  had  died  of  cancer  and 


one  other  had  had  a malignant  tumor  re- 
moved. 

Incidence  of  thyroid  cancer 

Carcinoma  of  the  thyroid  is  much  more 
frequent  than  is  commonly  thought.  In  1,000 
thyroid  glands  removed  at  routine  autopsy 
at  the  Mayo  Clinic,  twenty-eight  (2.8  per 
cent)  contained  carcinoma.  In  525  nodular 
thyroids,  the  incidence  was  5.3  per  cent,  and 
in  those  with  solitary  nodules,  the  incidence 
was  9 per  cent.  Horn  and  Dull,  in  a series  of 
1,135  nodular  goiters  observed  from  1933  to 
1944,  found  carcinoma  of  the  thyroid  in  sixty- 
two  (5.5  per  cent) , and  in  a later  series  from 
1945  to  1952,  there  were  1,523  nodular  goiters 
and  174  carcinomas  (11.4  per  cent).  On  the 
other  hand,  recently  it  has  been  our  experi- 
ence that  the  incidence  of  carcinoma  has  de- 
creased. Of  580  nodular  goiters  observed  at 
the  Ochsner  Clinic  from  January,  1942,  to 
April,  1951,  and  reported  by  Cerise  and  his 
co-workers,  fifty-one  (8.8  per  cent)  were 
malignant,  but  in  a subsequent  series  of  775 
nodular  goiters  observed  in  the  same  insti- 
tution from  May,  1949,  to  February,  1955,  only 
thirty-seven  cancers  were  found,  an  inci- 
dence of  4.9  per  cent.  In  the  total  series  of 
1,355  nodular  goiters,  there  were  eighty-eight 
cancers  (6.4  per  cent).  There  is  some  possi- 
bility that  the  increased  incidence  of  cancer 
of  the  thyroid  is  more  apparent  than  real, 
because  although  the  relative  proportion  of 
cancers  in  nodular  goiters  is  greater  than  be- 
fore, it  may  be  due  to  a decrease  in  the  non- 
malignant  nodules. 

Whereas  carcinoma  of  the  thyroid  can 
and  does  occur  in  a previously  normal  thy- 
roid, it  apparently  begins  most  frequently 
in  a previously  diseased  thyroid,  particularly 
a benign  neoplasm,  an  adenoma.  In  our  ex- 
perience, about  one-half  of  the  nodules  of 
the  thyroid  are  benign  neoplasms.  Of  376 
nodular  goiters,  there  were  184  involutional 
nodules  (49  per  cent)  and  192  (51  per  cent) 
benign  adenomas.  Of  all  the  nodular  goiters, 
171  (45.4  per  cent)  were  simple  or  embryonal 
adenomas,  thirteen  (3.7  per  cent)  papillary 
cystadenomas,  and  eight  (2.1  per  cent)  Hu- 
erthle  cell  adenomas.  Of  the  192  benign  ade- 
nomas, simple  or  embryonal  adenomas  rep- 
resented 89  per  cent,  the  papillary  cystade- 
nomas 6.7  per  cent,  and  the  Huerthle  cell 


44 


Rocky  Mountain  Medical  Journal 


carcinomas  4.1  per  cent.  Although  malignant 
neoplasm  is  more  likely  to  occur  in  a pre- 
existing benign  neoplasm,  there  is  no  assur- 
ance that  malignant  neoplasm  cannot  occur 
in  a non-neoplastic  or  involutional  nodule. 
It  is  of  importance,  however,  to  emphasize 
that  clinically  it  is  impossible  to  determine 
before  operation  and  microscopic  examina- 
tion whether  a nodule  of  the  thyroid  is  an 
involutional  nodule  or  a true  neoplasm. 

Changing  picture 

There  is  considerable  variation  concern- 
ing the  incidence  of  carcinoma  in  thyroids 
removed  during  thyroidectomy.  In  a series 
of  31,409  thyroidectomies  collected  from  the 
literature,  there  were  1.289  carcinomas,  an 
incidence  of  4.1  per  cent.  Of  30,654  collected 
cases  of  nodular  goiters  including  1,535  of 
our  own,  there  were  1,194  carcinomas,  an  in- 
cidence of  6.3  per  cent.  The  incidence  in  this 
collected  series  is  almost  exactly  the  same 
as  in  our  over-all  series  (of  1,355  nodular 
goiters,  eighty-eight  cancers — 6.4  per  cent) . 
It  is  of  interest,  however,  that  in  our  own 
series,  the  incidence  decreased  in  recent 
years.  In  a series  of  588  nodular  goiters  ob- 
served in  the  clinic  from  January,  1942,  to 
1949,  there  were  fifty-one  cancers  (8.8  per 
cent)  as  contrasted  with  a series  of  775  nodu- 
lar goiters  observed  from  May,  1949,  to  Feb- 
ruary, 1955,  during  which  time  only  thirty- 
seven  cancers  were  found,  an  incidence  of 
4.9  per  cent. 

In  addition  to  a decrease  in  the  incidence 
of  cancer  among  all  the  thyroid  nodules  in 
more  recent  years  as  contrasted  with  our 
previous  experience,  there  has  been  an  alter- 
ation, too,  in  the  occurrence  of  cancer  in  soli- 
tary and  multiple  nodules.  The  incidence  of 
carcinoma  in  739  solitary  nodules  observed 
from  1942  to  1955  was  7.2  per  cent;  that  is, 
fifty-three  cancers  were  found  during  the  en- 
tire period.  However,  in  the  earlier  series, 
January,  1942,  to  April,  1949,  during  which 
time  151  solitary  nodules  were  observed, 
there  were  thirty  cancers,  an  incidence  of 
19.8  per  cent,  which  contrasted  with  the  ex- 
perience in  the  later  period  from  May,  1949, 
to  February,  1955,  during  which'  time  588 
solitary  nodules  were  observed,  among  which 
there  were  twenty-three  (3.9  per  cent).  Al- 
though we  have  observed  a decrease  in  the 


incidence  of  cancers  in  both  solitary  nodules 
and  in  multiple  nodules,  the  decrease  in  the 
latter  has  been  less  than  in  the  former.  In 
the  early  period  from  1942'  to  1949,  during 
which  time  151  solitary  nodules  were  ob- 
served, there  were  thirty  cancers,  an  inci- 
dence of  19.8  per  cent,  whereas  in  the  later 
period  from  May,  1949,  to  February,  1955, 
during  which  time  588  solitary  nodules  were 
observed,  there  were  twenty-three  cancers 
(3.9  per  cent).  In  the  earlier  period,  1942  to 
1949,  during  which  time  101  multiple  nodules 
were  observed,  there  were  fourteen  cancers 
(12.8  per  cent).  In  the  latter  period,  1949  to 
1955,  171  multiple  nodules  were  observed,  of 
which  eleven  (6.4  per  cent)  were  malignant. 

In  our  experience  the  incidence  of  cancer 
is  higher  in  multiple  nodules  (6.2  per  cent) 
than  in  solitary  nodules  (3.9  per  cent) . This 
is  contrary  to  the  experience  of  most  investi- 
gators in  which  the  incidence  is  higher  in 
solitary  nodules  than  in  multiple  nodules, 
although  Martin’s  experience  coincides  with 
ours.  In  eighty-five  patients  with  multiple 
nodules  reported  by  Martin,  carcinoma  was 
found  in  15  per  cent  whereas  in  a series  of 
129  with  solitary  nodules,  carcinoma  was 
found  in  only  8 per  cent.  The  incidence  of 
carcinoma  in  the  reported  series  varies  in 
multiple  nodular  goiters  from  3.4  per  cent 
reported  by  Crile  to  15  per  cent  reported  by 
Martin.  The  incidence  in  solitary  nodular 
goiters  varies  from  a low  of  8 per  cent  re- 
ported by  Martin  to  a high  of  24.5  per  cent 
reported  by  Crile. 

Lack  of  hyperthyroidism 

It  has  been  our  experience  and  the  experi- 
ence of  most  investigators  that  carcinoma  of 
the  thyroid  occurs  in  individuals  without 
evidence  of  hyperthyroidism  although  the 
marked  thyroid  hyperplasia  occurring  in  in- 
dividuals with  hyperthyroidism  may  at  times 
simulate  malignant  disease.  Of  3,027  cases 
of  exophthalmic  goiter  treated  at  the  Mayo 
Clinic,  carcinoma  was  found  in  thirteen  (0.4 
per  cent) . Among  2,222  toxic  nodular  goiters 
in  which  carcinoma  was  not  suspected  clin- 
ically, a malignant  lesion  was  found  in  nine- 
teen (0.9  per  cent),  whereas  in  3,121  non- 
toxic nodular  goiters  in  which  carcinoma  was 
not  suspected,  it  was  found  in  118  (3.8  per 
cent) . 
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On  the  other  hand,  according  to  Sokal, 
carcinoma  of  the  thyroid  occurs  more  fre- 
quently in  hyperthyroidism  than  in  euthy- 
roidism.  In  a series  of  1,803  collected  cases  of 
hyperthyroidism,  there  were  174  cases  of 
cancer  (9.6  per  cent).  He  believes  that  the 
incidence  of  cancer  in  hyperthyroid  glands 
is  approximately  twenty  times  greater  than 
in  euthyroid  glands.  He  postulated  that  in  a 
series  of  20,000  patients  with  hyperthyroid 
glands,  7,200  will  have  nodular  goiter,  among 
which  there  will  be  sixty-eight  with  cancer. 
Of  the  remaining  12,800  patients  with  dif- 
fusely hyperplastic  glands,  there  will  be  nine- 
teen cancers.  He  further  stated  that  approxi- 
mately 1 per  cent  of  toxic  nodular  goiters 
are  malignant,  but  that  the  incidence  of 
malignant  change  in  non-toxic  nodular  goiters 
is  less  than  1 per  cent.  Colcock  found  that 
the  incidence  in  toxic  nodular  goiters  was 
1.8  per  cent  as  contrasted  with  10.8  per  cent 
in  non-toxic  nodular  goiters. 

It  must  be  emphasized  that  frequently 
cases  which  apparently  have  solitary  nodules 
will  actually  have  multiple  nodules  which 
can  be  detected  only  at  the  time  of  operation. 
In  156  cases  in  which  a solitary  nodule  was 
found  at  operation  and  reported  by  Colcock, 
there  were  fifty-two  cases  with  cancer  (33.3 
per  cent) . In  a series  of  482  collected  nodular 
goiters  in  which  the  nodules  were  multiple, 
there  were  333  cancers,  an  incidence  of  8.1 
per  cent  as  contrasted  with  a series  of  6,049 
solitary  nodules,  of  which  there  were  737 
cancers,  an  incidence  of  11.2  per  cent. 

Age  group  affected 

Carcinoma  of  the  thyroid  can  occur  at 
any  age,  but  has  definite  predilections.  Papil- 
lary carcinomas  occur  much  more  frequently 
in  early  life  than  other  carcinomas,  and  nod- 
ular goiter  occurring  in  a child  is  much 
more  likely  to  be  a true  neoplasm  and  more 
frequently  malignant  than  benign.  There  are 
probably  several  reasons  for  this.  One  is  that 
non-neoplastic  nodular  goiters  (involutional 
nodules)  occur  as  a result  of  previous  hyper- 
thyroidism and,  since  hyperthyroidism  is  less 
common  in  children  than  in  older  persons, 
non-neoplastic  nodules  are  relatively  rare  in 
children.  Another  reason  is  that  papillary 
adenocarcinomas  almost  invariably  occur  in 
papillary  adenomas,  which  are  congenital 


lesions  and,  therefore,  are  likely  to  be  seen 
early  in  life.  In  twenty  cases  of  papillary 
carcinoma  which  we  have  observed,  15  per 
cent  were  in  the  second  decade,  35  per  cent 
in  the  third  decade,  30  per  cent  in  the  fourth 
decade,  and  only  20  per  cent  in  the  fifth 
decade. 

The  ages  most  frequently  involved  are  in 
the  fifth  decade  (29.6  per  cent)  and  the  third 
decade  (24.3  per  cent) . Thus,  well  over  half 
of  our  cases  of  carcinoma  of  the  thyroid  oc- 
curred between  the  ages  of  21  and  30  and 
between  41  and  50.  The  nodule  was  first 
noticed  by  the  patient  before  the  age  of  50 
in  87  per  cent  of  our  cases  of  carcinoma  of 
the  thyroid.  In  papillary  carcinomas,  the 
youngest  was  11  years,  the  oldest  49,  and 
the  median  age  was  32.  Fifteen  per  cent  of 
the  patients  were  less  than  20  years  of  age, 
50  per  cent  less  than  30  years  of  age,  and  80 
per  cent  less  than  40  years  of  age.  In  six  cases 
of  follicular  alveolar  carcinoma,  the  youngest 
patient  was  30  years,  the  oldest  77,  and  the 
median  age  was  39.5.  Of  seven  cases  of  adeno- 
carcinoma, the  youngest  was  18,  the  oldest 
65,  and  the  median  age  was  46.  Seventy-one 
per  cent  were  between  40  and  50  years  of  age. 

Cancer  of  the  thyroid  occurs  more  fre- 
quently in  women  than  in  men,  and  in  our 
series  it  is  proportionate  to  the  incidence  of 
nodular  goiter  in  the  two  sexes.  Of  875  nodu- 
lar goiters,  70  per  cent  were  in  women  and 
of  thirty-seven  cancers  of  the  thyroid  ob- 
served from  1949  to  1955,  73  per  cent  were  in 
women. 

Diagnosis 

With  the  exception  of  the  relatively  rare, 
rapidly  progressive,  invasive  carcinoma  of 
the  thyroid,  the  diagnosis  of  thyroid  cancer 
is  extremely  difficult  clinically.  A thyroid 
cancer  can  be  suspected  in  a young  individual 
with  a thyroid  nodule,  particularly  if  there 
is  evidence  of  involvement  of  the  cervical 
lymph  nodes  as  is  so  frequently  seen  in 
papillary  cystadenocarcinoma.  The  presence 
of  a palpable  node  on  the  anterior  surface  of 
the  larynx  just  above  or  immediately  below 
the  thyroid  isthmus,  the  so-called  delphian 
node  described  by  Cope  and  his  associates,  is 
suggestive  of  a thyroid  carcinoma.  They  have 
emphasized  that  the  extreme  superficial  posi- 
tion of  this  lymph  node,  which  permits  it  to 
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be  readily  palpated  if  it  is  enlarged,  is  of 
diagnostic  importance.  There  is  no  evidence, 
however,  that  it  is  more  frequently  involved 
by  metastases  than  other  lymph  nodes,  but 
it  is  more  readily  palpated  when  it  is  in- 
volved. 

In  thirty-six  of  our  recent  cases  in  which 
a diagnosis  was  made  during  life  (one  case 
was  diagnosed  at  autopsy)  the  preoperative 
diagnosis  was  a benign  lesion  in  57  per  cent 
and  a malignant  lesion  in  43  per  cent.  This 
is  approximately  the  same  experience  that 
others  have  had.  Beahrs  stated  that  at  the 
Mayo  Clinic  cancer  was  suspected  clinically 
in  65  per  cent  of  their  cases.  In  174  papillary 
carcinomas,  it  was  suspected  in  seventy-two 
(41.3  per  cent).  In  addition  to  this,  there 
were  twenty-two  with  lymph  node  involve- 
ment. However,  in  the  patients  with  malig- 
nant adenomas  the  malignant  lesion  was  sus- 
pected preoperatively  in  only  35  per  cent, 
whereas  in  the  diffuse  carcinomas  it  was  sus- 
pected in  80  per  cent.  In  other  words,  in  50 
per  cent  of  the  papillary  lesions,  65  per  cent 
of  the  malignant  adenomas  and  20  per  cent 
of  the  diffuse  adenocarcinomas  there  was  no 
clinical  evidence  of  carcinoma  preoperatively. 
Cattell  and  Colcock,  in  a series  of  seventy- 
eight  cases  of  carcinoma  of  the  thyroid,  were 
able  to  make  a clinical  diagnosis  in  less  than 
half  and  in  fifty-two  cases  in  which  solitary 
nodules  were  present  in  the  thyroid,  cancer 
was  suspected  in  only  28  per  cent. 

Awareness  of  neck  mass 

It  is  surprising  how  often  patients  have 
a thyroid  nodule  and  are  not  aware  of  it.  In 
16  per  cent  of  our  cases  such  was  the  case. 
Forty-seven  per  cent  felt  a mass  in  the  neck, 
and  27  per  cent  had  seen  a mass  in  the  neck. 
In  our  cases  the  examiner  described  the  mass 
as  soft  in  2.8  per  cent,  firm  in  55.5  per  cent, 
and  hard  in  38.8  per  cent.  Of  those  with  firm 
nodules,  75  per  cent  were  papillary  carci- 
nomas, and  of  those  with  hard  nodules,  50 
per  cent  were  papillary  carcinoma  and  21 
per  cent  follicular  and  alveolar  carcinomas. 

As  mentioned  previously,  the  diagnosis 
of  carcinoma  of  the  thyroid  is  extremely  dif- 
ficult and  frequently  impossible  clinically. 
Because  it  is  impossible  to  determine  whether 
solitary  nodules  or  multiple  nodules  of  the 
thyroid  are  malignant  or  not,  it  is  our  belief 


that  all  nodules  of  the  thyroid  should  be  re- 
moved. This  philosophy  is  probably  more 
justified  in  the  New  Orleans  area,  where  thy- 
roid disease  is  not  endemic,  than  it  is  in  other 
areas  because  of  the  extreme  infrequency  of 
non-neoplastic  nodular  goiters.  In  areas  in 
which  goiter  occurs  more  frequently  and  in 
which  hyperplasia  of  the  thyroid  gland  is 
more  prevalent,  involutional  changes  in  the 
thyroid  are  more  likely  to  occur,  resulting  in 
non-neoplastic  nodularity. 

Cancer  incidence  in  endemic  areas 

Therefore,  the  relative  incidence  of  neo- 
plastic disease  in  such  areas  is  less  than  it 
is  in  areas  in  which  thyroid  disease  does  not 
occur  endemically.  Whereas  we  believed  pre- 
viously that  this  was  particularly  indicated 
in  solitary  nodules,  our  recent  experience,  in 
which  the  incidence  of  thyroid  carcinoma  is 
higher  in  individuals  with  multiple  nodules 
than  with  solitary  nodules,  makes  us  believe 
that  all  patients  with  nodules  of  the  thyroid, 
whether  they  are  single  or  multiple,  should 
be  resected.  With  few  exceptions,  this  is  the 
philosophy  that  is  generally  accepted  at  the 
present  time  and  its  adoption  at  the  present 
time  will  undoubtedly  decrease  the  actual 
incidence  of  thyroid  carcinoma  by  the  pro- 
phylactic removal  of  non-malignant  adeno- 
mas in  the  thyroid  and  undoubtedly  result 
in  cure  of  many  patients  with  carcinoma  be- 
cause of  the  complete  eradication  of  the 
disease  at  a time  while  the  lesion  is  still 
limited  to  the  thyroid  and  possibly  the  re- 
gional lymphatic  nodes. 

Surgery  for  all  nodules 

Usually  there  is  considerable  controversy 
between  clinicians,  particularly  surgeons, 
and  pathologists  concerning  the  advisability 
of  removal  of  thyroid  nodules.  I am  sure  that 
every  clinician  would  agree  with  pathologists 
that  once  a histologic  diagnosis  of  non-neo- 
plastic nodule  has  been  made  it  is  obvious 
that  removal  of  the  nodule  was  not  necessary, 
but  unfortunately  the  clinician  does  not  have 
the  advantage  of  a microscopic  examination 
at  the  time  he  is  consulted  by  a patient.  Be- 
cause of  the  absolute  impossibility  of  deter- 
mining whether  one  or  more  nodules  in  the 
thyroid  are  neoplastic,  either  benign  or  ma- 
lignant, the  only  logical  concept  is  that  the 
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nodule  and  the  adjacent  portion  of  thyroid 
gland  should  be  removed  to  permit  an  ac- 
curate diagnosis.  Unfortunately,  it  is  fre- 
quently difficult  and  at  times  impossible  to 
determine  on  frozen  section  at  the  time  of 
operation  whether  a lesion  is  neoplastic  and 
particularly  difficult  to  determine  whether 
it  is  benign  or  malignant.  If  the  pathologist 
has  had  considerable  experience  in  frozen 
section  technic  and  is  able  to  state  unequivo- 
cably  that  the  lesion  is  a papillary  carcinoma, 
the  operation  should  consist  of  hemithyroid- 
ectomy  with  complete  removal  of  the  homo- 
lateral lobe  and  the  entire  isthmus  together 
with  block  dissection  of  the  neck  if  there  is 
any  evidence  of  extension  beyond  the  nodule 
itself,  which  is  usually  the  case. 

There  are  many  who  will  disagree  with 
this,  because  it  is  frequently  stated  that  such 
radical  surgery  is  unnecessary  because  of  the 
slow  growth  of  the  lesion  and  the  fact  that 
these  patients  live  perfectly  comfortably  for 
many  years,  as  long  as  ten  or  fifteen  years. 
Crile  advocates  ultraconservative  treatment 
of  papillary  carcinomas  and  believes  that 
radical  lymph  node  dissection  is  not  neces- 
sary. He  stated;  “For  unilateral  lesions  in- 
volving the  upper  pole,  the  primary  zone  of 
metastasis  is  the  lateral  cervical  region.  Satis- 
factory dissection  and  good  cosmetic  results 
can  be  obtained  by  complete  removal  of  the 
isthmus,  affected  lobe  of  the  thyroid,  and 
nodes  of  the  jugular  and  carotid  chains.  This 
may  be  done  through  an  anterior  sternomas- 
toid  incision  in  which  the  muscle,  recurrent 
laryngeal,  vagus  and  seventh  nerves  are  pre- 
served. The  retrothyroid  and  mediastinal 
nodes  can  also  be  explored  through  this  in- 
cision and  removed  if  grossly  involved.” 

In  papillary  carcinomas,  Crile  removes 
only  the  lobe  involved  together  with  the 
isthmus  unless  there  is  evidence  of  extension 
to  the  opposite  side.  If  there  is  nodal  involve- 
ment, he  advocates  removal  of  only  the  en- 
larged nodes.  We  cannot  accept  this  philoso- 
phy because,  whereas  a life  expectancy  of 
ten  or  fifteen  years  is  certainly  much  better 
than  a short  termination  of  one’s  life  as  a 
result  of  a rapidly  growing  neoplasm,  the 
fact  still  remains  that  these  patients  will 
ultimately  die  of  their  carcinomas  in  many 
instances,  if  not  all  instances,  prior  to  termi- 


nation of  their  normal  life  expectancy.  Wil- 
son and  his  co-workers  found  in  a series  of 
109  thyroid  cancers  that  of  forty-six  with 
papillary  carcinoma,  seven  (15  per  cent)  had 
died  of  their  cancer  and  an  additional  seven 
(15  per  cent)  were  living,  but  had  persistent 
cancer.  Thus  in  30  per  cent  of  the  cases  the 
disease  was  uncontrolled.  In  forty  cases  with 
adenocarcinoma  in  an  adenoma,  also  30  per 
cent  were  uncontrolled  and  in  twenty-three 
cases  with  anaplastic  carcinoma,  95.6  per  cent 
were  uncontrolled. 

Conservative  regimen  scored 

Therefore,  it  is  illogical  to  adopt  a con- 
servative regimen  simply  because  some  thy- 
roid cancers  (papillary)  are  slow-growing 
tumors.  It  is  our  belief  that  unless  there  is 
definite  contraindication  to  its  being  done, 
radical  removal  of  the  homolateral  lobe  and 
isthmus  and  a block  dissection  of  the  neck 
is  indicated  in  all  cases  of  papillary  carci- 
nomas. We  also  believe  that  lymph  node  dis- 
section of  the  neck  is  generally  indicated  in 
the  other  types  of  malignant  lesions  of  the 
thyroid,  but  unfortunately  the  outlook  in 
these  cases  is  not  so  good,  because  they  are 
infrequently  limited  to  the  lymphatics  of  the 
cervical  area  and  a cure  cannot  be  obtained 
by  removal  of  all  the  cervical  lymph  nodes. 

Of  our  thirty-seven  recent  cases,  54  per 
cent  were  papillary  carcinomas,  21.6  per  cent 
were  adenocarcinomas,  and  16.2  per  cent 
were  follicular  and  alveolar  carcinomas.  Me- 
tastases  were  present  in  thirteen  of  the 
thirty-seven  cases  (35.1  per  cent),  in  45  per 
cent  of  those  with  papillary  carcinomas,  and 
42.8  per  cent  of  those  with  solid  adenocar- 
cinomas. Of  nine  patients  with  evidence  of 
lymph  node  involvement  preoperatively,  six 
were  papillary  carcinomas,  one  was  a solid 
adenocarcinoma,  and  in  two  the  lesion  was 
undifferentiated.  Wilson  and  his  co-workers 
found  that  in  their  study  15  per  cent  of  pa- 
tients with  papillary  carcinoma  had  died,  25 
per  cent  with  adenocarcinoma,  and  83  per 
cent  with  anaplastic  carcinoma.  Of  139  pa- 
tients with  papillary  carcinoma  from  the  Me- 
morial Hospital,  reported  by  Frazell  and 
Foote,  in  thirty-six  the  primary  lesion  was 
not  suspected  until  metastatic  nodules  de- 
veloped. In  eighty  (58  per  cent)  there  were 
metastases  on  admission  of  the  patient,  and 
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in  eighteen  (13  per  cent)  these  were  bilat- 
eral. Nine  had  chest  metastases,  four  osseous 
metastases,  sixteen  (11.5  per  cent)  subse- 
quently developed  chest  metastases,  and  nine 
(6  per  cent)  developed  multiple  metastases. 
Although  as  mentioned  previously,  papillary 
carcinomas  extend  very  slowly  and  remain 
localized  in  the  cervical  nodes  for  relatively 
long  periods  of  time,  the  statistics  of  Frazell 
and  Foote  and  Wilson  and  his  associates  dem- 
onstrate that  they  do  metastasize  beyond  the 
cervical  nodes  and  produce  death. 

It  is  for  this  reason  that  complacency  is 
never  indicated  in  the  treatment  of  thyroid 
carcinoma,  particularly  papillary  carcinoma. 
Frazell  and  Foote  are  of  this  same  opinion. 
They  have  stated:  “The  failures  of  irradia- 
tion and  limited  surgery  are  frequent  enough 
to  justify  more  aggressive  efforts.  Subtotal 
thyroidectomy  apparently  has  failed  to  cure 
many  papillary  tumors.  This  seems  to  be 
accounted  for  by  the  infiltrative  nature  of 
the  tumor,  the  not  uncommon  finding  of 
multiple  foci  of  tumor  in  one  or  both  lobes. 


Local  excision  of  the  nodes  does  not  seem 
reasonable  to  us.  If  surgery  is  used  in  an  ef- 
fort to  effect  a permanent  cure,  we  believe 
that  it  must  be  designed  to  remove  all  tumor- 
bearing tissue.” 

Summary 

1.  Carcinoma  of  the  thyroid  is  increasing 
although  in  our  recent  series  the  incidence 
among  nodular  goiters  has  been  less  than 
previously. 

2.  It  occurs  most  frequently  in  pre-exist- 
ing thyroid  lesions,  especially  benign  neo- 
plasia (adenomas) . 

3.  Cancer  of  the  thyroid  occurs  at  all  ages, 
but  most  frequently  in  the  third  and  fifth 
decades.  A thyroid  nodule  in  a child  is  prob- 
ably a neoplasm. 

4.  All  nodules  in  the  thyroid  should  be 
removed  because  of  the  impossibility  of  de- 
termining before  excision  and  microscopic 
examination  whether  they  are  neoplastic  or 
not.  • 


Reference  lists  are  available  upon  request. 


Broncho-esophageal  fistula- 

case  report 

Francis  A.  Barrett,  M.D.,  Cheyenne 


Surgery  offers  a cure  for  the 
non-malignant  broncho-esophageal 
fistulas.  Typical  symptoms  alert  the 
clinician  and  esophagram  confirms 
the  diagnosis. 

Benign  acquired  broncho-esophageal  fistula 
presents  both  a rare  and  interesting  syn- 
drome. Coleman  and  Bunch  (1950)  suggested 
the  following  over-all  classification  for  bron- 


cho-tracheo-esophageal fistulas  based  on  eti- 
ology: 

I.  Congenital 
II.*  Acquired 

A.  Malignant 

B.  Non-malignant 

1.  Traumatic 

a.  Foreign  body 

b.  Instrumentation 

c.  Wounds  of  thorax 

d.  Chemical  (ingestion  of  caustics) 

2.  Esophageal  Diverticulum 

3.  Infection 

a.  Tuberculosis 

b.  Syphilis 

c.  Fungus 

d.  Non-specific 
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The  occurrence  of  an  open  connection  be- 
tween gullet  and  bronchus  or  trachea  is  not, 
in  itself,  unusual.  For  example,  Monserrat 
(1941)  collected  670  cases  of  broncho-tracheo- 
esophageal fistula.  From  his  review  of  this 
material,  it  was  found  that  222  were  con- 
genital in  origin  and  367  due  to  malignancy. 
There  remained,  then,  eighty-two  benign  ac- 
quired lesions,  forty-one  due  to  infection  and 
forty  to  trauma.  Thus,  when  one  subtracts 
the  considerable  number  due  to  congenital 
defects  or  cancer,  the  remaining  varieties  of 
benign  acquired  fistulas  are  rare. 

CASE  REPORT 

A 40-year-old  housewife  became  ill  in  Sep- 
tember of  1956  and  a diagnosis  of  “virus  pneu- 
monia” was  made.  Chest  film  revealed  an  area  of 
pneumonitis  in  the  left  lower  lobe.  Antibiotics 
were  given  without  significant  benefit  and  after 
three  weeks  of  treatment  the  patient  coughed  up 
particles  of  recently  ingested  food.  Thereafter,  the 
patient  experienced  strangling  after  the  intake  of 
food  and  liquid,  an  almost  constant  cough  pro- 
ductive of  food  particles  and  non-purulent  sputa, 
weight  loss  due  to  fear  of  eating,  and  fatigue  from 
loss  of  sleep  because  of  the  persistent  cough.  On 


Fig.  1.  Fistula  from  mid-esophagus  to  left  main 
bronchus. 


January  21,  1957,  a roentgen  study  of  the  chest 
was  done  and,  at  the  time,  a routine  swallow  of 
barium  was  given.  Barium  was  noted  in  the  left 
main  stem  bronchus  and  later  oil  contrast  studies 
demonstrated  an  esophageal  diverticulum  with 
bronchial  communication  (Fig.  1).  Bronchoscopy 
was  done,  confirming  the  presence  of  the  fistula 
opening  into  the  left  main  stem  bronchus  just 
below  the  upper  lobe  tabe-off.  On  the  following 
January  30,  thoracotomy  was  done  and  dense  ad- 
hesions encountered  between  lung  and  pleura  pos- 
teriorly were  divided.  The  fistula  was  dissected 
with  difficulty  because  of  fibrous  post-inflamma- 
tory adhesions  between  esophagus  and  surround- 
ing structures.  The  fistula,  measuring  5 cm.  in 
length  and  1 cm.  in  diameter,  was  found  to  be 
a smooth-walled  tubular  structure  running  from 
mid-esophagus  to  the  posterior  aspect  of  the  left 
main  stem  bronchus.  It  was  excised  with  ease  and 
the  ends  closed.  The  patient  recovered  and  has 
been  asymptomatic. 

Discussion 

The  most  probable  etiologic  factor  in  this 
case  is  esophageal  diverticulum  with  perfora- 
tion intra-bronchially  due  to  co-existing  in- 
fection. According  to  Coleman  and  Bunch, 
eleven  such  cases  have  been  reported  previ- 
ously. 

Because  of  the  deviation  of  the  esophagus 
to  the  left  in  its  downward  course  and  be- 
cause of  the  close  proximity  of  the  mid-esoph- 
agus to  the  bronchus  on  the  left,  we  would 
expect  to  find  most  instances  of  fistula  for- 
mation on  the  left,  as  in  this  case,  but  this 
is  not  so.  Davis,  Katz,  and  Peabody  (1957) 
have  directed  attention  to  the  fact  that  bron- 
cho-esophageal fistulas  occur  twice  as  often 
on  the  right  as  on  the  left.  These  authors 
make  the  point  that  the  more  common  loca- 
tion of  a calcified  lymph  node  complex  on 
the  right  with  erosion  of  a broncholith  into 
the  esophagus  is  the  only  way  to  explain  this 
high  right-sided  incidence  of  fistula  forma- 
tion. 

One  would  expect  the  diagnosis  to  be 
easily  made.  In  infants  the  pulmonary  em- 
barrassment after  feeding  immediately  di- 
rects attention  to  the  possibility  of  tracheo- 
esophageal fistula.  Similarly,  occurrence  of 
a fistula  in  a patient  with  lung  or  gullet  can- 
cer is  not  a rarity  and  here,  again,  the  diag- 
nosis readily  reached.  A history  of  cough 
productive  of  recently  eaten  food  is  classical 
and  most  of  these  patients  experience  chok- 
ing and  strangling  after  eating  or  drinking. 
However,  perhaps  because  of  the  rarity  of 
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benign  acquired  broncho-esophageal  fistulas 
and  unfamiliarity  with  the  syndrome,  the 
diagnosis  may  be  delayed  for  quite  some 
time.  Again,  the  symptoms  may  vary  and 
the  classical  features  may  be  absent.  Levine 
(1953)  recounted  the  story  of  a 42-year-old 
man  who  coughed  after  eating  for  twenty 
years  before  the  nature  of  his  illness,  a bron- 
cho-esophageal fistula,  was  discovered.  He- 
moptysis was  the  presenting  symptom  in  two 
cases  reported  by  Maier.  Perhaps  another 
reason  for  the  lack  of  early  diagnosis  in  many 
instances  is  the  failure  to  utilize  the  routine 
procedure  of  barium  swallow  and  esopha- 
gram  at  the  time  of  the  chest  filming. 

Treatment  of  these  patients  is  surgical. 


Surprisingly  enough,  Davis,  Katz,  and  Pea- 
body (1957)  were  able  to  find  only  twenty- 
five  cases  of  non-malignant  acquired  broncho- 
esophageal  fistulas  successfully  repaired.  As 
these  authors  pointed  out,  this  small  number 
of  surgically  treated  cases  is  not  a reflection 
of  the  relative  merits  of  surgery  since  a re- 
pair is  curative. 

Summary 

A case  report  of  an  acquired  non-malig- 
nant broncho-esophageal  fistula  due  to  eso- 
phageal diverticulum  successfully  resected  is 
presented.  The  classification  of  such  fistulas 
and  a brief  review  of  the  literature  is  includ- 
ed in  the  discussion.  • references  on  80 


Histamine  for  cerebral  anoxia 
from  prolonged  cardiac  arrest* 

Frank  S.  Forman,  M.D.,  Colorado  Springs 


In  a case  of  cardiac  arrest  occurring 
during  routine  tonsillectomy  the 
patient’s  heart  ivas  restored  to  normal 
action  but  decerebrate  rigidity  developed. 
Histamine  given  intravenously 
twenty  hours  later  yielded  dramatic  and 
apparently  complete  recovery.  Probable 
reasons  for  this  action  of  histamine  are 
discussed. 

Perhaps  the  most  taxing  of  all  surgical  emer- 
gencies is  that  of  cardiac  arrest.  Without  im- 
mediate cardiac  massage,  death  is  inevitable. 
The  physician  doing  tonsillectomy  on  his 
patients  under  general  anesthesia  is  probably 


♦From  the  Colorado  Springs  Medical  Center  and  the  Uni- 
versity of  Colorado  School  of  Medicine. 
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confronted  with  cardiac  arrest  at  least  as 
commonly  as  in  any  other  type  of  surgical 
procedure,  perhaps  because  of  the  number 
of  tonsillectomies  performed.  The  excited 
child  undergoing  tonsillectomy  is  too  often 
considered  to  be  an  easy  anesthesia  problem. 
Responsibility  for  the  anesthetic  procedure 
is  too  often  relegated  to  untrained  individ- 
uals. 

That  a tonsil  anesthetic  is  an  easy  pro- 
cedure is  flagrantly  incorrect.  On  the  con- 
trary, it  is  most  difficult  and  one  which  by 
its  nature  invites  cardiac  arrest.  The  reasons 
for  this  are  obvious.  First,  the  child  is  young 
and  fearful,  putting  out  large  amounts  of 
adrenalin  and  sensitizing  the  heart.  Second, 
pharyngeal  reflexes  are  increased  if  barbitu- 
rates are  used  preoperatively  or  as  an  induc- 
tion agent.  Next,  anoxia  due  to  an  inadequate 
air-way  is  common.  The  tongue  may  obstruct 
the  pharynx,  blood  may  block  the  trachea, 
instruments  used  in  the  mouth  and  the  size 
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of  the  tonsils  may  interfere  with  the  gaseous 
exchanges. 

Anoxia  is  usually  considered  to  be  the 
precipitating  factor  in  cardiac  arrest.  Another 
factor  leading  to  cardiac  arrest  in  tonsil  an- 
esthesia is  vagal  stimulation  which,  because 
of  the  nature  of  the  operation,  is  inevitable, 
either  from  low  suction  about  the  larynx  or 
from  blood  in  the  trachea.  Frequently  too 
light  an  anesthesia  is  requested  because  of 
the  shortness  of  the  operative  procedure. 

Thus  all  of  the  factors  necessary  for  car- 
diac arrest  may  be  present.  In  the  presence 
of  the  sequence  of  adrenalin  produced  sensi- 
tization of  the  heart,  barbiturate  induction, 
increased  pharyngeal  reflexes,  light  anesthe- 
sia, anoxia,  and  a vagal  shower  to  the  heart 
from  reflex  vagal  stimulation,  cardiac  arrest, 
while  not  inevitable,  frequently  occurs.  If 
such  an  accident  occurs  during  operation  and 
the  heart  has  ceased  to  force  blood  into  the 
arterial  tree  either  from  asystole  or  from  fi- 
brillation, immediate  cardiac  massage  must  be 
instigated.  There  can  be  no  delay  in  opening 
the  chest.  While  few  physicians  have  had  the 
experience  of  opening  the  chest  and  instigat- 
ing cardiac  massage,  the  technic  is  simple 
and,  of  course,  bloodless.  In  most  cases  if  the 
chest  is  opened  immediately  lengthy  massage 
is  unnecessary.  With  fibrillation,  massage  is 
necessary  until  a defibrillator  can  be  used. 
Time  is  the  most  essential  element  in  cardiac 
arrest.  If  circulation  is  restored  in  three  min- 
utes, complete  recovery  occurs  in  over  70  per 
cent  of  the  cases.  This  percentage  is  smaller 
if  arrest  persists  for  over  three  minutes. 

Value  of  vasodilators 

In  cardiac  arrest  in  tonsil  procedures  the 
heart  is  usually  young  and  healthy,  little 
damage  occurring  to  heart  muscle  or  con- 
ductive mechanism.  Cerebral  anoxia  and 
damage  occurs  after  three  minutes  of  circu- 
latory arrest.  Prevention  of  prolonged  anoxia 
depends  first  upon  restoring  the  circulation 
and  second,  producing  adequate  oxygenation 
of  the  blood.  If  the  patient  is  not  already 
intubated,  mouth  to  mouth  breathing  is  used, 
followed  immediately  by  intubation  and  posi- 
tive pressure  artificial  respiration.  As  the 
chest  is  opened  collapsing  one  lung,  positive 
pressure  must  be  used.  Drugs  such  as  Cora- 
mine  to  stimulate  respiration  have  doubtful 


value  but  in  certain  cases  may  be  of  benefit. 

If  anoxia  has  been  present  and  cerebral 
damage  is  suspected,  vasodilators  theoreti- 
cally would  aid  cerebral  circulation  and  oxy- 
genation. If  death  of  cells  has  not  occurred, 
restoration  of  function  is  possible.  A drug 
increasing  capillary  permeability  would  en- 
able better  cellular  oxygen  exchange  and  aid 
in  transference  of  the  toxic  products  of  an- 
oxia (chiefly  lactic  acid),  reducing  cellular 
shock,  and  restoring  normally  functioning 
nerve  cells.  Histamine  is  the  drug  of  choice 
since  it  is  a powerful  vasodilator.  The  fol- 
lowing case  illustrates  we  believe,  the  first 
instance  of  the  use  of  histamine  intravenously 
in  combating  the  cerebral  anoxia  of  cardiac 
arrest. 

Example 

On  October  6,  1956,  D.  S.,  a normal  8-year- 
old  boy,  was  admitted  to  St.  Francis  Hospital 
for  tonsillectomy.  Physical  examination  re- 
vealed no  abnormalities  other  than  large 
tonsils  and  adenoids.  Past  history  was  un- 
revealing except  for  questionable  episodes  of 
petit  mal  epilepsy  and  recurring  attacks  of 
tonsillitis.  There  was  no  history  of  rheumatic 
fever,  chorea,  or  heart  disease.  Laboratory 
work  was  within  normal  limits.  The  parents 
were  with  the  child  from  admission  until 
entry  into  the  operating  room  at  12:30  p.m., 
after  which  time  he  was  with  the  operating 
room  attendants.  The  child  became  frightened 
at  separation  from  his  parents,  the  period  of 
fright  being  prolonged  because  of  the  late 
arrival  of  the  anesthetist.  Preoperative  medi- 
cation consisted  of  Demerol  and  atropine. 
Induction  of  anesthesia  with  divinal  ether 
was  prolonged  because  of  the  fright  of  the 
patient.  After  relaxation  occurred  with  div- 
inal ether,  the  agent  was  changed  to  drop 
ether  during  which  time  there  was  laryngo- 
spasm.  With  the  anesthetic  still  light  an  intra- 
tracheal tube  was  passed  which  produced 
cough,  slowing  of  the  heart,  a jerky  respira- 
tion, and  cyanosis.  Artificial  respiration  was 
given  with  the  gas  machine,  immediately  re- 
lieving the  cyanosis.  Finally  stimulation  was 
again  evident  with  jerky  respiration  and  then 
cardiac  arrest.  The  surgeon  was  informed 
perhaps  one  and  one-half  minutes  later  that 
the  heart  had  stopped.  The  chest  was  imme- 
diately opened.  The  heart  was  in  asystole. 
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Massage  was  started  resulting  in  almost  im- 
mediate restoration  of  a rapid  but  normal 
rhythm.  Total  elapsed  time  from  arrest  to 
re-establishment  of  circulation  was  estimated 
at  three  and  one-half  minutes.  Bleeding  from 
the  internal  mammary  artery  was  stopped 
and  the  chest  closed  leaving  a water  seal 
through  a stab  wound  in  the  upper  chest. 
In  approximately  four  hours,  decerebrate 
rigidity  became  eyident  with  no  signs  of  con- 
sciousness. At  9:20  a.m.  decerebrate  rigidity 
and  withdrawal  reflexes  were  still  present. 
One  hundred  cc.  of  a solution  of  histamine 
acid  phosphate  (2.75  mg.  in  250  cc.)  were 
given  in  about  twenty-five  minutes.  The  child 
awakened,  looked  about  the  room,  talked 
with  slurred  speech  at  first  as  if  waking  from 
sleep,  and  moved  normally.  Memory  for  re- 


mote and  immediate  incidents  was  perfect. 
Two  days  later  he  was  allowed  out  of  bed. 
Five  days  later  he  went  home  with  a normal 
EKG,  expanded  lungs  and  without  fever  or 
any  evidence  of  cerebral  damage. 

While  it  is  not  possible  to  state  in  a single 
case  the  value  of  histamine,  the  results  were 
so  dramatic  that  it  would  be  difficult  to  state 
that  the  response  was  coincidental. 

Summary 

A case  of  cardiac  arrest  with  prolonged 
unconsciousness  due  to  cerebral  anoxia  is  re- 
ported. Dramatic  response  to  intravenous  his- 
tamine was  noted.  It  is  suggested  that  in 
cases  of  cerebral  anoxia,  histamine  can  be 
a means  of  restoring  cerebral  circulation 
through  vasodilitation  and  increased  capil- 
lary permeability.  • 


The  importance  of  cancer  research 

George  C.  Hall,  M.D.,*  Los  Angeles 


An  oncologist  reviews  the  complexity 
known  as  cancer.  Research  will  supply 
the  answers  to  basic  questions  on  cancer 
cells  and  these  in  turn  will  provide  us 
with  new  tools  for  diagnosis  and  treatment. 


With  esteem  and  affection  for  a man  who 
occupies  a place  of  prominence  not  only  in 
your  organization,  but  has  won  praise  and 
respect  far  beyond  his  local  area  and  merits 
the  recognition  accorded  him  for  a job  well 
done — I feel  honored  to  give  the  Earl  and 
Bessie  Whedon  Lecture  on  Cancer.  In  1950  I 
became  acquainted  with  another  Whedon  by 
the  name  of  Edwin  who  was  the  son  of  Dr. 


♦Dr.  Hall  is  Research  Oncologist,  University  of  California 
Medical  Center,  Los  Angeles,  California.  The  Earl  and  Bessie 
Whedon  Lecture  on  Cancer  given  before  the  Rocky  Mountain 
Medical  Conference,  Denver,  June  18,  1957.  This  work  was 
supported  by  the  California  Institute  fop  Cancer  Research, 
University  of  California  Medical  Center,  Los  Angeles,  Cali- 
fornia. 
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Earl  Whedon.  Edwin  Whedon  was  a man  who 
commanded  the  recognition  and  love  of  his 
fellow  educators  in  the  Los  Angeles  City 
School  system.  He  was  one  of  the  foremost 
educators  and  had  reached  the  pinnacle  of 
his  career  when  he  passed  on  from  malig- 
nancy— May  10,  1951.  I have  chosen  for  my 
subject,  “The  Importance  of  Cancer  Re- 
search,” as  a tribute  to  a great  educator,  Ed- 
win Whedon,  and  also  to  a pioneer  in  the 
practice  of  the  medical  arts — Dr.  Earl  Whe- 
don. It  is  the  hopes,  desires  and  prayers  for 
the  many  Edwin  Whedons  today,  and  the 
many  more  Edwin  Whedons  of  tomorrow, 
that  prompt  those  of  us  in  the  oncological 
field  to  look  for  the  answer  to  the  cancer 
problem. 

Many  sciences  interested  in  cancer 

It  is  axiomatic  that  our  ability  to  conquer 
a given  disease  is  directly  proportional  to  our 
intimate  knowledge  about  it.  The  cancer 
problem  is  no  exception.  The  more  we  know 
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about  the  numerous  related  disciplines,  the 
sooner  an  effective  therapeutic  approach  may 
be  achieved.  The  oncological  problem  is  close- 
ly interwoven  with  practically  all  the  life 
sciences  such  as  physiopathology;  chemistry 
(organic  and  inorganic,  as  well  as  bio-chem- 
istry) ; immuno-chemical  reactions  both  on 
their  gross  and  cellular  levels;  physics;  ge- 
netics, and  endocrinology.  It  is  possible  that 
the  list  of  oncological  sciences  is  not  yet  com- 
plete and  that  some  new  mode  of  approach, 
not  evident  at  the  present  time,  will  be  added 
in  the  future. 

It  may  be  noted  at  a glance  from  the 
above  statements  that  the  solution  of  the 
complexity  known  as  cancer  has  challenged 
the  investigative  abilities  of  all  of  these  and 
other  disciplines.  It  is  obvious  that  it  is  not 
within  the  scope  of  this  paper  to  exhaust  can- 
cer research,  but  only  to  touch  on  the  high- 
lights of  the  recent  and  not  so  recent  achieve- 
ments. 

Cancer  education 

Today  we  are  learning  more  about  cancer 
than  we  knew  ten  to  fifteen  years  ago.  In  the 
past,  cancer  was  looked  upon  as  a hush-hush 
disease  and  was  infrequently  mentioned  in 
public.  Through  research,  with  especial  stress 
emphasizing  early  diagnosis  and  the  search 
for  better  means  of  treatment  of  cancer,  the 
education  of  the  public  regarding  cancer  has 
now  changed  the  whole  outlook  and  picture 
related  to  cancer.  We  are  now  approaching 
the  cancer  problem  with  realistic  fears  and 
sound  hopes.  One  of  our  best  ways  of  doing 
this  is  to  fight  the  fear  of  cancer  with  knowl- 
edge. 

It  is  believed  by  some  that  excessive  prop- 
aganda regarding  cancer  will  make  neurotics 
out  of  some  people,  and  it  is  true  that  this 
may  infrequently  occur.  It  is  now  the  gener- 
ally accepted  belief,  however,  that  cancer 
education  has  made  people  feel  free  to  dis- 
cuss the  subject  and  this  factor  helps  to  dispel 
fear. 

Cancer  and  longevity 

Is  cancer  on  the  increase?  If  so,  why?  The 
following  statistical  tables  may  help  to  eluci- 
date this  phase  of  the  cancer  problem.  The 
average  length  of  life  predicted  for  an  indi- 
vidual born  in  1900  was  49  years,  and  about 


23  per  cent  of  the  population  of  the  United 
States  was  over  40  years  of  age.  At  the  pres- 
ent time,  over  twice  that  many  are  over  40 
years  and  life  expectancy  has  increased  to  69 
years.  Approximately  95  per  cent  of  cancer 
occurs  after  the  age  of  30  years  and  over  50 
per  cent  of  cancer  occurs  before  the  age  of  64 
years.  In  children  between  the  ages  of  1 and 
14  years,  cancer  causes  more  deaths  than 
any  other  condition,  except  accidents.  In- 
creased longevity  and  better  diagnostic  pro- 
cedures may  explain  the  apparent  increase  in 
cancer  morbidity.  The  status  of  the  cancer 
patient  today  is  as  follows:  One  of  every  four 
patients  with  cancer  is  being  cured  by  sur- 
gery and  various  forms  of  irradiation  ther- 
apy; one  of  every  four  is  dying  needlessly 
due  to  delayed  or  inadequate  therapy;  two 
out  of  every  four  are  doomed  to  die  of  cancer 
unless  new  knowledge  and  methods  of  ther- 
apy are  obtained  through  research.  It  is  fur- 
ther established  that  one  of  every  four  indi- 
viduals who  lives  to  maturity  will  have  can- 
cer at  sometime  in  his  life. 

Vital  statistics 

The  enormity  of  the  cancer  problem  may 
be  assessed  by  the  statistics  which  I would 
like  to  mention  briefly: 

1.  Approximately  350,000  new  cases  of 
cancer  are  seen  each  year. 

2.  Over  700,000  cancer  cases  are  under 
treatment. 

3.  Over  230,000  deaths  result  from  cancer 
yearly. 

On  the  bright  side  of  the  coin  we  find 
these  encouraging  figures: 

1.  Over  30,000  more  cases  are  being  cured 
today  than  ten  years  ago. 

2.  Decline  in  mortality  rates  in  female 
cancer  since  1930  in  the  State  of  California, 
due  namely  to  better  diagnosis  and  treat- 
ment (bearing  in  mind  the  possibility  of  ac- 
tual decline  of  the  disease). 

Research  is  the  keystone 

The  important  keystone  in  our  fight 
against  cancer  is  research.  By  means  of  re- 
search it  is  hoped  that  the  following  goals 
will  be  reached: 

1.  Early  diagnosis. 

2.  Cause  or  prevention  of  cancer. 

3.  Methods  to  save  the  maximum  number 
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of  lives  of  individuals  who  have  cancer. 

4.  Ways  and  means  to  relieve  the  suffer- 
ing of  those  who  are  in  advanced  stages  of 
cancer. 

There  are  two  major  issues  associated  in 
our  fight  against  cancer.  These  issues  involve 
research  in  therapy  for  patients  with  cancer 
by  (1)  improved  procedures  for  the  diagnosis 
of  cancer  in  earlier  stages  and  full  removal 
of  the  neoplasm  by  surgery  and  irradiation 
(25  per  cent  cured  today) ; (2)  to  discover 
methods  which  can  cure  cancer  in  the  ad- 
vanced stages  which  are  beyond  the  help  of 
surgery  and  irradiation.  (In  this  group  75  per 
cent  have  disseminated  disease) . 

Diagnostic  test  procedures 

Since  1948  the  National  Cancer  Institute 
has  inaugurated  a program  for  evaluating 
proposed  cancer  diagnostic  tests,  primarily 
from  the  standpoint  of  usefulness  for  case 
finding  in  the  general  population.  A criteria 
and  prospectus  was  set  up  by  J.  E.  Dunn  and 
Samuel  Greenhouse  in  1950,  in  which  90  per 
cent  positive  reactions  were  to  be  obtained 
in  cancer  cases  and  less  than  5 per  cent  posi- 
tive reactions  in  normal  individuals. 

(1)  Cytology — (Papanicolaou) . By  the  use 
of  this  procedure,  screening  can  be  carried 
out  for  cervical  or  endometrial  cancer  with- 
out symptoms.  Cytology  is  also  used  as  a 
diagnostic  aid  in  bronchoscopic  aspirations, 
u]*inary  sediments  of  both  bladder  and  kid- 
ney and,  also,  stomach  washings.  In  the  ex- 
tensive screening  study  being  carried  out  by 
this  procedure,  in  Memphis  and  Shelby  Coun- 
ty by  Drs.  Erickson  and  Sprunt,  they  express 
the  opinion  that  technicians  trained  in  cytol- 
ogy  appear  to  be  accurate  while  working  in 
a group,  but  if  working  alone  in  a distant 
location  their  results  are  questionable  at 
times. 

(2)  Phosphatase  Enzyme  Test.  It  has 
been  shown  by  Gutman  that  prostatic  tissue 
in  man  contains  a highly  active  acid  phos- 
phatase and  a less  active  alkaline  phospha- 
tase. In  cases  of  osteogenic  sarcoma  and  pro- 
static carcinoma  these  enzymes  are  increased 
in  activity  as  compared  to  normal  tissue. 

A rise  in  serum  alkaline  phosphatase  oc- 
curs in  osteolytic  diseases,  hyperparathy- 
roidism, both  osteoblastic  and  osteolytic  me- 
tastasis to  bone  from  carcinoma  of  various 


tissues,  and  lymphoid  diseases.  An  elevation 
in  the  serum  alkaline  phosphatase  activity, 
in  the  absence  of  hepatic  obstruction,  is  evi- 
dence for  the  presence  of  bone  changes  in 
the  host  brought  about  by  a variety  of  condi- 
tions. All  this  leads  to  a difficulty  in  the  dif- 
ferential diagnosis,  but  acts  as  an  important 
diagnostic  aid. 

(3)  B-Glucuronidase  Enzyme  Activity.  In 
1947  Fishman  demonstrated  that  the  majority 
of  specimens  of  human  cancer  tissue  were 
rich  in  B-glucuronidase  as  compared  with 
neighboring  uninvolved  tissue. 

Primary  lesions  of  the  skin,  lung,  breast, 
esophagus,  stomach,  colon,  uterine  cervix  and 
brain;  metastasis  to  lymph  nodes  and  other 
organs;  leukemias,  especially  myelogenous 
type,  showed  elevated  levels  while  carcinoma 
of  the  endometrfum  did  not. 

The  function  of  B-glucuronidase  related 
to  the  action  and  metabolism  of  estrogenic 
and  other  steroid  hormones  poses  the  ques- 
tion as  to  whether  the  increase  in  some  tu- 
mors may  be  due  to  action  of  steroid  hor- 
mones in  that  tissue.  There  is  no  experimental 
evidence  to  support  this  speculation  to  date. 

(4)  Radioactive  Isotopes.  The  fact  that 
important  metabolic  differences  exist  be- 
tween malignant  and  normal  tissue,  forms 
the  basis  for  cancer-detection  by  means  of 
radioactive  isotopes.  The  narrow  field  of  use- 
fulness for  isotopes  in  the  diagnosis  of  cancer 
will  expand  with  the  increase  of  our  under- 
standing of  the  metabolism  of  neoplastic  tis- 
sue. 

Radioactive  Phosphorus  (P-32)  is  used  as 
a confirmatory  test  only  and  not  as  a diag- 
nostic test  in  breast  and  brain  lesions.  It  is 
positive  also  in  inflammatory  lesions  and 
negative  in  small  localized  lesions  as  deep 
cancer  lesions. 

Radioactive  Iodine  (P®^) . Functioning 
metastasis  from  thyroid  carcinoma  can  be 
readily  detected  by  the  scintillating  counter 
procedure.  Nonfunctioning  benign  tumors 
give  a negative  image  as  does  carcinoma. 
Primary  carcinoma  of  thyroid  cannot  be  di- 
agnosed or  localized  by  means  of  radioactive 
iodine. 

Sero-flocculation  carcinogen 

Now  a word  about  the  Sero-Flocculation 
Reaction  which  I have  been  interested  in  for 
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the  past  ten  years.  The  Sero-Flocculation 
Reaction  came  about  some  twenty  years  ago 
through  the  work  of  Dr.  H.  S.  Penn  in  an 
attempt  to  establish  with  it  a given  concept, 
namely,  the  existence  of  an  endogenous  car- 
cinogen, probably  a steroid,  possessing  anti- 
genic properties.  On  this  basis,  in  my  experi- 
ence with  over  31,000  serological  determina- 
tions, it  is  the  only  one  that  conforms  to  the 
criteria  established  by  Dunn  and  Greenhouse. 
The  Sero-Flocculation  Reaction  evolved  from 
Dr.  Penn’s  work  has  continued  to  undergo 
intensive  investigation  since  its  discovery 
early  in  1944.  A modification  of  procedure 
reducing  the  incidence  of  false-positive  re- 
actions significantly  was  published  in  May, 
1957. 

Drs.  Chang  and  Sprunt  of  the  University 
of  Tennessee  published  som§  interesting  pa- 
pers (May  5,  1957)  on  “Sero-flocculating  Ste- 
roids.” As  quoted  from  their  papers — “Devel- 
oping this  reaction  could  give  rise  to  two 
different  uses  in  the  detection  of  disease, 
depending  upon  which  of  two  alternative 
situations  exist  in  the  serum.  Ideally,  this 
reaction  could  be  used  to  detect  specific  dis- 
eases or  secondarily  it  could  be  used  to  dis- 
tinguish normal  sera  from  those  of  other 
diseases  including  cancer  and  thus  be  useful 
as  a screening  test.” 

Carcinogenesis 

The  second  fundamental  problem  in  can- 
cer research  is  carcinogenesis  defined  as  a 
process  by  which  normal  cells  or  tissue  be- 
come transformed  into  cancer.  Carcinogenesis 
from  such  substances  as  tars,  hydrocarbons 
and  aniline  dyes  has  been  known  since  1775. 
Carcinogens  are  classified  as  intrinsic  factors 
and  extrinsic  factors,  both  factors  acting  as 
carcinogenic  agents.  In  1941,  J.  L.  Hartwell 
listed  over  700  chemical  substances  which 
had  been  tested  for  carcinogenic  activity  and 
of  this  number  170  were  reported  to  possess 
the  power  to  evoke  cancer  in  experimental 
animals.  Again  in  1951  he  published  a second 
compilation  of  600  new  compounds  tested 
and  found  150  of  these  chemicals  to  be  car- 
cinogenic. 

It  is  possible  that  the  cortical  steroids 
may  be  precursors  of  carcinogens  in  vivo 
as  described  in  the  work  of  Filete  and  Little. 
It  is  interesting  to  note  that  in  our  work 


cholesterol  and  steroid  derivatives  have  been 
proven  to  be  carcinogenic,  and  it  is  from  this 
bile  acid  that  the  “antigen”  we  use  in  the 
Sero-Flocculation  test  is  derived.  The  end 
product  of  this  process  is  identified  as  Ethyl 
Choladienate  which  is  not  found  or  known 
as  such  in  the  body. 

Urethane  has  been  established  as  a lung 
carcinogen  by  Shapiro  and  Kirschbaum  in 
1951.  Aliphatic  and  aromatic  nitrogen  mus- 
tards are  carcinogens  as  shown  by  Haddow 
and  others.  It  also  has  been  shown  that  radia- 
tion is  a carcinogenic  agent,  in  1944  by  Hen- 
shaw  and  Hawkins,  as  well  as  by  many  other 
investigators.  It  is  not  improbable  that  as 
the  study  of  new  compounds  increases,  new 
extrinsic  carcinogenic  agents  will  be  added 
to  our  present  growing  list. 

Intrinsic  carcinogens 

Intrinsic  carcinogenic  agents  are  biogenic 
in  origin  and  at  the  present  time  are  confined 
to  viruses  and  hormones.  It  is  Dr.  Penn’s  con- 
tention that  carcinogens  are  produced  as  a 
result  of  a faulty  steroid  metabolism.  Rous 
and  Payton  have  reported  an  intensive  study 
on  carcinogenic  viruses.  These  workers 
showed  that  transmission  invariably  induces 
the  same  tumor  in  fowls  and  has  the  unique 
feature  of  delimitation.  Although  a definite 
association  has  been  found  by  some  workers 
between  certain  animal  tumors  and  viruses, 
there  is  no  definite  etiologic  relationship 
found  to  date  that  viruses  cause  human  can- 
cer. Duran-Reynals  in  1952  reported  experi- 
ments on  chemical  carcinogen,  and  a non- 
neoplastic fowl  virus  which  suggested  that 
virus  not  usually  associated  with  tumors  may 
become  adapted  to  cells  conditioned  by  car- 
cinogens and  thus  play  an  important  role  in 
the  etiology  and  perhaps  the  therapy  of  can- 
cer. 

The  other  intrinsic  carcinogenic  agents 
are  hormones.  Hormones  undergo  continual 
metabolism  in  the  body  which  produces  or 
harbors  them.  There  is  no  assurance  that 
they,  or  their  metabolites,  act  in  the  same 
manner  or  form  to  induce  neoplasia  in  carry- 
ing out  their  normal  influences  on  their  spe- 
cific target  organs.  Subtle  technics  of  hor- 
monal imbalance  have  been  introduced  in 
recent  years  by  which  over-compensatory  re- 
sponses of  the  animal  to  artificial  stresses 
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have  led  to  the  development  of  neoplasia 
elsewhere  in  the  animal.  By  these  means  the 
animal’s  own  hormones  become  the  cancer- 
inducing  agent  or  agents.  In  1916  Lathrop 
and  Loeb  demonstrated  the  influence  of  hor- 
monal factors  on  the  development  of  cancer 
of  the  breast.  They  showed  that  the  incidence 
of  mammary  cancer  in  mice  was  lower  and 
the  average  cancer-age  was  higher  in  ani- 
mals prevented  from  breeding  than  in  breed- 
ing females  of  the  same  stocks;  incidence  of 
mammary  tumors  appeared  to  be  highest  in 
stocks  in  which  breeding  mice  developed  tu- 
mors more  frequently. 

Experiments  performed  on  heterogenous 
stocks  of  mice  were  confirmed  later  when  in- 
bred  strains  of  mice  became  available.  The 
authors  then  showed  that  in  mice  ovaryecto- 
mized  at  an  early  age  the  appearance  of 
mammary  tumors  was  completely  Inhibited 
or  greatly  delayed.  Instituted  ovaryectomies 
in  later  life  had  little  or  no  effect  in  sup- 
pressing tumor  incidence.  Isolation  of  active 
estrogenic  materials  from  the  ovary  accom- 
plished by  Allen  and  Doisy  in  1923  has  paved 
the  way  for  use  of  the  hormones  as  a re- 
straint in  the  treatment  of  cancer  of  the 
prostate  and  breast — but  unfortunately  in 
the  majority  of  cases  with  relatively  little 
curative  value. 

Recent  research  projects 

There  are  three  projects  in  our  Center 
undergoing  extensive  investigation  on  the 
treatment  phase  of  cancer.  All  of  them  ap- 
pear promising  and  exciting  at  the  present 
time. 

Promising  results  have  been  obtained 
with  a high  percentage  of  cured  cancer  cases 
in  animal  experimentations,  by  one  group 
working  in  our  Center.  The  treatment  used 
is  Placental  Autolysate,  and  an  excellent  pa- 
per on  this  work  is  being  published  by  the 
investigators  in  the  Journal  of  the  National 
Cancer  Institute  in  September. 

Now  a brief  discussion  in  regard  to  cancer 
cellular  levels.  Cancer  cells  are  capable  of 
unlimited  growth  without  any  control;  they 
serve  no  useful  function  and  the  host  strips 
itself  to  feed  that  which  will  eventually  de- 
stroy it.  We  know  now  the  chemical  require- 
ments for  growth  of  cancer  cells  as  compared 
to  normal  cells. 


Influence  of  nutrition 

The  application  of  nutritional  technics  to 
this  phase  of  the  problem  has,  in  general, 
followed  two  lines  of  attack,  namely  (a)  al- 
terations in  dieting  status  of  animals  prior 
to  what  would  be  the  appearance  of  tumors, 
whether  spontaneous  or  deliberately  induced, 
and  (b)  alterations  in  dietary  status  of  ani- 
mals already  bearing  tumors.  In  both  cases 
the  effect  of  over-  as  well  as  of  under-alimen- 
tation has  been  studied.  There  appears  to  be 
little  doubt  from  the  work  of  Baumann  and 
Rusch  and  Tannenbaum  that  high  supple- 
ments of  certain  kinds  of  fat  in  the  diet  tend 
to  promote  certain  kinds  of  tumor  growth  and 
development.  We  already  know  that  obesity 
in  humans  promotes  a bad  risk  in  suscepti- 
bility to  many  degenerative  diseases,  and 
whether  cancer  incidence  is  included  in  this 
susceptibility  offers  another  phase  of  cancer 
research. 

The  work  of  McCay’s  classic  experiments 
on  the  prolongation  of  life  and  on  the  rela- 
tive lack  of  degenerative  changes  in  under- 
fed animals  suggests  the  possible  lack  of 
cancer  susceptibility  also.  Much  effort  has 
been  expended  on  this  approach  towards  the 
control  of  tumor  incidence  and  in  many  cases 
the  induction  period  of  tumors  has  been  de- 
layed and  the  growth  rate  of  established 
tumors  retarded  by  various  forms  of  dietary 
depletion.  How  drastic  the  dietary  regimens 
may  be  to  effect  such  changes,  and  what  is 
the  cost  in  terms  of  the  natural  processes  of 
the  animal,  are  yet  to  be  answered.  If  one 
knows  a cell’s  peculiar  dietary  needs  and 
they  differ  from  those  of  other  cells — then  a 
scientific  hurdle  is  crossed.  This  is  the  prin- 
ciple of  antimetabolite  action  upon  which 
the  sulfa  drugs  work.  There  are  some  prin- 
ciples now  established  for  cancer  cells  in 
animals  and,  in  some  instances,  cancer  cells 
in  humans. 

Questions  to  be  answered 

Many  workers  believe  that  the  secret  of 
cancer  will  be  found  when  we  know  the  dif- 
ferences between  normal  cells  and  cancer 
cells.  What  causes  the  change  from  normal 
to  abnormal  cell?  What  are  the  normal  and 
chemical  influences  on  cells?  What  is  the 
nucleoprotein  complex  within  the  nucleus 
of  cells?  What  can  be  done  to  block  the  trans- 
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formation  or  changes  by  which  normal  cells 
undergo  malignant  change?  Can  something 
be  injected  or  taken  orally  to  prevent  or  cor- 
rect these  changes  in  the  cellular  metabolism 
once  such  has  taken  place?  These  are  some 
of  the  questions  that  may  soon  be  answered 
by  the  intensive  research  which  we  are  un- 
dertaking today.  The  difference  in  the  bio- 
chemical activity  of  cells  offers  much  to  be 
studied. 

Chemotherapeutic  agents 

This  phase  of  cancer  research  involves  the 
use  of  chemicals  ordinarily  foreign  to  the 
animal  body  which,  when  administered  to  a 
tumor-bearing  host  at  a site  removed  from 
the  tumor,  will  adversely  affect  the  latter 
without  destroying  the  former.  This  is  called 
at  the  present  time  the  “area  of  last  resort” 
when  all  other  methods  of  therapy  have 
failed,  and  yet  potentially  is  the  only  one 
capable  of  enduring  merit.  The  tumor  is  a 
new  tissue  with  a metabolic  pattern  com- 
prising enzymes  which  function  qualitatively 
like  similar  enzymes  in  normal  tissues.  It  is 
not  the  individual  metabolic  function  or  en- 
zyme which  is  the  target  but  the  metabolic 
pattern  of  the  tumor,  for  the  capacity  of  liv- 
ing systems  to  regenerate  one  of  their  crip- 
pled components  is  one  of  its  characteristic 
features.  The  over-all  metabolic  pattern  of 
the  tumor  is  unlike  that  of  any  normal  tissue. 
Hence,  something  foreign  to  normal  tissue 
will  spare  such  tissue  and  destroy  tumor  tis- 
sue. This  is  the  main  intensive  effort  in 
which  numerous  investigative  projects  are 
now  being  carried  out. 

Among  the  questions  to  be  answered  in 
this  regard  are:  Why  are  cancer  cells  sensi- 
tive to  chemotherapy  in  the  beginning,  yet 
later  become  resistant  to  therapy?  Why  are 
cancer  cells  radiosensitive  or  radioresistant? 
If  studies  now  in  progress  can  procure  such 
information,  then  the  proper  treatment  could 
be  selected  and  many  more  patients  with 
cancer  could  be  cured.  It  is  an  accepted  fact 
that  cancer  therapy  will  evolve  from  the  re- 
search efforts  now  being  carried  out.  There 
appears  to  be  more  promise  and  hope  for 
finding  a curative  chemical  than  an  immu- 
nization for  cancer. 

A few  of  the  many  chemotherapeutic 
agents  which  have  been  investigated  and 


have  shown  some  encouragement  in  the  treat- 
ment of  cancer  (as  a restraint  but  not  as  a 
cure)  are  as  follows: 

Nitrogen  mustard  and  antijolin  compounds 

The  leucopenic  and  cytotoxic  actions  of 
these  compounds  were  early  recognized  and 
led  to  various  studies  on  the  effect  of  these 
compounds  in  clinical  lymphatic  diseases 
such  as  leukemia,  lymphosarcoma,  and  Hodg- 
kin’s disease.  Clinical  trials  showed  marked 
palliative  effects  and  restraint  of  the  malig- 
nant processes  in  many  of  the  cases  studied. 
In  chronic  leukemia,  60  to  70  per  cent  of 
cases  were  benefited  by  use  of  nitrogen  mus- 
tard but  it  is  yet  not  known  at  what  stage 
of  the  disease  the  greatest  effect  may  be  ob- 
tained, for  in  cases  of  acute  leukemia  there 
is  no  response  to  nitrogen  mustard.  The 
nitrogen  mustards  cause  chromosome  dam- 
age with  inhibition  of  mitosis  similar  to  that 
produced  by  irradiation  and  are  similarly 
carcinogenic. 

The  compound  TEM  (tri-ethylene-mela- 
mine) , thought  to  be  chemically  related  to 
the  nitrogen  mustards,  can  be  given  orally 
or  intravenously  and  appears  effective  in  a 
similar  way,  in  the  same  lymphatic  diseases, 
as  the  aliphatic  nitrogen  mustards.  Urethane 
was  first  shown  by  Le  Fevre  to  produce  mi- 
totic effects  in  plants.  This  initial  observation 
was  followed  by  the  work  of  Haddow  in  ap- 
plication of  the  compound  to  possible  therapy 
of  cancer,  and  it  is  now  used  in  clinical  trials 
and  found  effective  in  chronic  myeloid  leu- 
kemia. 

Amethopterin  (Lederle,  Folic  acid  ana- 
logues) used  in  producing  remissions  in  chil- 
dren with  acute  leukemia. 

Radioactive  isotopes 

Treatment  of  neoplastic  disease  with  ra- 
dioactive chemicals  is  another  form  of  ra- 
diation therapy,  differing  only  in  its  means 
of  administration,  either  orally  or  parenter- 
ally,  producing  a form  of  systemic  therapy. 
The  most  widely  studied  is  phosophorus 
(P-32)  which  has  an  unstable  nucleus  with 
a half-life  of  fourteen  days.  This  radioisotope 
has  been  used  primarily  in  leukemia  cases, 
and  also  cancers  of  the  bladder,  tongue  and 
prostate.  Radioactive  iodine  (P®^),  half-life 
of  eight  days,  has  been  used  with  promise  in 
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thyroid  tumors  and  associated  metastasis,  as 
well  as  in  localization  of  brain  tumors. 

Conclusion 

In  conclusion,  our  hope  that  an  effective 
treatment  of  cancer  is  near  is  based  on  the 
following:  We  already  have  agents  by  which 
we  can  restrain  progress  of  certain  forms  of 
cancer,  and  we  have  methods  of  measuring 
the  ability  of  agents  to  cause  this  restraint. 
We  also  have  some  knowledge  of  how  these 
agents  work.  We  have  chemists  who  can  and 
will  make  better  agents  from  those  which 
are  already  somewhat  effective.  There  is  a 
rational  basis  to  search  for  better  drugs. 
There  are  concentrated  cooperative  efforts 
to  combat  cancer,  by  all  branches  of  medi- 
cine and  other  sciences,  which  are  termed 
under  the  classification  of  oncological  sci- 
ences. We  have  fundamental  scientific  back- 
ground about  cancer  cells  and  how  to  kill 
them  selectively,  i.e.,  in  experimental  ani- 
mals we  can  cure  some  types  of  transplanted 
cancer.  We  can  make  cancer  cells  in  both 
animals  and  humans  do  all  the  “tricks”  bac- 
teria do — and  we  can  cure  most  of  the  bac- 
terial diseases. 

We  can  grow  cancer  cells  in  the  test-tube. 


in  incubated  chicken  eggs,  and  in  experi- 
mental animals.  We  can  establish  their  needs 
for  nutritional  chemicals  as  compared  to 
normal  cells.  We  can  modify  these  nutritional 
chemicals  and  so  effect  in  the  test-tube  se- 
lective injury  of  cancer  cells  compared  to 
normal  cells  in  both  humans  and  animals. 
We  have  information  to  suggest  that  cancer 
cells  may  have  certain  bio-chemical  proper- 
ties. We  can  restrain  cancer  in  man.  By  these 
restraining  methods  of  cancer  cells — a chem- 
ical synthesis  will  result  leading  to  new  ef- 
fective chemotherapy. 

Hence  the  future  and  end  results  of  cancer 
research  are  extremely  encouraging  and  the 
outlook  for  conquering  cancer  appears  to 
some  of  us — just  on  the  horizon.  Emulating 
the  spirit  of  Moses  Maimonides,  a 12th  Cen- 
tury Spanish  rabbi,  scholar  and  physician — 
may  I quote  his  physician’s  prayer — “Pre- 
serve my  strength,  that  I may  be  able  to  re- 
store the  strength  of  the  sick  and  the  poor, 
the  good  and  the  bad,  the  friend  and  the  foe. 
Let  me  see  in  the  sufferer  the  man  alone. 
When  wiser  men  teach  me,  let  me  be  humble 
to  learn — let  me  be  intent  on  one  thing, 
O Father  of  Mercy,  to  be  merciful  to  thy  suf- 
fering children.”  • 


I 


Medical  evaluation  of  executives* 


W.  Grayburn  Davis,  M.D.,  Denver,  and  Frank  B.  McGlone,  M.D.,  Denver 


Extensive  evaluation  of  a small  number 
of  executives  revealed  a high  percentage 
of  important  pathologic  conditions. 

Further  clinical  investigations  are  urged. 

American  business  and  industry  are  becom- 
ing increasingly  interested  in  periodic  medi- 
cal evaluation  of  their  executives.  Many  cor- 
porations now  offer  such  programs  for  their 

‘From  the  Denver  Clinic,  701  E.  Colfax  St.,  Denver  3,  Colo. 


executive  personnel.  The  Armed  Forces  have 
appreciated  the  value  of  annual  physical 
examinations  for  several  decades.  Although 
the  medical  profession  has  long  recognized 
that  prevention  is  our  most  potent  weapon 
against  disease  and  physical  disablement,  it 
is  now  gratifying  to  note  that  business  and 
industry  are  beginning  to  appreciate  this 
fact. 

Since  the  last  World  War  there  has  been 
an  increasing  demand  for  trained  executives 
but  the  supply  has  been  unable  to  meet  this 
demandh  Trained  executives  are  among  our 
greatest  American  resources  and  the  invest- 
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ment  in  their  physical  well-being  is  becom- 
ing more  important  as  the  demands  for  their 
abilities  increase.  This  is  just  one  of  the 
important  reasons  for  programs  to  medically 
examine  and  evaluate  executives.  If  such 
programs  prove  successful,  and  we  have  good 
reason  to  believe  they  will,  then  an  increas- 
ing number  of  business  firms  and  industrial 
organizations  will  inaugurate  them.  More- 
over, we  believe  that  the  value  of  preventive 
medicine  through  the  medium  of  periodic 
health  surveys  will  soon  be  better  recognized 
by  families  of  executives  and  by  other  indi- 
viduals as  well. 

Alarming  findings 

Here  are  some  noteworthy  facts.  General 
Motors  Corporation^  in  examinations  of  400 
employees  over  age  40,  found  6 per  cent  with 
cardiac  abnormalities  although  less  than  half 
were  aware  of  their  condition.  Bolt,  Tupper 
and  Mallery®  at  the  University  of  Michigan 
found  52  per  cent  of  500  business  executives 
with  one  or  more  defects  requiring  treatment 
at  the  time  of  their  initial  examination.  Of 
these  defects,  69.8  per  cent  were  not  known 
to  exist  prior  to  examination.  Moreover,  on 
subsequent  examinations  of  the  same  execu- 
tives, from  12.7  per  cent  to  20.3  per  cent  were 
found  to  have  developed  new  medical  abnor- 
malities requiring  therapy.  Thompson^  re- 
ported that  only  8 per  cent  of  500  executives 
examined  by  the  Health  Research  Center  in 
Chicago  had  no  disease:  One  in  ten  had  pre- 
viously undiscovered  heart  disease.  What  is 
even  more  surprising  is  that  most  of  these 
executives  were  under  40  years  of  age. 

We  have  had  the  opportunity  to  examine 
several  executive  groups  at  our  clinic  and 
believe  we  have  gained  some  insight  into 
this  problem.  An  interesting  editorial  in  the 
JAMA®  emphasizes  the  controversy  over  how 
much  or  how  little  laboratory  work  should 
be  included  in  this  type  of  health  survey. 
Abrahams®  believes  that  a careful  evaluation 
of  an  annual  history  and  physical  examina- 
tion accomplishes  as  much  as  an  elaborate 
survey  including  many  laboratory  tests.  Ba- 
ker and  Associates’’  have  reported  a large 
group  of  examinations  and  suggests  that  a 
national  standard  routine  be  adopted  for  such 
health  surveys. 

Our  medical  examination  program  for 


each  examinee  included  the  basic  history  and 
a complete  physical  examination  followed  by 
the  procedures  listed  in  Table  1.  This  group 
of  tests  is  much  the  same  as  that  used  by 
Bolt,  Tupper  and  Mallery®  at  Ann  Arbor. 
Further  experience  and  reports  of  such  med- 
ical surveys  will  help  to  establish  the  proper 
procedures  which  should  be  included  in 
health  examinations  of  this  type. 

TABLE  1 

Routine  Procedures  for  Each  Examinee 

Test  of  visual  acuity  and  color  vision 
Sigmoidoscopy 
Laboratory:  PC  Blood  Sugar 
Blood  Serology 
Blood  Count 
BUN 

Blood  Cholesterol 
Electrocardiogram 
X-Rays:  Chest 

Upper  G.I. 

Barium  Enema 
Gallbladder 


Whenever  our  history,  physical  examina- 
tion or  routine  laboratory  procedures  as  listed 
in  Table  1 suggested  the  need  for  other  di- 
agnostic studies,  then  additional  procedures 
were  included  as  indicated  for  individual 
examinees.  Our  list  of  additional  procedures 
is  shown  in  Table  2. 


TABLE  2 

Additional  Procedures  When  Indicated 

Endoscopy:  Gastroscopy 

Esophagoscopy 

Bronchoscopy 

Peripheral  Vascular  Survey 
Allergy  Survey 
Laboratory:  Blood  Uric  Acid 

Glucose  Tolerance 
PSP-Urea  Clearance 
Liver  Function 
Pulmonary  Function 
“Masters  Two  Step”  Test 
Stool  Analysis 
Gastric  Analysis 
B.M.R. 

Sedimentation  Rate 
X-rays:  Bone  and  Joint  Surveys 

Pyelography 
Cholangiography 
Cardiac  Fluoroscopy 


For  a preliminary  report  on  our  own  ex- 
periences in  the  medical  evaluation  of  execu- 
tives we  have  shown  the  frequency  of  signifi- 
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cant  defects  that  were  noted  in  the  first  fifty- 
consecutive  examinees.  Many  minor  defects 
were  diagnosed  but  not  listed.  All  of  our 
executives  were  males,  28  years  to  72  years 
of  age,  averaging  53  years.  In  subsequent  re- 
ports we  plan  to  include  data  on  larger  num- 
bers of  initial  examinees  as  well  as  a dis- 
cussion of  the  progress  and  physical  improve- 
ment noted  on  subsequent  examinations. 


TABLE  3 

Frequency  of  Significant  Diagnoses  in  First 
50  Executives  Examined  at  the  Denver  Clinic 

Diagnosis 

Total 

Previously 

Recognized 

and/or 

Treated 

Cardiovascular: 

Hypertension  

27 

8 

Arteriosclerotic  Heart  Disease.. 

14 

4 

Peripheral  Vascular  Disease 

3 

1 

Respiratory : 

Tuberculoma  

4 

2 

Bronchial  Asthma  

4 

3 

Emphysema  

6 

2 

Mediastinal  Tumor  

1 

0 

Atelectasis  

1 

0 

M etabolic-Endocrine : 

Obesity  

. 24 

10 

Hyperglycemia  

8 

0 

^Hypothyroid  

7 

1 

Gouty  Arthritis  

4 

0 

Fatty  Liver  

6 

1 

Thyroid  Adenoma  

3 

1 

Gastro-Intestinal: 

Esophagitis  

2 

0 

Hiatus  Hernia 

6 

2 

Duodenal  Ulcer  

. 13 

6 

Gastric  Ulcer  

1 

0 

Cholelithiasis  

6 

1 

Polyps,  colon,  sigmoid,  rectum. 

6 

0 

Diverticulosis  

6 

1 

Antral  gastritis  

1 

0 

Musculo-Skeletal: 

Symptomatic  osteoarthritis  

. 15 

8 

Bursitis  

3 

0 

Inguinal  Hernia  

. 8 

4 

Rheumatoid  Arthritis  

1 

1 

Genito-Urinary : 

Albuminuria  

8 

1 

Prostatic  Hyperplasia  

. 13 

4 

TB  kidney  

1 

0 

Lithiasis  

2 

0 

Neurological: 

CNS  Lues  

1 

1 

Parkinsonism  

1 

0 

EENT: 

Otosclerosis  

2 

0 

Cataracts  

4 

2 

We  should  bear  in  mind  that  most  of  the 
executives  examined  by  us  had  been  under 
the  care  of  private  physicians  or  were  pre- 
sumably in  good  enough  health  to  have  had 
no  recent  medical  care.  Questioning  of  ex- 
aminees revealed  that  few  had  ever  had  such 
a thorough  health  survey  previously.  Table  3 
shows  that  many  significant  defects  had  pre- 
viously been  unrecognized  or  untreated  or 
both. 

Although  many  of  these  abnormalities 
were  suspected  on  the  basis  of  our  histories 
and  physical  examinations,  yet  it  is  obvious 
that  certain  routine  radiographic  and  labora- 
tory studies  were  necessary  to  detect  or  con- 
firm such  significant  pathology  as  the  tuber- 
culoma, mediastinal  tumor,  hypothyroidism, 
gouty  arthritis,  renal  lithiasis,  T.B.  kidney, 
peptic  ulcer,  cholelithiasis,  arteriosclerotic 
heart  disease,  hiatus  hernia,  hyperglycemia 
and  polyps  of  the  lower  G.I.  tract. 

Conclusions 

We  have  briefly  reported  some  of  the 
principal  thinking  among  physicians  in  this 
country  relative  to  periodic  medical  surveys. 
Three  tables  are  included  showing:  (1)  our 
own  routine  medical  survey  tests  in  addition 
to  history  and  physical,  (2)  list  of  additional 
studies  when  indicated,  and  (3)  frequency 
of  significant  diagnoses  in  the  first  fifty  ex- 
ecutives medically  evaluated  at  the  Denver 
Clinic.  As  a result  of  our  studies  and  experi- 
ences to  date,  we  believe  that  periodic  medi- 
cal surveys  of  executives  with  proper  correc- 
tive therapy  and  follow-up  programs  will  ac- 
complish the  following: 

For  the  executives:  (1)  Recognition  of 
certain  physical  defects  or  disease  conditions 
amenable  to  complete  cure;  (2)  detection  of 
other  c nditions  early  enough  to  permit  the 
arrest  c , or  retardation  of,  the  disease  process 
and  the  prevention  of  complications;  (3)  per- 
mits filing  complete  reports,  including  ECG 
and  radiograms,  that  can  be  used  for  com- 
parison purposes  at  subsequent  examinations 
or  if  illness  develops;  (4)  lead  to  improve- 
ment in  physical  well-being  and  in  morale 
of  many;  (5)  permit  additional  years  as  wage 
earners  in  executive  capacity;  (6)  offer  a 
prognosis  for  improved  health  and  longer  life 
for  many. 

For  members  of  executive’s  family:  (1) 

continued  on  64 
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New  rapid-acting  ACHROMYCIN  V Capsules  offer  more 
patients  consistently  high  blood  levels— at  no  sacrifice 
to  the  broad  anti-infective  spectrum  of  ACHROMYCIN 
Tetracycline,  its  low  incidence  of  side  effects,  or  its  dosage 
and  indications.  ^ 

(b 

pe 

The  pure,  unaltered  crystalline  tetracycline  HCI  molecule^ 
of  ACHROMYCIN,  now  buffered  with  citric  acid,  provides;; 


9 prompt  and  high  blood  levels,  faster  broad-spectrum  action 
9 ^..rapidly  decisive  control  of  infections.  New  ACHROMYCIN 
Capsules  do  not  contain  sodium. 


tREMEMBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 

CAPSULES:  (blue-yellow)  250  mg.  tetracycline  HCI  (buffered  with  citric  acid,  250  mg.);  100  mg.  tetracycline  HCI 
(buffered  with  citric  acid,  100  mg.).  ACHROMYCIN  V DOSAGE : Recommended  basic  oral  dosage  is  6-7  mg. 
per  lb.  body  weight  per  day.  In  acute,  severe  infections  often  encountered  in  infants  and  children,  the  dose  should  be  12 
g mg.  per  lb.  body  weight  per  day.  Dosage  in  the  average  adult  should  be  1 Gm.  divided  into  four  250  mg.  doses. 

• LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
3 ‘Reg.  U.S.  Pat.  Off. 
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Offer  additional  security  knowing  that  health 
of  executive  is  being  guarded  through  efforts 
of  firm  or  corporation;  (2)  stimulate  wives 
and  children  to  seek  similar  health  examina- 
tions resulting  in  improved  health  for  many. 

For  the  firm  or  corporation:  (1)  Help  pro- 
tect investment  in  trained  executives  by  pro- 
longing active  participation  in  firm  or  cor- 
poration; (2)  when  medically  advisable  for 
executives  to  slow  down  will  stimulate  them 
to  train  younger  men  earlier  and  to  place 
more  responsibility  in  them. 

For  the  community:  (1)  As  others  in  the 
community  learn  about  such  programs  and 
the  benefits  derived  therefrom,  they  will  be 
stimulated  to  obtain  similar  medical  evalua- 


tions from  their  family  physicians;  (2)  per- 
mit considerable  increase  in  scope  of  preven- 
tive medicine  in  community;  (3)  result  in 
improved  health  and  longer  life  for  many  in 
community.  • 
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Benign  intrathoracic  tumors 


Differentiation  of  benign  from  malignant 
chest  tumors  is  difficult  clinically. 
Surgery  provides  a safe  and  satisfactory 
answer  to  diagnosis  and  treatment  in 
the  case  of  most  benign  and  many 
malignant  tumors. 


The  benign  tumor,  etymologically,  is  a harm- 
less swelling;  practically,  it  is  a neoplasm 
that  does  not  metastasize;  physiologically,  it 
is  not  without  hazard.  The  intrathoracic  be- 
nign tumor  occasionally  can  disable  or  even 
kill  by  displacement,  local  invasion,  or  occlu- 
sion of  vital  structures.  Usually,  it  causes  no 
symptoms,  is  discovered  by  roentgenogram, 
and  can  be  removed  easily  for  total  biopsy 

‘Thoracic  Surgeon,  Ne'w  England  Deaconess  Hospital  and  New 
England  Baptist  Hospital,  Boston;  Director,  Overholt  Thoracic 
Clinic,  Boston.  Presented  before  the  Eleventh  Annual  Rocky 
Mountain  Cancer  Conference,  Denver,  July  10,  1957. 


Richard  H.  Overholt,  M.D.,*  Boston,  Massachusetts 


before  involvement  of  adjacent  structures. 
Perhaps  its  most  dangerous  property  is  that 
its  common  incidence  often  delays  the  di- 
agnosis of  cancer  of  the  lung. 

Benign  or  malignant 

Within  the  thorax,  most  benign  tumors 
and  a growing  percentage  of  malignant  tu- 
mors are  discovered  accidentally  in  the 
course  of  x-ray  examinations  or  in  chest  sur- 
veys. If  they  originate  in  the  lung,  the  great 
majority  are  not  in  relationship  with  the 
principal  bronchial  system.  They  grow  with- 
out stimulation  of  cough  and  they  do  not 
produce  obstruction  of  a sufficient  number 
of  bronchial  ramifications  to  affect  the  pa- 
tient’s respiratory  reserve.  There  can  be  a 
tremendous  reduction  in  lung  volume  with- 
out measurable  functional  loss.  Furthermore, 
physiologic  disturbances  occur  gradually 
over  a period  of  months  or  years.  Patients 
either  are  not  conscious  of  a change  or  adjust 
to  it  without  concern. 

The  same  explanations  for  the  asympto- 
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matic  features  of  intrapulmonary  lesions  ap- 
ply to  tumors  which  grow  into  and  expand 
within  the  pleural  cavity.  Fibrous,  nerve, 
muscle,  vascular  or  osseous  tumors  which 
take  origin  from  a structure  of  the  chest 
wall,  mediastinum  or  diaphragm  potentially 
can  assume  a large  size  without  interfering 
with  pulmonary  function  to  any  noticeable 
degree.  The  lung  gradually  recedes  as  they 
advance.  Pain  may  result  from  intercostal 
nerve  contact,  but  even  this  symptom  is  sur- 
prisingly rare. 

Tumors  of  mediastinal  origin  find  a lateral 
path  of  least  resistance  for  their  expansion. 
They  bulge  into  either  right  or  left  hemi- 
thorax.  The  bulk  of  the  tumor  compresses 
lung.  The  great  vessels,  trachea  and  esopha- 
gus become  displaced,  not  obstructed.  Tre- 
mendous shifts  in  position  or  flattening  of 
these  structures  can  occur  without  symptom 
production.  Only  in  late  stages  of  malig- 
nancy, where  there  is  actual  infiltration  of 
the  wall  or  circumferential  constriction  of 
these  tube  structures,  do  signs  of  obstruction 
appear. 

Shadowy  evidence 

There  are  no  absolutes  in  nature.  Neo- 
plasms do  not  invariably  follow  growth  pat- 
terns. Neither  do  their  shadows.  If  one  were 
to  argue  on  the  malignant  potential  of  a 
shadow,  its  character  and  site  would  influ- 
ence the  odds  given. 


Odds  on 

Benignancy  and 

Malignancy 

Character  of  Shadow 

Circumscribed  

xxxx 

X 

Lobular  

XXX 

XX 

Diffuse  (infiltration) 

X 

XXXX 

Sites 

Intrapulmonary  

XX 

XXX 

Extrapulmonary  

xxxxxx 

X 

Mediastinal  

XXXXXXX 

X 

Sex 

Male  

XX 

XXX 

Female  

XXX 

XX 

Age  of  Patient 

Old  

XX 

XXX 

Young  

XXXX 

X 

Age  of  Shadow  (serial 
films  available) 

Several  years  

XXXXXX 

X 

Under  one  year 

X 

XXXX 

Most  shadows  of  tumors,  if  located  out- 
side the  lung,  are  benign,  whereas  most  are 


malignant  if  the  shadow  is  within  the  lung. 

In  a collected  series  of  396  mediastinal 
tumors,  Ringartz  and  Lindholm^  gave  the 
cancer  potential  as  11  per  cent.  Davis,  Pea- 
body and  Katz^  have  collected  information 
on  “the  solitary  pulmonary  nodule.”  They 
found  442  malignant  lesions  in  1203  cases — 
a percentage  of  36.7. 

Tissue  for  diagnosis  requires  exploration 

Benign  lesions,  by  definition,  do  not  me- 
tastasize so  sampling  by  cervical-node  resec- 
tion will  not  establish  the  diagnosis.  The 
same  applies  to  intrathoracic  malignant  le- 
sions that  are  still  in  a localized  state.  In  be- 
nign lesions,  an  examination  of  sputa  or 
bronchial  secretions  will  not  be  diagnostic. 
In  some  malignant  lesions,  this  test  may  de- 
cide the  issue.  However,  the  earlier  and  more 
favorable  the  cancer,  the  less  likelihood  for 
positive  cytology.  The  same  applies  to  bron- 
choscopic  visualization  and  biopsy.  Intra- 
bronchial  benign  tumors  are  extremely  rare. 
Polyps,  fibromas,  hamartomas,  etc.,  have  been 
seen  and  their  true  nature  determined  by 
bronchoscopic  biopsy.  For  each  one  of  these, 
however,  a half-hundred  non-visible  benign 
tumors  will  be  discovered  by  x-ray.  They 
grow  and  expand  without  propagation  with- 
in the  bronchial  system. 

Aspiration  biopsy 

Transthoracic  aspiration  is  practiced  by 
some.  This  keyhole  approach  to  tissue  diag- 
nosis as  a routine  method  is  condemned  by 
most  thoracic  surgeons.  Risks  of  the  pro- 
cedure outweigh  knowledge  gained  in  cases 
where  surgical  extirpation  is  possible.  If  cer- 
vical-node biopsy,  cytology  and  bronchoscopy 
are  all  negative  and  if  there  is  no  contra- 
indication to  exploration,  it  is  wise  to  omit 
procedures  that  are  likely  to  be  indecisive. 
There  is  one  exception  which  justifies  aspira- 
tional  biopsy — an  obviously  unresectable  le- 
sion in  a poor-risk  patient  in  whom  all  other 
methods  short  of  thoracotomy  have  failed  to 
settle  the  issue.  Any  patient  falling  into  this 
category  is  probably  suffering  from  a malig- 
nant lesion.  It  can  be  said,  therefore,  that 
needling  benign  tumors  is  useless  and  dan- 
gerous. 

In  practice,  we  have  elected  to  proceed 
at  once  with  a trial  period  of  either  chemo- 
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therapy  or  a “lymphoma  dose”  of  radiation 
if  a tumor  of  lymphatic  origin  is  strongly 
suspected.  These  tumors  respond  so  rapidly 
that  treatment  becomes  a good  diagnostic 
tool.  Therefore,  the  most  pressing  problem 
in  dealing  with  benign  intrathoracic  tumors 
is  to  find  out  their  true  nature  and  thus  sort 
them  from  malignant  lesions.  Since  their 
presence  is  determined  by  radiologic  shadow 
and  tissue  is  not  available  without  explora- 
tion, we  come  to  the  next  consideration — 
that  of  risk.  It  is  necessary  to  balance  the 
risk  of  the  disease  against  risk  and  discom- 
forts of  treatment. 

Risk  of  benign  intrathoracic  tumors 

In  addition  to  calculating  the  cancer  po- 
tential of  any  shadow,  it  is  important  to  think 
of  the  hazards  to  the  individual  should  the 
lesion  be  a benign  affair  and  no  treatment 
given. 

As  pointed  out  above,  benign  lesions, 
either  within  or  without  the  lung,  usually  do 
not  cause  any  physiologic  disturbance  when 
small.  However,  rates  of  growth  or  sudden 
increase  in  size  from  hemorrhage  within  their 
substance  can  never  be  predicted.  Then,  air- 
way or  vascular  obstruction,  displacement  or 
volumetric  reduction  of  the  lung  result.  The 
bony  cage  and  semi-rigid  mediastinum  tend 
to  hold  place  against  the  easy  compressibility 
of  the  lung  which  suffers  a proportionate  loss 
as  the  tumor  gains  in  size. 

Pressure  symptoms 

As  the  critical  point  of  crowding  is  reached 
with  mediastinal  tumors,  respiratory  diffi- 
culties are  usually  the  first  to  appear.  Dysp- 
nea or  a sensation  of  suffocation  often  rela- 
tive to  changes  in  posture  develops  gradually. 
There  may  be  a pressure  cough.  Benign  le- 
sions rarely  cause  swelling  of  neck  or  face 
with  engorgement  of  superficial  vessels  (su- 
perior caval  obstruction).  Pre-existing  lym- 
phadenopathy  with  fibrous-tissue  changes  in 
the  mediastinum  may  create  mechanical  sit- 
uations which  result  in  obstruction  to  the 
great  vessels  as  benign  tumors  enlarge. 

The  trachea  or  major  bronchi  are  more 
apt  to  become  obstructed  than  the  great  ves- 
sels. The  posterior  or  membranous  wall  yields 
first.  There  may  be  more  than  a 50  per  cent 
compression  without  giving  much  in  the  way 


of  warning  to  the  patient.  The  cartilages  re- 
sist the  strain  on  them  for  long  periods;  then 
suddenly  they  yield  and  fatal  suffocation 
may  result. 

Constitutional  symptoms 

Constitutional  effects  are  not  commonly 
associated  with  benign  tumors  unless  there 
is  also  an  element  of  infection  in  occluded  or 
compressed  segments.  Clubbing  of  the  nails 
is  occasionally  seen,  and  arthritis  may  be 
related  to  benign  intrapulmonary  growths. 
We  have  seen  both  disappear  after  the  in- 
volved segment  or  lobe  was  excised. 

Tumors  lying  paravertebrally  are  usually 
of  nerve  origin — sympathetic  or  intercostal. 
They  become  wedged  between  ribs  and  trans- 
verse processes  and  frequently  propagate 
along  the  nerve  toward  a vertebral  foramen 
or  actually  extend  within  the  spinal  canal. 
There  is  a real  danger  of  cord  damage  if 
these  tumors  advance  in  this  direction. 

Malignant  degeneration 

Malignant  degeneration  is  always  a con- 
sideration with  benign  tumors  in  this  loca- 
tion as  elsewhere.  Figures  on  the  frequency 
of  this  development  cannot  be  produced.  In 
our  clinic,  the  surgical  removal  of  all  benign 
lesions  (except  calcified  ones)  has  been  our 
recommended  policy  unless  there  are  contra- 
indications to  surgery.  The  true  identity  of 
lesions  that  have  not  been  excised  remains 
a mystery.  Included  with  them  are  other 
cases  who  reject  surgery  or  who  are  refused 
surgery  with  similar  shadows  who  die  of  ma- 
lignancy— some  primary,  some  secondary.  It 
is  impossible,  therefore,  to  know  the  true  in- 
cidence of  malignant  transformation  from 
this  group  to  the  other. 

Accessibility 

There  are  many  reasons  why  intrathoracic 
exploration  has  advantages  over  exploration 
in  other  areas.  The  thoracic  cage  can  be 
opened  without  permanently  weakening  mus- 
cular, fascial  or  bony  structure.  Nerves  can 
be  avoided  more  easily  than  in  other  areas. 
One  organ  of  lightest  tissue  density  (the 
lung),  inflatable  and  deflatable,  singly  oc- 
cupies the  large  hemithoracic  space.  After 
deflation,  a wide  view  is  immediately  ob- 
tained of  all  of  its  topography  and  the  entire 
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internal  surface  of  the  intrathoracic  space. 
This  means  that  without  stress  on  any  part 
of  the  lung  or  mediastinum,  a meticulous  dis- 
section of  the  abnormal  structure  can  be 
carried  out. 

In  most  cases,  intrapulmonary  benign  tu- 
mors can  be  enucleated  without  loss  of  func- 
tionable  lung.  Some  may  require  a sub- 
segmental  or  segmental  resection.  Rarely 
need  a lobe  or  entire  lung  be  removed.  Le- 
sions taking  origin  in  tissues  of  the  chest 
wall  project  within  the  intrathoracic  space 
so  that  there  are  extensive  cleavage  planes 
to  facilitate  their  mobilization.  The  pedicle 
containing  vascular  elements  is  usually  small. 
It  can  be  approached  after  all  surfaces  of  the 
tumor  have  been  liberated.  Then,  gentle  trac- 
tion on  the  tumor  brings  the  pedicle  into  full 
view  for  safe  treatment. 

Approaches 

The  intrathoracic  space  can  be  approached 
in  various  ways,  depending  upon  tumor  site 
and  its  relation  to  lung  or  mediastinal  struc- 
tures. In  our  clinic,  a high  posterolateral  in- 
cision with  the  patient  in  the  prone  position 
is  used  for  most  highly-placed  tumors  or  for 
those  which  will  probably  demand  segmental 
or  other  types  of  pulmonary  resection.  For 
low  intrathoracic  or  mediastinal  tumors,  an 
anterior  incision  with  the  patient  in  the  su- 
pine position  is  frequently  chosen.  Rarely 
are  sternal-splitting  incisions  required,  even 
for  mediastinal  tumors  which  bulge  both 
ways.*  The  mediastinum  is  a narrow  space, 
and  the  entire  area  can  be  adequately  ex- 
posed transpleurally  from  either  side  of  the 
sternum.  This  avoids  disruption  of  the  central 
support. 

A submammary  incision  is  used  so  that 
the  resulting  scar  will  be  invisible.  The  tho- 
rax is  entered  in  the  third  or  fourth  space 
and  division  of  one,  two  or  three  cartilages 
provides  wide  exposure  of  the  hemithorax 
and  mediastinum.  The  dissection  is  first  car- 
ried around  all  aspects  of  the  tumor  that  pro- 
ject into  the  space.  A finger  is  passed  over 
the  mass  to  the  opposite  side,  and  the  tumor 


•In  only  one  instance  have  we  encountered  a mediastinal 
tumor  requiring  sternal  division.  This  patient  had  a malignant 
thymic  tumor  which  occupied  half  of  both  pleural  cavities  as 
well  as  filling  the  anterior  mediastinum.  Surgical  extirpation 
in  another  hospital  had  failed.  Radiation  had  been  tried. 
The  lesion  was  extracted  by  using  a bilateral  thoracotomy 
with  a transverse  division  of  the  sternum  as  employed  in 
open-heart  surgery. 
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is  dislocated  to  the  side  of  the  thoracotomy. 
The  blood  supply  is  secured,  and  the  tumor 
finally  is  extracted  with  ease. 

Reconstruction 

The  osseous  cage  itself,  whether  ribs  were 
divided  posteriorly,  laterally  or  anteriorly, 
should  be  reconstructed  securely.  In  our  clin- 
ic, we  are  careful  never  to  sacrific  a rib.  The 
cage  is  reconstructed  by  firmly  anchoring 
all  ribs  back  in  their  original  position.  Cut 
surfaces  of  ribs  are  prepared  for  a mortice- 
and-tenon  union.  The  ends  are  impinged 
together.  Costal  sutures  are  threaded  through 
drill  holes  to  avoid  inclusion  of  an  intercostal 
nerve. 

Cartilage  ends  can  also  be  fastened  back 
in  their  original  position.  Great  care  is  taken 
to  realign  precisely  muscle,  fascia  and  skin. 
Care  is  taken  to  avoid  including  intercostal 
nerves  in  rib  sutures.  With  meticulous  care 
in  placing  the  incision  properly,  provision  for 
a wide  exposure  without  rib  fracture,  and 
by  accurate  re-approximation  of  all  struc- 
tures, discomfort  is  minimized  or  avoided. 
Convalescence  is  speeded,  and  the  total  pe- 
riod of  disability  is  shortened. 

Summary 

Most  intrapulmonary  tumors  are  malig- 
nant. Most  mediastinal  and  intrathoracic  (ex- 
trapulmonary)  tumors  are  benign.  The  most 
vital  of  all  problems  presented  by  the  exist- 
ence of  benign  tumors  is  the  differentiation 
from  localized  malignant  lesions.  Most  be- 
nign lesions  are  discovered  in  an  asympto- 
matic phase  which  is  in  the  period  antedating 
serious  physiologic  disturbance  or  damage  to 
vital  structures. 

Preoperative  tissue  diagnosis  is  virtually 
impossible.  In  only  rare  instances  are  explo- 
ration and  excision  contraindicated.  The  in- 
trathoracic region  and  mediastinum  can  be 
widely  exposed  and  tumors  in  these  areas 
extirpated  with  far  less  risk  than  that  im- 
posed by  the  lesion  itself.  • 
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The  history  of  medical  education 

in  Colorado* 


William  E.  Jobe,  M.D.,  and  David  K.  Hills,  M.D.,  Denver 


Stormy,  controversial  and  tumultuous 
was  the  early  history  of  medical 
education  in  this  region. 


Medical  education  in  Colorado  has  had  a rel- 
atively short  but  interesting  and  sometimes 
stormy  course.  The  medical  profession  has 
been  intimately  associated  with  the  discovery, 
exploration,  and  settlement  of  Colorado.  The 
first  known  physician  to  enter  this  territory 
was  Dr.  John  H.  Robinson,  a volunteer  sur- 
geon, who  accompanied  Zebulon  Pike  in  his 
exploration  through  Colorado  in  the  year 
1805-1807.  Dr.  Edwin  James  was  in  the  ex- 
pedition of  Major  Stephen  H.  Long  and  was 
the  first  white  man  to  climb  Pikes  Peak. 
Major  Long  then  named  the  mountain  after 
Dr.  James,  but  later  when  Pike  was  honored 
by  his  name  being  given  to  the  famous  peak, 
the  name  James  was  transferred  to  a moun- 
tain in  Gilpin  County  near  Central  City.  Prob- 
ably the  very  first  active  practitioner  in  the 
state  was  Dr.  Hempstead  who  in  1846  settled 
at  Fort  Bent  on  the  Arkansas  River  between 
the  present  location  of  La  Junta  and  Las  Ani- 
mas. 

Founding  of  Denver 

Although  the  sparsely  settled  territory  of 
Colorado  did  not  achieve  statehood  until  1876, 
many  organized  parties  of  pioneers  and  pros- 
pectors made  their  way  to  the  present  site 
of  Denver  during  the  1850’s.  Colorado  was 


♦This  article  was  written  for  the  Waring  Society  when  the 
authors  were  senior  medical  students,  which  awarded  them  its 
annual  prize. 
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then  the  western  portion  of  the  great  area 
known  as  the  Territory  of  Kansas.  Again  it 
was  a physician  that  was  a leader  in  the 
settlement  which  was  to  become  Denver.  Dr. 
Levi  J.  Russell  organized  the  Auroria  Town 
Company  which  in  October,  1858,  claimed  60 
acres  of  land  west  of  Cherry  Creek  at  its 
entrance  into  the  Platte  River.  The  name 
Auroria  was  chosen  because  it  was  the  town 
in  Georgia  where  Dr.  Russell  was  born  and 
reared.  At  about  this  same  time  a rival  settle- 
ment grew  up  which  was  called  the  Denver 
City  Town  Company  in  honor  of  James  W. 
Denver,  then  Governor  of  the  Kansas  Terri- 
tory. Great  rivalry  existed  between  these  two 
groups  until  they  were  forced  to  amalgamate 
by  the  steady  growth  of  both  towns  and  the 
common  designation  of  Denver  was  chosen. 

By  1859,  Denver  was  a rapidly  growing 
settlement  and  at  the  same  time  physicians 
were  setting  up  practice  and  organizing.  Sev- 
eral news  items  from  this  time  give  some 
idea  of  the  stature  of  the  medical  profession 
in  Colorado  at  that  time.  In  the  very  first 
issue  of  the  Rocky  Mountain  News,  April  23, 
1859,  was  this  card:  “A.  F.  Peck,  M.D.,  Physi- 
cian and  Surgeon,  Cache-la  Pondre,  Nebraska; 
where  he  may  at  all  times  be  found  when 
not  professionally  engaged  at  digging  gold.” 
Another  item  in  the  Rocky  Mountain  News 
in  1860  noted  the  organization  of  the  Denver 
Medical  Society.  Out  of  this  organization 
came  a “Bill  of  Rates”  printed  in  1860  which 
included  such  items  as,  house  visit,  $3.00; 
visit  at  night  or  in  the  country  double  the 
fees;  curing  syphilis  $25.00  to  $100.00.  The 
directory  of  1866  listed  fourteen  physicians 
in  the  City  of  Denver. 
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Early  Colorado  education 

On  February  28,  1861,  President  Buchanan 
signed  the  decree  whereby  the  western  part 
of  the  Kansas  Territory  became  the  Territory 
of  Colorado.  The  beginning  of  higher  educa- 
tion in  Colorado  was  soon  to  follow.  The 
second  governor  of  the  Territory  of  Colorado 
was  John  Evans,  M.D.  He  had  been  one  of  the 
founders  of  Northwestern  University  at 
Evanston,  Illinois,  and  the  town  was  so 
named  in  his  honor.  In  1862  he  started  the 
movement  for  the  founding  of  the  Colorado 
Seminary  and  on  November  14,  1864,  the 
seminary  opened  in  a two  story,  four  room 
building  at  14th  and  Arapahoe  Streets.  This 
was  more  than  twelve  years  before  Colorado 
became  a state  and  it  antedated  by  ten  years 
the  establishment  of  the  next  institution  of 
higher  learning  in  this  region,  Colorado  Col- 
lege at  Colorado  Springs.  The  first  session  of 
the  territorial  legislature  in  1861  had  pro- 
vided for  the  State  University  at  Boulder,  but 
this  institution  did  not  open  until  September, 
1877.  The  seminary  continued  to  function 
with  feeble  facilities  for  a few  years  but  was 
forced  to  close  for  a period  during  the  1870’s 
due  to  lack  of  funds.  Governor  Evans  then 
came  to  the  rescue  and  donated  property  for 
the  school  and  it  was  reorganized  in  1880  as 
the  University  of  Denver  and  the  Colorado 
Seminary.  The  first  college  degrees  were 
granted  by  the  University  of  Denver  in  1882. 

It  was  at  this  time  (1881  to  1884)  that 
medical  education  had  its  beginning  in  Colo- 
rado with  the  establishment  of  four  separate 
medical  schools.  The  Denver  College  of  Medi- 
cine, under  the  auspices  of  the  University  of 
Denver,  was  the  first  to  organize  in  1881.  Two 
years  later,  in  1883,  the  Gross  Medical  Col- 
lege and  the  Colorado  School  of  Medicine 
were  started,  and  one  year  later,  1884,  the 
Denver  Homeopathic  College  was  organized, 
but  after  several  reorganizations  this  institu- 
tion became  extinct  in  1909.  In  1902  the  Den- 
ver Medical  College  and  Gross  Medical  Col- 
lege united  and  in  1911  this  organization  was 
absorbed  into  the  University  of  Colorado 
School  of  Medicine  which  then  became  the 
only  medical  school  in  the  state. 

The  Denver  Medical  College 

The  establishment  of  a medical  depart- 
ment of  the  University  of  Denver  was  de- 


cided upon  at  a meeting  of  the  medical  pro- 
fession in  Denver  and  one  layman  accepted 
a chair  on  the  medical  school  faculty.  The 
first  session  of  the  school  began  on  November 
5,  1881.  There  were  no  full-time  professors 
and  no  salaries  were  paid;  fees  of  the  students 
were  applied  to  the  development  of  the 
school.  When  a private  case  demanded  at- 
tention of  a teacher  at  his  lecture  hour,  that 
lecture  was  apt  to  lapse.  Bedside  clinics  were 
conducted  irregularly  at  the  County  Hospital 
and  students  were  invited  to  witness  opera- 
tions at  several  private  hospitals.  The  course 
of  instruction  at  this  time  consisted  of  two 
years  of  six  months  each  and  entrance  re- 
quirements were  a high  school  diploma  or 
the  equivalent,  and  for  those  not  able  to  pre- 
sent such  certificates  of  preliminary  educa- 
tion, an  entrance  examination  was  given  with 
“special  attention  paid  to  writing,  spelling, 
and  composition.” 

In  an  attempt  to  lure  students  to  Denver 
for  their  medical  education,  the  medical  an- 
nouncements were  lightened  with  euphrasia 
such  as;  “This  city  (Denver)  is  the  Damascus 
of  the  West.  Its  beauty  is  the  wonder  of  all 
who  see  it.  Its  intelligence  is  in  proportion 
to  its  marvelous  growth  (pop.  75,000).  Its 
churches  are  ably  supplied  and  its  schools 
are  second  to  none  in  the  country.  Music  and 
fine  arts  are  widely  cultivated.  Colorado  is 
the  health  resort  of  America.  Many  thousands 
come  here  annually.  The  University  offers 
to  young  people  who  cannot  endure  other 
climates,  educational  advantages  equal  to 
those  of  the  best  eastern  colleges.”  Still  an- 
other announcement  advertised:  “Gentlemen 
who  have  decided  to  study  medicine,  but 
whose  health  may  have  become  more  or  less 
impaired  with  attacks  of  asthma,  residence 
in  a malarial  climate  or  exposure  to  the  rigors 
of  a New  England  winter  may  well  consider 
the  propriety  of  attending  a course  or  two  of 
lectures  at  the  Medical  Department  of  the 
University  of  Denver.” 

In  September,  1888,  the  Medical  School 
was  given  a permanent  home  in  the  Haish 
Building  which  provided  greatly  improved 
teaching  facilities  and  helped  put  the  Medical 
School  on  a more  firm  basis.  At  this  time  the 
requirement  for  graduation  was  lengthened 
to  three  years  and  in  1895  to  four  years. 
Financially,  the  Medical  School  was  indepen- 
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dent  of  the  University  proper  and  operated 
on  the  money  which  the  students  paid  for 
tuition  and  fees  which  was  about  $100.00  per 
student  per  year.  The  faculty  still  received 
no  compensation  other  than  the  satisfaction 
of  advancing  their  profession. 

Early  friction 

Of  the  three  medical  schools  operating  in 
Colorado  at  this  time  the  Denver  Medical 
College  was  the  strongest  in  terms  of  number 
of  students  and  faculty  and  in  facilities  for 
teaching,  but  in  1892  its  position  was  jeopar- 
dized by  a move  made  by  the  University  of 
Colorado  Medical  School  which  was  to  in- 
cite the  greatest  bitterness  between  the  two 
schools.  It  was  during  this  year  that  the  Colo- 
rado University  Medical  School  decided  to 
move  its  last  two  years  to  Denver  in  order 
to  take  advantage  of  more  abundant  clinical 
material  and  attending  staff.  This  was  a 
serious  threat  to  the  Denver  Medical  College 
as  several  of  its  faculty  were  attracted  to  this 
Denver  branch  of  the  State  supported  school 
and  tuition  at  the  University  of  Colorado  be- 
ing practically  free,  it  became  a question  of 
whether  the  Denver  Medical  College,  de- 
pending on  fees  of  its  students  for  develop- 
ment, could  subsist  in  Denver  and  maintain 
a standing  equal  to  the  demands  of  modern 
medical  education.  The  faculty  at  the  Uni- 
versity of  Denver  took  great  exception  to 
this  move  and  consequently  received  legal 
advice  to  the  effect  that  removal  of  any  part 
of  the  University  of  Colorado  from  its  place 
of  foundation  was  contrary  to  the  provision 
of  the  Constitution  of  the  State.  Chiefly 
through  the  agency  of  an  important  member 
of  the  Denver  Medical  faculty,  Samuel  A. 
Fisk,  a complaint  was  filed  in  the  District 
Court  of  Arapahoe  County  on  March  15,  1893, 
asking  that  the  University  of  Colorado  be 
denied  the  privilege  of  exercising  the  func- 
tion of  a medical  school  in  Denver.  The  case 
was  tried  in  April,  1894,  and  decided  in  favor 
of  Colorado  University.  However,  the  Denver 
University  faculty  was  not  to  give  in  that 
easily  and  finally  in  1897  appealed  to  the 
State  Supreme  Court  which  then  handed 
down  a decision  supporting  the  Denver  Med- 
ical College  and  Colorado  University  was 
forced  to  return  its  entire  course  of  instruc- 
tion to  Boulder.  The  majority  of  the  Colorado 


University  faculty  in  Denver  then  joined  the 
University  of  Denver  and  as  Dr.  Henry  Sewall 
wrote,  “the  new  blood  added  to  the  old  insti- 
tution worked  wonders  in  its  intermediary 
metabolism”  and  a long  life  and  leadership 
in  medical  education  was  predicted  for  the 
school. 

Gross  Medical  College 

In  1900,  with  the  Denver  Medical  College 
apparently  firmly  situated  in  Denver,  the 
other  medical  school  in  Denver  was  having 
its  financial  difficulties.  The  Gross  School 
had  been  established  in  1883,  when  a sizable 
group  of  doctors  in  Denver  who  had  been 
left  out  of  the  Denver  University  organiza- 
tion gradually  united  to  form  a rival  medical 
school  of  purely  proprietary  character.  They 
chose  the  name  of  Gross  College  of  Medicine 
in  honor  of  the  distinguished  surgeon,  Samuel 
D.  Gross,  but  for  property  reasons  was  known 
as  the  Medical  Department  of  the  Rocky 
Mountain  University  which  was  incorporated 
under  Colorado  law  on  May  7,  1887.  The 
medical  department  was  the  only  department 
ever  realized.  The  college  enjoyed  moderate 
success  and  its  announcement  each  year 
boasted  that  “few  medical  colleges  in  the 
United  States  have  better  facilities  for  teach- 
ing than  Gross.” 

The  first  class  of  the  school  contained 
twenty-one  students  who  had  their  instruc- 
tion at  the  old  Brinker  Institute  at  18th  and 
Broadway.  By  1891  the  faculty  included  twen- 
ty physicians  and  they  had  moved  to  a new 
building  at  West  Tenth  Avenue  and  Water 
Street,  tuition  was  $75.00  per  year  and  in 
that  year  eight  students  were  graduated  and 
thirty-eight  were  enrolled.  The  school  con- 
tinued to  grow  and  in  1898,  seventy-one  stu- 
dents were  attending  and  the  course  had  been 
lengthened  to  four  years  to  correspond  with 
other  schools.  Clinics  were  held  at  the  County 
Hospital,  St.  Luke’s,  Sisters  Hospital  and  the 
Deaconess  Home  Hospital.  Despite  its  con- 
tinued growth,  this  school  was  held  in  rather 
intensive  dis-esteem  by  Denver  University 
and  the  opinion  apparently  was  mutual.  Dr. 
Sewell  states  that  there  was  really  no  excuse 
for  the  existence  of  the  Gross  School  but 
nevertheless  the  faculty  steadily  and  defiant- 
ly increased  in  strength  and  was  very  active 
in  attempts  against  great  odds  to  develop  a 
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medical  school  in  harmony  with  the  rapidly 
rising  requirements  advocated  by  the  Associ- 
ation of  American  Medical  Colleges.  They 
edited  a monthly  periodical,  “The  Gross  Med- 
ical College  Bulletin,”  which  ran  into  at  least 
six  annual  volumes  and  was  devoted  to  com- 
ment on  local  medical  conditions.  This  was 
probably  published  as  a rival  journal  to  the 
Colorado  Medical  Journal  which  was  organ- 
ized and  edited  by  Dr.  Edwin  R.  Axtell,  a 
prominent  member  of  the  Denver  Medical 
College  faculty,  and  which  was  primarily  a 
Denver  University  publication.  During  the 
1890’s  the  Gross  Bulletin  maintained  a posi- 
tion as  the  interested  third  party  in  the  fight 
between  Denver  University  and  Colorado 
University  concerning  the  legality  of  the 
Denver  division  of  the  University  of  Colorado 
Medical  School.  The  Gross  Bulletin  stated: 
“We  desire  to  urge  again  the  organization  of 
an  association  of  the  faculties  of  the  three 
medical  schools  in  Denver.  This  has  been  the 
theme  of  our  editorials  upon  several  past  oc- 
casions but,  as  yet,  no  action  has  been  under- 
taken.” Another  article  entitled  “The  State 
School  Fight,”  stated,  “It  pains  us  to  notice 
that  the  State  school  must  resort  to  persecu- 
tion in  order  to  make  their  case  more  plaus- 
ible—-the  Gross  Medical  College  agrees  that 
the  State  school  is  making  a very  small  fight 
by  evading  a definite  law,  but  does  not  pro- 
pose to  worry  itself  by  taking  part  in  the 
contest.  Whether  right  will  win  or  not  re- 
mains to  be  seen,  but  Gross  will  continue  in 
its  policy  of  attending  to  its  own  business.” 

Medical  school  merger 

With  the  increasing  expense  required  to 
provide  acceptable  medical  teaching  at  the 
turn  of  the  century,  the  Gross  School  was 
imposing  a financial  drain  upon  its  faculty 
and  founders.  Mutual  respect  between  Gross 
and  Denver  University  became  more  pro- 
found and  confidence  was  established  which 
led  to  a decrease  in  the  original  antagonistic 
attitudes  and  in  1900,  the  first  move  to  com- 
bine the  two  schools  was  started.  The  first 
few  attempts  met  with  failure  but  in  the 
spring  of  1902,  when  the  question  of  fusion 
was  put  to  a vote  in  the  respective  faculties, 
both  parties  were  in  agreement  and  in  the 
fall  of  1902  the  first  session  of  the  united 
schools  was  opened.  A prominent  element 


leading  to  this  union  was  stated  to  be  the 
professional  sympathy  with  the  general  trend 
of  medical  education  to  cut  down  the  number 
of  medical  schools  by  abandonment  or  by 
union  of  the  weak  to  make  them  strong.  The 
fusion  of  the  two  schools  involved  a reor- 
ganization of  the  combined  faculty  resulting 
in  an  emeritus  list  of  11,  39  full  professors, 
7 clinical  professors,  4 associate  professors, 
11  lecturers,  6 instructors  and  23  assistants. 
Course  of  instruction  remained  at  four  years 
of  eight  months  each  and  133  students  were 
enrolled  during  the  first  year.  The  site  of 
the  combined  school  was  on  Arapahoe  Street, 
between  13th  and  14th  Streets  and  a new 
brick  building  was  constructed  here  in  1907. 

The  Denver  and  Gross  Medical  College 
was  enjoying  fair  success  and  credit  during 
the  decade  from  1900  to  1910,  but  at  this 
same  time  there  was  a great  deal  of  nation- 
wide feeling  for  elevating  the  standards  of 
American  medical  education.  Sponsored  by 
the  Council  on  Medical  Education  of  the 
American  Medical  Association,  the  reform 
was  directed  toward  abolishing  small  un- 
worthy schools  and  strengthening  by  fusion 
and  union  all  other  schools  under  university 
jurisdiction  and  having  hospitals  under  com- 
plete control.  Dr.  Colwell,  who  represented 
the  Council,  actively  corresponded  with  the 
Executive  Board  of  the  Denver  and  Gross 
College  of  Medicine  during  1908-1909,  urging 
the  union  with  the  university  institution.  In 
1908  a movement  to  unite  with  the  University 
of  Colorado  was  headed  by  Dr.  W.  A.  Jayne 
who  was  then  Dean  of  the  Medical  College. 
This  attempt  failed,  however,  as  the  Trustees 
of  the  University  of  Denver  would  not  agree 
to  the  plan. 

Carnegie  recommendations 

In  1909  representatives  of  the  Carnegie 
Foundation  for  the  Advancement  of  Teach- 
ing, including  Mr.  Flexner,  visited  Colorado. 
This  report  on  the  Denver  College  was  almost 
contemptuous  while  they  lauded  the  Medical 
School  at  Boulder.  Again  it  was  advised  that 
the  two  schools  consolidate  and  Mr.  Flexner 
met  with  the  deans  of  the  two  schools.  Out 
of  this  meeting  came  the  decision  that 
“schools  without  adequate  endowment  could 
not  conduct  medical  education  according  to 
modern  standards;  that  a union  of  the  Denver 
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and  Gross  and  the  State  School  would  have 
the  substantial  moral  and,  probably,  the  fi- 
nancial support  of  those  institutions  interest- 
ed in  the  establishment  of  medical  education 
in  the  United  States  upon  a high  plane.”  Sub- 
sequently, therefore,  in  the  spring  of  1910, 
the  Executive  Board  of  the  Denver  and  Gross 
College  of  Medicine  presented  an  ultimatum 
to  the  trustees  of  the  University  of  Denver 
stating  that  they  either  grant  the  school  suffi- 
cient finances  for  the  support  of  a modern 
class  A medical  school  or  else  the  faculty 
would  be  unwilling  to  conduct  the  school  as 
a second  rate  institution.  The  trustees  then 
decided  they  were  unable  to  support  such  an 
institution  and,  therefore,  withdrew  their  ob- 
jection to  the  union  of  the  two  medical 
schools  and  in  June,  1910,  agreement  for 
consolidation  was  reached,  to  become  oper- 
ative in  January,  1911. 

The  University  of  Colorado 
School  of  Medicine 

On  February  10,  1859,  the  Boulder  City 
Town  Company  was  formed  and  only  three 
years  later,  in  1861,  a bill  was  passed  by  the 
territorial  legislature  establishing  that  town 
as  the  site  of  the  state  university.  However, 
the  town  itself  had  a difficult  time  maintain- 
ing itself  for  the  next  ten  years,  and  it  was 
not  until  1872,  when  52  acres  of  land  for  the 
campus  was  presented  to  the  university,  that 
serious  plans  for  organizing  the  school  were 
undertaken.  First  classes  were  held  on  Sep- 
tember 5,  1877,  with  two  teachers  and  44  stu- 
dents. The  first  President  was  Joseph  A. 
Sewall,  M.D.,  a graduate  of  Harvard  Medical 
School.  In  1883  the  Department  of  Medicine 
was  born  under  the  leadership  of  Dr.  Sewall 
who  was  the  Dean,  associated  with  William 
R.  Whitehead,  M.D.  There  were  two  members 
in  the  first  class.  Although  originally  planned 
for  four  years,  the  course  of  instruction  was 
reduced  to  three  years  in  1884.  By  1885  the 
faculty  included  Joseph  A.  Sewall,  M.D., 
L.L.D.,  Dean  and  Professor  of  Chemistry; 
William  R.  Whitehead,  M.D.,  Anatomy  and 
Surgery;  Charles  Ambrook,  M.D.,  Theory  and 
Practice  of  Medicine;  James  H.  Kimball,  M.D., 
Physiology,  Materia  Medica  and  Therapeu- 
tics; Thomas  H.  Evarts,  M.D.,  Obstetrics  and 
Diseases  of  Women;  H.  W.  McLauthlin,  M.D., 
Pathology  and  Histology;  George  Clary,  M.D., 


Ophthalmology  and  Otology;  and  Judge  Platt 
Rogers,  Medical  Jurisprudence.  Tuition  was 
free,  there  was  a matriculation  fee  of  $5.00 
and  graduation  and  diploma  fee  of  $10.00. 
Requirements  for  admission  were  a high 
school  diploma  or  its  equivalent  or  pass  the 
entrance  examination.  The  founders  of  the 
University  and  the  Medical  School  must  have 
had  a great  deal  of  faith  in  the  future  of 
their  institution  because  the  support  from 
outsiders  was  evidently  tenuous.  The  press 
in  these  early  years  made  such  statements  as 
“Boulder  has  discontinued  its  grammar 
grades  to  start  a university”  and  “Boulder 
University  is  an  infidel  institution.”  A prom- 
inent citizen  said  of  Dr.  Sewall,  “I  am  sorry 
for  him;  he  must  either  fail  or  be  God;  he 
has  got  to  make  something  out  of  nothing.” 
During  these  years  there  were  only  7 to  14 
students  in  attendance  and  it  became  a ques- 
tion with  the  regents  as  to  the  advisability 
of  continuing  the  School  of  Medicine.  An  an- 
nual pilgrimage  of  the  faculty  to  the  meeting 
of  the  Board,  to  show  reasons  for  continued 
existence  of  the  school,  was  routine. 

Classes  must  have  been  relatively  short 
and  the  schedule  somewhat  tenuous  as  many 
members  of  the  faculty  lived  in  Denver  and 
spent  only  one  day  in  Boulder  per  week.  The 
journey  to  Boulder  consumed  about  two 
hours  via  the  old  “Colorado  Central”  to 
Golden  and  thence  to  Boulder.  Nevertheless, 
the  school  catalogue  abounded  with  confi- 
dence and  the  announcement  of  1885-86  read, 
“A  well  arranged  and  commodious  hospital, 
established  on  the  university  grounds  and 
under  charge  of  the  medical  faculty,  is  open 
to  patients  resorting  to  the  college  for  treat- 
ment. . . . Clinical  instruction  will  form  a 
prominent  feature  of  the  courses.  The  cus- 
tomary medical  and  surgical  clinics  will  be 
held  in  the  hospital.  The  bedside  instruction 
will  be  thorough  under  the  guidance  of  teach- 
ers.” 

Graduate  class  of  two 

In  1885  the  first  men  were  graduated 
from  the  school.  They  were  Henry  C.  Evans 
and  Harrison  E.  Stroud.  In  1890-91  the  school 
received  a boost  when  Dr.  Jeremiah  T.  Esk- 
ridge of  Denver,  a powerful  figure  in  the 
medical  profession  of  Colorado  and  a leader 
in  his  specialty  of  neurology,  joined  the  non- 
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resident  faculty  and  in  the  following  year 
James  H.  Baker  became  President  of  the 
University.  It  was  these  two  men  with  Dr. 
McLauthlin,  who  in  1892,  induced  the  regents 
to  allow  the  last  two  years  of  the  course  to 
be  taught  in  Denver.  This  move  was  made 
in  1893  and  the  division  of  the  school  in 
Denver  attracted  many  of  the  leading  prac- 
titioners of  that  city  including  some  who 
had  been  associated  with  the  Denver  Medical 
College.  As  has  been  referred  to  previously, 
this  move  produced  a bitter  fight  between  the 
Colorado  University  and  Denver  University 
schools  as  it  was  technically  illegal  for  Colo- 
rado University  to  conduct  classes  in  Denver 
at  that  time.  The  statement  in  the  Colorado 
University  catalogue  at  that  time  indicates 
their  knowledge  of  this  fact  by  stating,  “The 
Medical  Department  of  the  University  of 
Colorado  has  neither  wholly  nor  in  part  re- 
moved from  Boulder  to  Denver.  This  depart- 
ment is  still  with  the  State  University  in 
Boulder,  where  all  executive  work  is  done, 
but  owing  to  the  scarcity  of  clinical  material 
here,  the  Regents  have  authorized  the  Fac- 
ulty to  give  the  instruction  in  medicine  in 
Denver  during  the  second  and  third  years 
of  the  course  until  sufficient  hospital  ad- 
vantages are  secured  in  Boulder.”  The  Denver 
division  of  the  School  of  Medicine  grew 
rapidly  and  in  1895  the  curriculum  was 
lengthened  to  four  years.  The  faculty  had 
grown  considerably  to  include  the  best  pro- 
fessional material  in  Denver  and  special  lec- 
turers were  engaged  from  distant  points  such 
as  Dr.  Corwin  from  Pueblo.  Tuition  first  be- 
gan to  be  assessed  at  this  time,  amounting 
to  $35.00  per  year.  A School  of  Dental  Sur- 
gery was  opened  in  Denver  at  this  time 
(1896)  under  the  auspices  of  the  University. 

Retreat  to  Boulder 

Crisis  occurred  in  1897,  when  the  Supreme 
Court  ended  the  career  of  the  Denver  division 
of  the  Colorado  University  Medical  School. 
This  forced  retirement  to  Boulder  was  con- 
sidered only  temporary,  however,  as  the  cata- 
logue for  1897-98  read,  “In  due  time  the  people 
of  Colorado  will  obtain  for  their  university 
the  legal  right  to  conduct  such  part  of  the 
medical  course  in  Denver  as  may  seem  ad- 
visable.” Since  the  four  year  course  had  been 
adopted  in  1895,  there  was  to  be  no  gradu- 


ating class  in  1898,  and  the  University  de- 
cided to  offer  only  two  years  of  the  curricu- 
lum in  1897-98,  three  years  in  1898,  and  the 
entire  four  years  in  1899.  This  gave  some  time 
for  increasing  the  facilities  in  Boulder.  The 
former  hospital  was  converted  into  a medical 
building.  They  also  had  an  anatomy  building 
(the  old  music  school)  plus  Hale  Scientific 
building.  By  1900  a new  hospital  with  40 
beds  was  completed  and  clinics  were  also 
offered  at  the  Colorado  Sanitarium. 

Numerous  Denver  residing  members  of 
the  faculty  resigned,  leaving  only  12  in  1897, 
but  soon  the  prestige  of  the  State  University 
began  attracting  more  and  more  of  the  Den- 
ver physicians  and  by  1910,  the  visiting  fac- 
ulty from  Denver  numbered  16  plus  one  from 
Pueblo,  making  a total  faculty  of  44. 

In  discussing  this  era  in  the  history  of 
the  medical  school.  Dr.  Henry  Sewall  writes, 
“Measured  by  the  better  standards  of  its  time 
the  medical  school  in  Boulder  was  a very 
small  affair  and  was  fully  deficient  in  exuber- 
ance of  opportunities  for  clinical  instruction. 
It  was  as  if  a private  practitioner  in  an  age 
of  automobiles  were  obliged  to  go  without 
such  a vehicle  of  progression.  But  its  sponsors 
possessed  assets  of  cumulative  value.  They 
maintained  a high  morale.  They  aligned 
themselves  with  the  foremost  ideals  of  ad- 
vancing medical  education.  They  maintained 
the  standards  of  the  medical  curriculum. 
They  concentrated  on  instruction  in  the  fun- 
damentals of  medicine,  and  the  smallness  of 
the  classes  must  have  increased  the  oppor- 
tunities of  the  individual  student.  The  essen- 
tial success  of  their  program  was  attested 
by  the  congratulatory  report  of  the  commit- 
tee from  the  Carnegie  Foundation  for  the 
Advancement  of  Teaching  in  its  investigation 
of  the  stature  of  medical  education.” 

As  has  been  related  earlier,  the  Denver 
and  Gross  Medical  College  was  incorporated 
into  the  Medical  School  of  the  University  of 
Colorado  in  1911.  Since  the  opening  of  the 
Boulder  School  in  1883,  there  had  been  270 
graduates  while  the  graduates  of  the  Denver 
and  Gross  College  numbered  620.  In  1910  the 
State  voted  for  an  amendment  to  the  Consti- 
tution which  allowed  two  years  of  the  medi- 
cal course  to  be  taught  in  Denver,  so  on 
January  1,  1911,  the  third  and  fourth  years 
were  moved  to  an  old  dwelling  at  13th  and 
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Welton.  The  faculty  was  enlarged  with  the 
addition  of  those  from  the  Denver  and  Gross 
College  and  83  faculty  members  were  listed, 
44  of  whom  were  full  professors  but  only 
four  full-time. 

The  requirement  for  admission  was 
changed  at  this  time  to  include  two  years  of 
college  work  in  addition  to  four  years  of  high 
school.  Included  was  one  year  of  Latin  and 
a certificate  of  good  character  from  two  doc- 
tors. It  was  then  made  possible  to  obtain  a 
B.A.  degree  after  four  years  and  M.D.  after 
six.  Tuition  was  increased  to  $75.00  per  year. 
Enrollment  increased  and  in  1911  thirty-nine 
students  received  their  degrees.  In  1915  Dr. 
Livingston  Farrand,  who  was  a medical  grad- 
uate, became  President  of  the  University  and 
one  year  later  Dr.  C.  W.  Header  became  Dean 
of  the  Medical  School.  This  began  a new  era 
in  the  Medical  School  which  was  to  culminate 
in  the  present  establishment  in  Denver.  The 
medical  faculty  was  reorganized  under  four- 
teen department  heads,  each  a full  professor. 
An  illustration  of  the  advancement  during 
this  decade  can  be  seen  in  the  development 
of  the  first  postgraduate  course.  Through  the 
incentive  of  Dr.  Edward  Jackson,  the  Board 
of  Regents  in  1911  authorized  the  graduate 
course  of  ophthalmology.  First  degrees  of 
Doctor  of  Ophthalmology  were  given  in  1913. 

Reunion  in  Denver 

In  November,  1922,  a constitutional  amend- 
ment was  approved  by  the  people  permitting 
the  Denver  and  Boulder  Division  of  the  Medi- 
cal School  to  be  united  in  Denver.  Work  was 
immediately  begun  on  the  Medical  Center 
in  Denver.  In  the  fall  of  1924,  this  was  ready 
for  occupancy  and  all  four  years  of  instruc- 
tion have  henceforth  been  given  in  Denver. 
Tuition  was  raised  to  $55.00  per  quarter  and 
classes  were  limited  to  50  students.  Colorado 
General  Hospital  was  then  designed  for  150 
beds  and  the  Medical  School  building  was  to 
accommodate  classes  of  fifty.  One  hundred 
and  eight  students  were  enrolled  in  the  year 
1924-25. 

Thus  the  Medical  School  was  located  with 
Colorado  General  Hospital  at  Colorado  Boule- 
vard and  East  Ninth  Avenue  and  this  estab- 
lishment began  a period  of  growth  which 
compared  with  figures  today  may  seem  mi- 
nute, yet  at  that  time  was  amazing.  The 


Child  Research  Council  was  incorporated 
under  the  laws  of  the  State  of  Colorado  on 
August  19,  1927,  and  affiliated  with  the 
University  of  Colorado  in  1928.  In  1934  the 
requirement  for  admission  to  the  Medical 
School  was  raised  to  three  years  of  college. 
Fees  were  less  than  $75.00  per  quarter  as 
compared  to  $219.00  today.  During  this  period 
many  additions  were  made  to  the  Medical 
Center;  a one  story  addition  to  the  hospital 
and  a gymnasium  in  1936,  Dennison  Memorial 
Library  in  1937,  and  a new  east  wing  was 
added  to  the  hospital  along  with  construction 
of  an  out-patient  department  in  1938. 

Town  vs.  gown 

The  amalgamation  of  the  Medical  School 
was  complete  and  a modern  educational  plant 
was  functioning  in  Denver,  but  this  was  not 
the  end  of  all  hostility,  but  rather  a smolder- 
ing peace  which  was  almost  fanned  into  a 
fire  during  the  period  from  1930-1940.  A re- 
sentment on  the  part  of  some  of  the  practic- 
ing doctors  of  Denver  was  developing  against 
the  full-time  Medical  School  faculty  who 
were  engaging  in  a limited  private  practice. 
The  evolution  of  the  role  of  the  full  time 
clinical  instructor  in  the  Medical  School  and 
in  the  medical  community  as  a whole  has 
been  a controversial  one  in  Colorado  just  as 
it  has  been  at  earlier  periods  elsewhere  in 
the  United  States.  This  antagonism  was  in- 
terfering with  the  teaching,  research  activity 
and  progress  of  the  Medical  School.  In  1944 
the  Colorado  State  Medical  Society  formed 
a liaison  committee  with  equal  representation 
from  the  Society,  Medical  School  and  Denver 
County  Medical  Society  in  regards  to  this 
problem;  but  the  answer  came,  when  at  this 
point  the  faculty  of  the  Medical  School  by 
their  own  volition  stopped  all  outside  prac- 
tice and  limited  themselves  to  strict  consul- 
tation work.  Thus  by  1946,  harmony  was  so 
improved  that  the  Medical  Society  passed  a 
strong  resolution  in  support  of  the  School  of 
Medicine  and  named  the  University  as  a 
cooperating  agency  in  the  interest  of  civilian 
rehabilitation,  infantile  paralysis  control,  and 
an  all  state  intern  resident,  and  postgraduate 
training  program.  If  one  is  to  mention  any 
man  as  the  guiding  hand  during  these  tu- 
multuous years,  he  would  probably  pick  Dean 
Maurice  H.  Rees.  The  University  will  always 
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owe  a great  debt  of  gratitude  to  him  for  the 
part  he  has  played  in  steering  the  School 
of  Medicine  through  a long  period  of  political, 
economic  and  developmental  stress  and 
strain.  One  also  can  but  mention  the  hun- 
dreds of  physicians  in  and  about  Denver  who 
donated  their  time  to  the  Colorado  School 
of  Medicine,  teaching  the  clinical  years  gratis 
without  remuneration  since  the  founding  of 
the  school  and  place  them  in  high  esteem  and 
gratitude.  The  monetary  value,  although  im- 
possible to  estimate,  has  been  placed  con- 
servatively by  one  group,  “At  least  at  a five 
million  dollar  saving  to  the  State  since  1925.” 

World  War  II  ■ 

The  Medical  School  as  well  as  the  rest  of 
the  world  was  affected  by  World  War  II. 
The  Twenty-ninth  General  Hospital,  Medical 
Corps,  Army  of  the  United  States,  was  acti- 
vated and  was  composed  of  members  of  the 
faculty,  44  in  all,  and  these  personnel  did  not 
return  to  civilian  life  until  1945  and  1946. 
By  the  end  of  the  war  50  per  cent  of  the 
prewar  faculty  and  80  per  cent  of  the  medical 
student  body  had  served  time  in  the  service. 
In  July  of  1942,  because  of  the  war,  an  ac- 
celerated program  of  undergraduate  teaching 
was  instituted  and  in  July  of  1943,  the  Navy 
V-12  and  Army  A.S.T.P.  programs  were  insti- 
tuted. The  former  group  was  discontinued 
in  December  of  1945,  and  the  latter  program 
was  discontinued  in  March,  1946.  A program 
of  deceleration  was  then  started  with  dis- 
continuation of  all  undergraduate  instruction 
for  the  spring  and  summer  quarters  of  1946. 
Thus  with  the  admittance  of  the  fall  class 
of  1946,  classes  were  back  on  a normal  pre- 
war schedule.  Ninety-eight  men  were  in  the 
V-12  program  and  199  in  the  Army  program. 
Three  hundred  and  twenty  men  were  gradu- 
ated during  this  period.  The  net  result  of  this 
program  of  acceleration  was  two  extra  grad- 
uating classes.  During  the  six  months  of  no 
formal  undergraduate  instruction  in  1946,  a 
series  of  short  refresher  postgraduate  courses 
was  offered  and  a new  comprehensive  resi- 
dent training  program  was  initiated  along 
with  the  initiation  of  a research  program. 
The  full-time  faculty  was  also  increased  from 
21  preclinical  and  5 clinical  members  in  the 
prewar  period  to  34  full-time  basic  science 
teachers  and  19  full-time  clinical  members. 


With  this  increase  in  full-time  staff  and  ex- 
panding of  facilities,  the  grand  total  of  the 
operating  budget  rose  from  $303,391.00  in 
1944-1945  to  $564,210.00  in  1947-1948.  The  ex- 
pense budget  for  the  Colorado  University 
Medical  Center  today  exceeds  $7,000,000.00. 
In  a brief  resume  from  1925  to  1945,  besides 
graduating  medical  students,  the  school  and 
hospital  had  trained  and  graduated  99  basic 
science  students,  119  medical  technicians,  92 
x-ray  technicians,  63  dieticians,  241  interns, 
148  clinical  residents  and  258  nurses.  Medical 
research  up  until  tkis  time  had  been  a minor 
activity  at  Colorado  University  School  of 
Medicine  partially  because  the  clinical  teach- 
ing in  the  school  had  been  done  entirely  by 
volunteer  practicing  physicians  and  because 
the  pre-clinical  faculty  had  been  small  and 
was  carrying  such  a heavy  teaching  load  and 
also  because  of  inadequate  space,  equipment, 
and  funds  for  research.  Since  the  war  with 
the  increase  in  full-time  staff  members,  re- 
search grants  and  remodeling  of  areas  into 
research  laboratory  space,  research  work  has 
become  a field  of  major  function.  From  the 
year  1942  to  1946,  over  800  publications  were 
published  by  members  of  the  faculty  of  Colo- 
rado University  and  more  important  was  the 
fact  that  many  of  these  papers  were  being 
printed  as  work  from  the  Medical  School  of 
Colorado  and  not  just  from  Denver,  Colorado. 
Research  grants  in  1948-1949  totaled  over 
$300,000.00  and  today  there  are  currently  130 
projects  in  progress  involving  $1,344,000.00 
as  of  February,  1957.  Some  of  this  research 
is  in  virus  disease,  muscular  distrophy,  polio, 
heart,  surgery,  cancer,  arthritis  and  rheuma- 
tism, as  examples. 

Founding  of  V.A.  Hospital 

In  1946,  the  University,  working  in  co- 
operation with  the  Denver  County  Society 
and  Denver  Chamber  of  Commerce,  the  City 
and  County  of  Denver  and  the  American 
Legion,  succeeded  in  having  Denver  desig- 
nated as  the  site  for  construction  of  a new 
Veterans  Administration  Hospital.  A tem- 
porary V.A.  Hospital  was  set  up  at  Fort 
Logan  with  some  90  members  of  the  medical 
faculty  having  been  assigned  as  staff  mem- 
bers to  this  hospital  and  20  residents  ap- 
pointed to  the  house  staff.  About  this  same 
time  20  members  of  the  Medical  School  fac- 
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ulty  were  appointed  as  civilian  consultants 
to  the  Fitzsimons  Army  Hospital. 

The  following  year  on  the  first  day  of 
October,  1947,  an  agreement  between  the 
City  and  County  of  Denver  and  the  Regents 
of  the  University  of  Colorado  whereby  the 
amalgamation  of  Denver  General  Hospital 
and  the  Medical  School  came  about.  It  is 
interesting  to  note  the  good  spirit  of  all 
parties  concerned  as  evidenced  by  the  con- 
cluding paragraph  of  the  agreement:  “The 
parties  hereto  recognize  the  fact  that  the 
relation  between  the  Regents  and  the  City 
Hospital  of  the  City  sought  to  be  established 
will  necessarily  be  intimate  and  interdepend- 
ent, and  each  will  derive  the  greatest  bene- 
fit only  by  promoting  the  interests  of  both, 
and  each  of  the  parties  hereto  is  therefore 
entering  into  the  contract  with  intention  of 
cooperating  with  the  other  in  carrying  out 
the  terms  of  this  contract  and  agrees  to  inter- 
pret its  provisions  in  such  manner  as  will 
best  promote  the  interests  of  both  in  public 
health  and  education  and  render  the  highest 
service  to  the  public.” 

In  the  next  two  months  the  Nursing  School 
of  Denver  General  Hospital,  incorporated  in 
1891,  was  amalgamated  into  the  Nursing 
School  of  Colorado  by  a similar  agreement 
between  the  regents  and  the  City  of  Denver. 
About  this  same  time  the  Medical  School 
also  associated  with  National  Jewish  Hos- 
pital, especially  in  cooperative  research,  Colo- 
rado State  Hospital  in  Pueblo,  and  the  Vet- 
erans Hospital  in  Albuquerque,  New  Mexico. 

Family  practice  clinic 

A new  idea  in  medical  education  was 
created  in  1947  with  the  organization  of  a 
General  Medical  Clinic.  Sponsored  jointly  by 
the  Medical  School  and  the  Denver  Depart- 
ment of  Health  and  Hospitals,  this  clinic  is 
operated  with  offices  and  equipment  similar 
to  those  of  a practicing  physician  tending  to 
that  type  of  practice  as  a general  family 
physician.  Objectives  included  the  following: 
“1.  More  intelligent  attention  to  the  positive 
aspects  of  healthful  living.  2.  Earlier  diagnosis 
of  illness  and  more  adequate  attention  to 
minor  complaints.  3.  Better  management  of 
both  acute  and  chronic  illness.  4.  Education 
of  physicians  to  meet  the  problems  of  general 
family  practice.”  This  clinic  was  initiated  by 
a grant  of  $265,000  from  the  Commonwealth 


Fund,  a philanthropic  agency  interested  in 
medical  education,  hospital  care,  public 
health  and  psychiatry.  The  total  objective 
of  this  clinic  is  to  offer  an  outpatient  clinic 
organized  to  unite  medicine,  pediatrics,  psy- 
chiatry, public  health  and  preventive  medi- 
cine, consultation  with  medical  specialists, 
visiting  nurses  and  social  services  into  a 
single  unit  that  will  regard  the  patient  as  a 
whole.  It  is  planned  for  the  clinic  to  be  able 
to  care  for  25,000  to  40,000  individuals  which 
should  include  most  of  the  relief  population 
of  Denver  and  a good  share  of  the  medically 
indigent  group.  Along  with  this  the  Medical 
School  has  been  broadened  from  the  tradi- 
tional clinical  experience  with  sick  people 
in  a hospital  or  charitable  OPD,  to  medical 
training  based  on  study  of  the  individual, 
both  well  and  sick,  in  relation  to  the  social, 
environmental,  and  psychological  factors  that 
help  determine  whether  disease  occurs  and 
the  course  it  takes.  In  August  of  1951,  the 
clinic  was  opened  and  today  it  has  become 
an  integral  part  of  the  medical  curriculum. 
An  experiment  in  education  is  now  a reality. 

New  construction 

By  1953  the  new  cancer  memorial  wing 
had  been  constructed  and  the  new  Belle 
Bonfils  Memorial  Blood  Bank  was  under 
construction.  The  medical  students  were  now 
spending  part  of  their  clinical  clerkships  at 
the  V.A.  Hospital.  In  1956  a new  addition 
was  added  to  the  Colorado  Psychopathic  Hos- 
pital, primarily  consisting  of  offices,  a small 
library  and  auditorium.  Thus  we  are  at  the 
present  and  must  look  to  the  future.  What 
are  some  of  the  plans  of  this  institution,  now 
a well-recognized  medical  center.  Even  as 
this  paper  is  being  prepared  a Chicago  firm 
of  architects  is  drafting  a master  plan  for 
a construction  program  and  the  General  As- 
sembly last  year  extended  the  building  mill 
levy  for  another  ten  years,  providing  about 
$6y2  million  for  construction  to  be  supple- 
mented by  Federal  matching  funds  and  other 
sources.  The  general  plan  of  proposed  con- 
struction will  include  such  items  as:  1.  150- 
bed  addition  to  Colorado  General  Hospital 
for  admission  of  full  pay  patients.  2.  A 15-25 
bed  unit  at  C.P.H.  for  mentally  ill  children, 
plus  two  additional  floors  on  C.P.H.  for  re- 
search purposes.  3.  A dental  school  and  dental 
clinics  with  facilities  for  about  50  students 
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yearly  in  each  of  the  four  classes.  4.  Expan- 
sion of  the  Medical  School  to  include  expand- 
ed facilities  for  education  and  research.  5.  A 
new  modern  quarter  to  house  laboratory  ani- 
mals. 6.  Expansion  of  Dennison  Memorial  Li- 
brary. 7.  Apartments  and  dormitories  for 
residents,  interns  and  medical  students.  8.  A 
new  building  to  house  the  School  of  Nursing. 

Summary 

Thus  in  76  years,  from  1881  to  1957,  medi- 


cal education  in  Colorado  has  had  its  growth 
and  development.  Due  to  the  perseverance, 
sound  guidance,  and  bold  vision  of  the  many 
individuals  mentioned  in  this  paper  and  to 
many  other  educators  and  physicians  not  spe- 
cifically named,  the  University  of  Colorado 
School  of  Medicine  has  become  one  of  the 
most  respected  institutions  of  its  kind  in  the 
United  States  and  looks  forward  with  pride 
in  its  accomplishments  and  confidence  for  a 
bright  future.  • 


Free  choice  of  physician 

Supplement  to  the  official  opinion* 


Since  this  board  issued  its  Findings  and 
Conclusions  under  date  of  April  13,  1957,  on 
the  “Free  Choice  of  Physician”  there  have 
been  certain  developments  which  prompt  the 
issuance  of  this  Supplemental  Opinion. 

This  Board’s  prior  Opinion  quoted  and 
made  reference  to  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association 
as  then  in  force  and  particularly  Sections  3 
and  4 of  Chapter  VII  thereof.  At  its  June  1957 
meeting,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  adopted  a revision 
of  the  Principles  of  Medical  Ethics.  The  word- 
ing of  this  1957  Edition  of  the  Principles  is 
substantially  different  from  that  of  prior  edi- 
tions, and  the  question  has  arisen  in  the 
minds  of  some  members  of  the  Society 
whether  this  Board’s  Opinion  of  April  13, 
1957,  has  been  modified  or  abrogated  by  the 
revision. 

While  the  language  of  Sections  3 and  4 
of  Chapter  VII  of  the  prior  Edition  (printed 
in  1954  and  amended  in  1955,  now  usually 
referred  to  as  the  1955  Edition)  is  not  em- 
bodied in  the  1957  Edition  of  the  Principles, 
the  substance  of  these  sections  is  contained  in 
the  revised  version.  Thus,  Section  6 of  the 
revised  Principles  reads  as  follows: 

*The  Colorado  State  Medical  Society  Board  of  Councilors’  Offi- 
cial Opinion  dated  April  13,  1957,  effective  May  1,  1957.  Supple- 
ment dated  December  15,  1957. 
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“A  physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  tend 
to  cause  a deterioration  of  the  quality  of  medical 
care.” 

It  is  manifest  from  the  proceedings  of  the 
House  of  Delegates  of  the  A.M.A.,  and  par- 
ticularly from  the  Committee  Reports  to  the 
House  related  to  the  revision  that  the  new 
Principles  encompass  all  the  ethical  concepts 
that  were  contained  in  the  1955  Edition.  In 
any  event,  the  Judicial  Council  of  the  A.M.A. 
has  officially  declared  that  the  1957  Edition 
of  the  Principles  of  Medical  Ethics  was  not 
intended  to  and  does  not  abrogate  any  Prin- 
ciple of  the  1955  Edition. 

Fully  setting  this  question  at  rest,  how- 
ever, is  a Resolution  adopted  by  the  House 
of  Delegates  of  the  A.M.A.  at  its  December 
1957  meeting  which  Resolution  reads  as  fol- 
lows: 

“Whereas,  Every  authority  of  the  American 
Medical  Association,  including  its  Judicial  Coun- 
cil and  its  House  of  Delegates,  has  repeatedly  gone 
on  record  reaffirming  the  statistically  provable 
fact  that  freedom  of  the  patient  to  choose  his  own 
physician  from  among  all  readily  available  and 
legally  qualified  doctors  of  medicine  has  contrib- 
uted heavily  to  the  unprecedented  quality  and 
world  leadership  of  American  Medicine;  and 

“Whereas,  The  Judicial  Council  of  the  Ameri- 
can Medical  Association  in  its  first  interpretative 
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opinion  on  the  Principles  of  Medical  Ethics,  as 
revised  in  June,  1957,  stated,  and  published  in  the 
October  19,  1957,  issue  of  the  Journal  of  the 
American  Medical  Association,  that  the  basic 
ethical  concepts  in  both  the  1955  and  1957  editions 
of  the  Principles  of  Medical  Ethics  are  identical  in 
spite  of  changes  in  format  and  wording  and  that, 
therefore,  ‘no  opinion  or  report  of  the  Council  in- 
terpreting these  basic  principles  which  were  in 
effect  at  the  time  of  the  revision  has  been  rescind- 
ed by  the  adoption  of  the  1957  principles,’  and 

“Whereas,  A previous  and  unrepealed  report  of 
the  Judicial  Council  (1927)  relating  to  the  sub- 
ject of  contract  practice  of  medicine  stated  that 
any  such  contract  would  be  determined  to  be  un- 
ethical if  ‘a  reasonable  degree  of  free  choice  of 
physician  is  denied  those  cared  for  in  a community 
where  other  competent  physicians  are  readily 
available;’  now  therefore  be  it 

“Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  hereby  reaffirms 
its  approval  of  the  above  quoted  interpretations 
of  the  Principles  of  Medical  Ethics  by  this  Associ- 
ation’s Judicial  Council  and  directs  that  the  same 
be  called  to  the  attention  of  all  constituent  associ- 
ations and  component  societies.” 

Furthermore  in  its  report  to  the  House 
on  the  foregoing  Resolution,  the  Reference 
Committee  on  Amendments  to  the  Constitu- 
tion and  By-Laws  gave  formal  recognition  to 
the  continued  effect  and  applicability,  under 
the  new  Principles,  of  the  1927  report  of  the 
Judicial  Council  referred  to  in  the  Resolution. 
The  report  of  the  Reference  Committee, 
which  was  adopted  in  full  by  the  House,  is  as 
follows: 

“Your  committee  agrees  with  this  resolution, 
and,  acknowledging  its  importance,  recommends 
its  adoption.  Further,  your  committee  having  re- 
viewed that  portion  of  the  Report  of  the  Judicial 
Council  for  1927  referred  to  in  the  resolution  be- 
lieves that  it  should  be  repeated  now  as  a reaf- 
firmation of  the  policy  of  this  House. 

“ ‘It  will  be  observed  that  in  the  definition  of 
contract  practice  submitted  to  the  House  in  1926 
no  mention  is  made  of  the  ethics  of  the  practice  for 
the  reason  that  contract  practice  per  se  is  not  an 
ethical  question,  ethics  being  concerned  with  the 
form  of  the  contract  and  the  conditions  under 
which  it  is  made.  That  there  are  many  conditions 
under  which  contract  practice  is  not  only  legiti- 
mate and  ethical,  but  in  fact  the  only  way  in  which 
competent  medical  service  can  be  provided,  be- 
comes evident  on  analysis.  For  instance,  where 
large  numbers  of  workmen  are  employed  remote 
from  urban  centers,  as  in  some  mining  or  logging 
camps,  in  such  instances  efficient  medical  service 
can  be  secured  onlj’-  by  contracting  with  some  com- 
petent physician  to  do  the  work.  Certain  industrial 
situations  arise  wherein  large  employers  of  labor 


are  compelled  by  law  to  provide  medical  services 
for  their  employees  under  certain  conditions,  and 
this  at  times  can  be  secured  only  by  some  form  of 
contract.  A community  too  small  to  offer  sufficient 
inducements  to  a competent  physician  to  locate 
therein  may  secure  one  by  some  form  of  contract 
or  agreement  as  to  compensation.  It  is  perfectly 
evident,  therefore,  if  we  are  to  judge  whether  a 
contract  is  ethical  or  not,  that  we  must  know  the 
form  and  terms  of  the  contract  as  well  as  the  par- 
ticular circumstances  under  which  it  is  made,  .^s 
there  is  such  a great  variety  of  contracts,  as  their 
form  and  the  circumstances  under  which  they  are 
made  differ  so  widely,  it  seems  impossible,  or  at 
least  inadvisable,  to  attempt  to  define  what 
constitutes  an  ethical  contract.  Each  case  must  be 
judged  on  its  own  merits  after  all  the  facts  per- 
taining thereto  are  known.  There  are  certain 
points,  however,  that  may  be  formulated  which, 
when  present,  one  or  more  of  them,  definitely  de- 
termine a contract  to  be  unfair  or  unethical.  These 
may  be  stated  as  follows: 

“ ‘1.  When  the  compensation  received  is  inad- 
equate based  on  the  usual  fees  paid  for 
the  same  kind  of  service  and  class  of  peo- 
ple in  the  same  community. 

“ ‘2.  When  the  compensation  is  so  low  as  to 
make  it  impossible  for  competent  service 
to  be  rendered. 

“ ‘3.  When  there  is  underbidding  by  physicians 
in  order  to  secure  the  contract. 

“ ‘4.  When  a reasonable  degree  of  free  choice 
of  physicians  is  denied  those  cared  for  in 
a community  where  other  competent  phy- 
sicians are  readily  available. 

“ ‘5.  When  there  is  solicitation  of  patients  di- 
rectly or  indirectly.’  ” 

It  is,  therefore,  the  decision  of  this  Board 
that  the  findings  and  conclusions  expressed 
and  the  interpretations  contained  in  its  prior 
Opinion  remain  valid  and  applicable  under 
the  new  Principles.  Needless  to  say,  refer- 
ences therein  to  the  exact  wording  of  the 
1955  edition  of  the  Principles  of  Medical  Eth- 
ics are  now  inappropriate  but  in  the  view  of 
the  Board  the  findings  and  conclusions  do  not 
presently  need  documentation  by  further 
citation  of  the  Principles  as  re-worded  in 
1957. 

A second  development  is  the  act  of  the 
House  of  Delegates  of  the  Colorado  State 
Medical  Society  at  its  September  1957  meet- 
ing in  recommending  to  this  Board  that  Arti- 
cle X of  the  prior  Opinion,  and  particularly 
Sections  D,  F,  and  G,  be  reviewed,  inasmuch 
as  some  misunderstanding  or  confusion  seems 
to  exist  among  members  of  the  Society  with 
respect  thereto. 
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The  Board  sees  no  conflict  between  these 
sections  but  is  quite  cognizant  of  the  diffi- 
culty in  applying  them  to  specific  cases.  As 
pointed  out  in  its  prior  Opinion,  however, 
it  is  impossible  in  any  interpretation  or  group 
of  interpretations  to  anticipate  the  various 
facets  of  a plan  which  may  affect  the  inher- 
ent right  of  a patient  to  choose  his  own  physi- 
cian. An  examination  of  the  precise  facts  in- 
volved in  a particular  plan  may  be  necessary 
to  determine  its  status,  and  the  examples 
given  in  Article  X were  intended  to  be,  and 
obviously  could  be,  only  generalizations. 

Thus  Section  D is  merely  a recognition  in 
broad  and  general  terms  of  the  restrictive 
effect  on  the  free  choice  of  physician  which 
inheres  in  a medical  plan  operating  on  closed 
panel  basis  if  it  is  financed  through  levies  on 
the  product  of  the  employee-beneficiaries  of 
the  plan.  No  real  freedom  of  choice  can  be 
found  in  such  a plan  except  perhaps  in  the 
initial  decision  by  an  employee  as  to  whether 
he  will  go  to  work  for  or  continue  in  the  em- 
ployment of  an  employer  who  is  a party  to 
or  is  involved  in  such  a plan,  and  that  choice 
is  too  theoretical  and  tenuous  to  meet  the 
requirements  of  the  principle  here  under 
consideration. 

Such  a plan,  therefore,  represents  a pro- 
scribed form  of  economic  compulsion  as  much 
as  does  the  type  of  case  discussed  in  the  im- 
mediately preceding  Section  C.  In  neither 
case  is  the  beneficiary  of  the  plan  forced  to 
seek  medical  care  at  the  hands  of  the  closed 
panel  physicians  but  he  chooses  another  phy- 
sician only  under  the  penalty  of  sacrificing 
financial  benefits  which  exist  solely  or  large- 
ly by  virtue  of  contributions  to  the  plan  made 
by  or  in  behalf  of  the  beneficiary,  either  in 
money  or  in  some  other  means  or  form.  This 
alternative  does  not  meet  any  reasonable 
test  of  compliance  with  the  free  choice  of 
physician  principle. 

Sections  F and  G on  the  other  hand  con- 
template a type  of  medical  plan  in  which 
participation  by  the  employee  is  neither  a 
positive  condition  nor  an  inherent  incident 
of  employment.  Neither  the  initial  rejection 
of  the  plan  nor  the  subsequent  withdrawal 
from  it  is  coupled  with  a financial  loss  to  the 
employee  except  perhaps  in  the  sense  that 


the  plan  might  offer  him  more  in  medical 
benefits  for  his  money  than  he  can  get  other- 
wise. This  exception  is  unimportant  here, 
however,  because  in  the  view  of  this  Board, 
a closed  panel  system  is  not  repugnant  to  the 
free  choice  principle  merely  because  it  af- 
fords more  medical  services  per  dollar  than 
are  generally  available  in  the  community. 
This  may  be  economic  inducement,  but  is  not 
economic  compulsion  in  the  sense  used  by  the 
Board  in  its  Opinion;  the  former  still  gives 
real  opportunity  for  choice,  whereas  the  lat- 
ter has  such  coercive  influence  as  to  pre- 
clude any  true  alternatives.  These  are  the 
distinctions  reflected  by  the  statement,  made 
by  the  Board  in  Section  F,  that  where  a 
medical  plan  is  so  organized  and  operated 
that  an  employee  may  freely  choose  between 
joining  or  not  joining,  and  after  joining  may 
freely  withdraw  from  the  plan,  the  free 
choice  principle  has  been  observed,  even 
though  the  plan  limits  professional  partici- 
pation to  a closed  panel.  The  Board  recog- 
nizes that  the  application  of  the  tests  as  ex- 
pressed in  Sections  F and  G will  permit  the 
operation  of  some  medical  plans  on  a closed 
panel  basis,  but  finds  no  grounds  in  the  free 
choice  principle  to  proscribe  all  closed  panel 
systems  of  practice. 

Clarification  of  the  prior  Opinion  seems  to 
be  in  order  in  another  respect.  While  this 
Board  in  its  study  and  deliberations  has  en- 
visioned, and  its  Opinion  has  outlined,  some 
general  types  of  plans  which  it  regards  as 
clearly  violating  the  free  choice  of  physician 
principle,  this  Board  has  not  had,  and  does 
not  now  have,  any  intent  to  prejudge  any 
given  medical  plan  now  in  existence  or  here- 
after coming  into  being.  Only  on  the  basis  of 
a hearing,  and  a full  presentation  of  the  facts 
relating  to  the  operation  of  a particular  plan 
and  the  precise  relationship  between  the 
physician  and  the  plan  and  the  patients, 
can  any  decision  be  made  which  would  have 
any  binding  effect  upon  the  physicians  par- 
ticipating in  that  plan.  Such  a hearing  would 
be  held  in  accordance  with  the  procedure  and 
processes  provided  by  the  Constitution  and 
By-Laws  of  this  Society.  The  Board  is  quite 
aware  of  the  complexities  of  this  problem 
and  of  the  difficulty  which  many  physicians 
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will  experience  in  evaluating  their  own  sta- 
tus. But  whatever  the  status  of  a physician 
might  be,  the  Board’s  prior  Opinion  is  not 
self-executing,  and  it  was  not  and  is  not  in 
the  contemplation  of  this  Board  that  any 
member  of  this  Society  be  placed  in  jeopardy 
of  disciplinary  action  prior  to  a hearing  and 
determination  on  the  basis  of  the  facts  of  his 
particular  status.  If  upon  such  hearing,  a 
member  be  found  to  be  participating  in  or 
furthering  a plan  which  denies  its  benefici- 
aries the  right  of  free  choice  of  physician,  this 
Board  will  of  necessity  order  him  to  cease  and 
desist  in  such  participation.  Noncompliance 
with  such  order  within  a reasonable  time  will 
of  course  subject  the  member  to  discipline 
by  the  Society. 


DONE  IN  MEETING,  DECEMBER  15, 
1957,  AT  DENVER. 

(signed) 

HERMAN  W.  ROTH,  M.D.,  Chairman 
JOHN  D.  GILLASPIE,  M.D.,  Vice  Chm. 
HARRY  C.  BRYAN,  M.D. 

SCOTT  A.  GALE,  M.D. 

PAUL  R.  HILDEBRAND,  M.D. 
ROGER  G.  HOWLETT,  M.D. 
CHARLES  L.  MASON,  M.D. 

L.  R.  SAFARIK,  M.D. 

HARVEY  M.  TUPPER,  M.D. 

Attest: 

(seal) 

HARVEY  T.  SETHMAN, 

Secretary 


Is  Blue  Shield  a “Third  Party”? 

“Blue  Shield  Plans  exist  only  to  help  the  medi- 
cal profession  facilitate  the  provision  of  its  serv- 
ices to  the  people.  . . . Blue  Shield  is  an  organiza- 
tion of  the  profession  itself,  and  not  a third  party 
between  doctor  and  patient.” 

So  declared  the  Blue  Shield  Commission  in  a 
recent  policy  statement.  The  Commission  is  the 
elected  Board  of  Directors  of  the  National  Asso- 
ciation, “Blue  Shield  Medical  Care  Plans,”  whose 
members  are  the  70-odd  medical  society-sponsored, 
non-profit  Blue  Shield  Plans.  A preponderant 
majority  of  the  Commissioners  are  Doctors  of 
Medicine. 

The  medical  profession,  through  its  own  in- 
strument, Blue  Shield,  pioneered  the  great  un- 
charted realm  of  medical  prepayment  at  a time 
when  commercial  insurance  companies  declared 
it  was  actuarially  impossible,  and  when  the  bu- 
reaucrats in  Washington  asserted  that  only  big 
government  could  do  the  job. 

What  is  a “third  party  between  doctor  and 
patient”?  In  simplest  terms,  a “third  party”  must 
be  some  person  or  agency  over  whom  neither  the 
first  party — the  patient — nor  the  second  party — the 
doctor — has  any  direct  control;  someone  independ- 
ent of  both  doctor  and  patient. 

The  first  requirement  of  a medical  prepayment 
plan  that  wants  to  call  itself  Blue  Shield  is  that 
it  be  approved  by  the  county  or  state  society  in 
the  area  that  it  serves.  The  second  requirement 
IS  that  all  medical  policies  and  operations  be 
under  medical  control;  and  the  third,  that  it  earn 
the  voluntary  participation  of  at  least  a majority 
of  the  doctors  in  its  territory. 

Blue  Shield  is  not  a “third  party.”  In  truth, 
Blue  Shield  has  proved  that  doctors  and  patients, 
working  together,  can  solve  the  problems  of  medi- 
cal economics  without  needing  any  third  party  to 
come  between  them. 


World  Medical  Association 

The  daily  news  from  abroad  underlines  the 
need  of  unity — the  need  for  like-minded  people  to 
stand  and  work  together — if  the  blessings  of  life 
in  the  “free  world”  are  to  be  kept  intact. 

Membership  in  the  United  States  Committee 
of  The  World  Medical  Association  offers  every 
American  physician  an  opportunity  to  help  protect 
the  freedom  of  medical  practice  and  increase  the 
influence  of  the  practicing  profession  at  the  inter- 
national level,  where  immediate  danger  lies. 

The  House  of  Delegates  of  A.M.A.  has  urged 
every  A.M.A.  member  to  join  the  U.  S.  Committee 
of  W.M.A.  Not  only  is  it  important  for  each  physi- 
cian to  support  his  local  and  national  medical 
societies  but  he  should  also  support  the  one  or- 
ganization that  is  fighting  for  his  interests  at  the 
international  level.  Join  now  I Send  your  check  for 
$10.00 — 1958  dues — to  the  U.  S.  Committee,  The 
World  Medical  Association,  10  Columbus  Circle, 
New  York  19,  New  York. 


Broncho-esophageal  fistula  cont.  from  51 
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Nilevar 


stimulates  protein  synthesis, 
corrects  negative  nitrogen  balance 


Increased  nitrogen  loss,  with  resulting  nega- 
tive nitrogen  balance,  occurs  in  infection, 
trauma,  major  surgery,  extensive  burns,  cer- 
tain endocrine  disorders  and  starvation  and 
emaciation  syndromes.  The  intrinsic  control 
of  protein  metabolism  is  lost  and  a protein 
“catabolic  state”  occurs.  A patient  requiring 
more  than  ten  days  of  bedrest  usually  has  had 
sufficient  metabolic  insult^  to  precipitate  such 
a “catabolic”  phase. 

Nilevar  (brand  of  norethandrolone)  has 
been  used  in  patients  with  varied  conditions 
including  hyperthyroidism,  poliomyelitis, 
aplastic  anemia,  glomerulonephritis,  anorexia 
nervosa  and  postoperative  protein  depletion. 
The  patients  gained  weight  and  felt  better. 


It  was  concluded^  that  “the  drug  certainly 
caused  a reversal  of  rather  recalcitrant  or 
progressive  catabolic  patterns  of  disease.” 

Nilevar  is  unique  among  anabolic  steroids 
in  that  androgenic  side  action  is  minima!  or 
absent. 

The  suggested  adult  dosage  is  three  to  five 
tablets  (30  to  50  mg.)  daily.  For  children  1.5 
mg.  per  kilogram  of  weight  is  recommended. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Russian  advances  in  outer  space  have  triggered 
a whole  series  of  debates,  not  the  least  of  which 
is  the  issue  of  the  scope  and  extent  of  federal  par- 
ticipation in  higher  education.  From  it  may  emerge 
at  the  very  minimum  a scholarship  program  bene- 
fiting pre-medical  students  and  some  medical  stu- 
dents. 

Here  are  some  of  the  questions  that  Congress 
will  have  to  answer  before  it  writes  a final  bill  on 
federal  aid  to  higher  education: 

1.  Should  a program  be  limited  to  federal  schol- 
arships or  should  it  include  grant  money  for  im- 
proving and  enlarging  colleges  and  universities,  or 
for  loans  to  students? 

2.  If  it  is  limited  to  scholarships,  should  they 
be  non-categorical  in  nature  rather  than  favoring 
specific  disciplines? 

3.  If  non-categorical  and  thus  benefiting  all 
phases  of  higher  education,  how  best  to  justify 
this  approach  in  the  national  interest  and  national 
security? 


4.  Finally,  if  aimed  at  specific  disciplines, 
should  not  Congress  require  some  obligation  for 
service  on  the  part  of  the  recipient? 

Some  of  the  answers  have  been  given  in  the 
administration’s  plan  now  before  Congress.  As 
outlin^u  by  Secretary  Folsom  of  the  Department 
of  Health,  Education  and  Welfare,  $1  billion  would 
be  authorized  over  a four-year  period.  The  money 
would  go  for  10,000  scholarships  a year  to  bright 
students  unable  to  finance  their  schooling,  for 
National  Science  Foundation  grants  and  fellow- 
ships for  postdoctoral  training  and  up  to  $125,000 
for  any  one  school  to  improve  facilities. 

It  has  been  explained  that  this  program  would 
benefit  pre-medical  students  but  that  since  schol- 
arships would  be  limited  to  four  years,  students 
would  have  to  find  other  ways  to  finance  most 
of  their  years  in  medical  school.  After  receiving 
their  medical  degrees,  however,  they  would  be 
eligible  for  the  fellowships  from  the  National  Sci- 
ence Foundation. 

The  administration  program  favors  the  non- 
categorical  approach,  although  preference  would 
be  given  high  school  students  with  good  prepara- 
tion in  math  and  the  sciences.  Students  themselves 
would  decide  what  college  course  to  pursue. 

This  program  has  met  mixed  reaction.  Edu- 
cators say  considerably  more  money  should  be 
authorized — some  asking  for  as  much  as  four  times 
the  proposed  $1  billion. 

The  Amei'ican  Council  on  Education,  which 
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CLINICAL 

COLLOQUY 


My  'patients  complain  that 
the  pain  tablets  I prescribe 
are  too  slow-acting . . . 
they  usually  take  about 
30  to  Jf.0  minutes  to  work. 

Why  don’t  you  try 
the  new  analgesic 
that  gives  faster, 
longer-lasting  pain  relief? 

What  is  it. .. 
how  fast  does  it  act? 

It’s  Percodan®— relieves  pain 
in  5 to  25  minutes, 
with  a single  dose 
lasting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying  — 
what’s  the  average  adult  dose? 

One  tablet  every  6 hours. 

That’s  ail. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 
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takes  in  nearly  all  accredited  colleges,  universities 
and  junior  colleges,  told  a House  Education  sub- 
committee that  10,000  scholarships  are  “a  mini- 
mum below  which  a program  of  effectiveness 
would  be  doubtful  . . 

The  council  outlined  for  the  subcommittee  these 
guiding  principles: 

1.  The  student  should  have  complete  freedom 
to  choose  his  own  program  of  studies  within  the 
requirements  set  by  the  individual  institution. 

2.  Stipends  up  to  a maximum  amount  set  gen- 
erally for  the  program  should  be  sufficient  to 
enable  the  student  to  attend  an  eligible  college. 

3.  The  student  should  not  be  denied  the  oppor- 
tunity to  attend  any  recognized  college  or  uni- 
versity properly  accredited  under  a regional  ac- 
crediting association. 

4.  There  should  be  no  discrimination  because 
of  race,  creed,  color  or  sex. 

Notes 

First  legislative  activity  of  interest  to  the  medi- 
cal profession  this  year  was  the  House  Ways  and 
Means  Committee’s  month-long  hearing  on  tax  re- 
vision; testimony  in  favor  of  the  Jenkins-Keogh 
bill  was  presented  late  in  January. 

National  Science  Foundation  is  inviting  colleges 
and  universities  to  apply  for  financial  help  in  con- 
ducting in-service  courses  and  institutes  for  ad- 


vanced study  by  high  school  mathematics  and 
science  teachers.  Applications  must  be  received  by 
NSF  before  March  15. 

A new  national  organization  has  been  estab- 
lished to  help  in  finding  a cure  for  ulcerative 
colitis.  Encouraged  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases,  the  new  founda- 
tion will  use  its  funds  to  supplement  those  award- 
ed by  the  federal  government. 

After  six  months’  operation  of  the  disability 
payments  program  under  social  security,  benefits 
were  going  to  more  than  131,000  and  totaled  $10 
million  a month.  Within  the  next  twelve  months 
the  rolls  are  expected  to  increase  to  about  200,000, 
at  an  annual  cost  of  about  $175  million. 

Atomic  Energy  Commission  has  in  effect  re- 
duced its  permissible  level  of  life-time  radiation 
exposure  by  about  two-thirds.  The  safety  regula- 
tion applies  to  AEC  employees  and  those  of  AEC 
contractors. 

Influential  Rep.  John  Fogarty  (D.,  R.I.)  wants 
the  House  to  ask  President  Eisenhower  to  call  a 
White  House  conference  on  aging,  at  which  medi- 
cal and  all  other  problems  of  the  older  population 
would  be  taken  up.  Mr.  Fogarty  also  would  at- 
tempt to  interest  states  in  similar  conferences,  to 
be  conducted  prior  to  the  Washington  meeting. 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  210  Albuquerque,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist  Fred  W.  Langner,  M.D. 
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Report  of  Committee  on 
Resident  Loan  Fund 
American  Colleire  of  Chest  Physicians 
Purpose  of  fund 

To  stimulate  interest  in  postgraduate  study  of 
chest  diseases,  and  to  assist  worthy  postgraduate 
students  in  continuation  of  study  in  Diseases  of 
the  Chest  (including  diseases  of  the  heart  and 
lungs). 

Rules  and  regulations 

Eligibility:  Any  physician  who  has  completed 
an  internship  of  one  year  or  more  in  an  acceptable 
hospital  may  apply  for  a loan  in  order  to  continue 
study  in  the  specialty  of  Chest  Diseases.  Such  ap- 
plication shall  be  made  on  a form  furnished  by 
the  American  College  of  Chest  Physicians. 

Amount  of  loan:  The  total  amount  of  loan  to 
any  one  student  in  any  one  year  shall  not  exceed 
$1,000.00.  Except  under  special  circumstances  the 
loan  shall  be  made  on  a monthly  basis  of  $80.00 
per  month  for  eleven  months  and  $120.00  on  the 
twelfth  month.  Not  more  than  $3,000.00  shall  be 
loaned  to  any  one  student. 

Repayment  of  loan:  For  a period  of  not  more 
than  three  years  after  the  date  of  the  first  loan 
advance  neither  principal  nor  interest  need  be 
repaid  on  the  loan  provided  the  student  shall  con- 
tinue his  studies  in  postgraduate  education  in 
Diseases  of  the  Chest.  Should  the  student  prior  to 
this  three  year  period  engage  in  practice  or  dis- 
continue his  studies  in  Diseases  of  the  Chest,  he 
shall  become  obligated  to  make  monthly  payment 
on  the  loan  of  interest  at  the  rate  of  3 per  cent 
per  annum,  together  with  payment  of  principal  in 
monthly  installments  in  an  amount  of  not  less  than 
10  per  cent  of  the  total  loan  during  the  first  year 
and  20  per  cent  during  the  second  year  and  each 
year  thereafter;  provided,  however,  that  the  Resi- 
dent Loan  Fund  Committee  shall  be  authorized  to 
modify  this  schedule  both  as  to  principal  and  in- 
terest when  circumstances  warrant.  All  monies 
repaid  both  as  to  interest  and  principal  shall  be 
returned  to  the  Resident  Loan  Fund. 

Security:  Each  loan  shall  be  secured  by  a note 
bearing  simple  interest  at  the  rate  of  3 per  cent 
per  annum.  There  shall  be  provision  in  the  note 
for  repayment  as  previously  specified.  Additional 
security  in  the  form  of  assignment  of  life  insur- 


ance shall  be  obtained  where  possible  and  pre- 
miums for  this  may  be  paid  by  the  Resident  Loan 
Fund.  Premiums  shall  be  added  to  the  loan  and 
constitute  an  obligation  of  the  borrower,  drawing 
interest  at  3 per  cent  and  considered  as  part  of  the 
loan. 

Jurisdiction  over  loans:  The  Resident  Loan 
Fund  Committee  shall  have  absolute  authority  and 
full  responsibility  in  selection  of  recipients  of  all 
loans,  and  shall  have  the  responsibility  of  collect- 
ing repayments  of  loans  and  interest.  All  monies, 
however,  shall  be  held  in  the  treasury  of  the  col- 
lege and  such  monies  as  are  not  required  for  loans 
shall  be  invested  by  the  college.  Any  interest  from 
such  investments  shall  be  added  to  the  Resident 
Loan  Fund. 

Perpetuation  of  the  Loan  Fund:  In  order  to 
serve  the  purpose  of  maximum  usefulness,  the 
fund  should  be  increased  annually.  It  is  recom- 
mended that  the  Resident  Loan  Fund  Committee 
be  authorized  by  the  Board  of  Regents  to  solicit 
donations  from  the  Fellows  and  members  of  the 
college  for  the  fund;  also  from  local,  state  and 
national  Tuberculosis  and  Health  Associations, 
Cancer  Societies  and  private  lay  persons  and  cor- 
porations, and  from  any  other  source.  Such  gifts 
should  be  made  to  the  college  and  earmarked  for 
the  Resident  Loan  Fund  so  that  they  may  be  tax 
exempt  and  deductible  from  federal  income  tax. 

It  is  also  recommended  that  the  college  con- 
tribute to  the  fund  each  year  until  the  fund  is 
well  established  and  adequate  to  meet  the  needs 
and  demands  of  all  eligible  applicants. 

Publicity:  The  Resident  Loan  Fund  Committee 
shall  be  authorized  to  publicize  the  availability  of 
loans  through  the  college  journal  and  by  personal 
communications  with  hospitals  and  medical 
schools,  and  other  interested  persons  and  organiza- 
tions. Any  costs  for  such  publicity  shall  be  de- 
frayed by  the  Resident  Loan  Fund. 

M.  Jay  Flipse,  Miami,  Florida,  Chairman, 
David  A.  Cooper,  Philadelphia,  Pennsylvania, 
Theodore  H.  Noehren,  Buffalo,  New  York. 


Component  society  election  results 

Flathead  County  Medical  Society — President, 
Alfred  Wallner,  M.D.,  Kalispell;  Vice  President, 
George  Gould,  M.D.,  Kalispell;  Secretary,  A.  V. 
Swanberg,  Jr.,  M.D.,  Kalispell;  Treasurer,  Kenneth 
Bruns,  M.D.,  Kalispell. 

Gallatin  County  Medical  Society — President, 
Paul  H.  Visscher,  M.D.,  Bozeman;  Vice  President, 
D.  Davis  Parke,  M.D.,  Bozeman;  Secretary,  B.  John 
Heetderks,  Jr.,  M.D.,  Bozeman;  Treasurer,  A.  De 
Heetderks,  M.D.,  Bozeman. 

Hill  County  Medical  Society — President,  Ernest 
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M.  Lovell,  M.D.,  Havre;  Vice  President,  Richard 
S.  Buker,  M.D.,  Chester;  Secretary-Treasurer, 
Joseph  J.  Wier,  M.D.,  Big  Sandy. 

Park-Sweet  Grass  Medical  Society — President, 
R.  E.  Walker,  M.D.,  Livingston;  Vice  President, 
Alfred  M.  Lueck,  M.D.,  Livingston;  Secretary- 
Treasurer,  Yokichi  Itoh,  M.D.,  Livingston. 

Northeastern  Montana  Medical  Society — Presi- 
dent, Harold  R.  Messinger,  M.D.,  Plentywood;  Sec- 
retary-Treasurer, Raymond  W.  Jensen,  M.D.,  Cul- 
bertson. 

Southeastern  Montana  Medical  Society — Presi- 
dent, Harley  C.  Carlson,  M.D.,  Sidney;  Vice  Presi- 
dent, Joseph  S.  Pennepacker,  M.D.,  Sidney;  Secre- 
tary-Treasurer, Edwin  L.  Stickney,  M.D.,  Broadus. 

Silver  Bow  County  Medical  Society — President, 
James  E.  McGreevey,  M.D.,  Butte;  Vice  President, 
J.  V.  Plett,  M.D.,  Butte;  Secretary-Treasurer,  John 
A.  Newman,  M.D.,  Butte. 

Obituary 

PAUL  L.  ENEBOE 

Dr.  Paul  L.  Eneboe,  Bozeman,  died  January  9, 
1958,  from  a heart  attack.  He  was  born  in  Canton, 
South  Dakota,  August  16,  1907,  and  in  1932  re- 
ceived his  medical  degree  from  the  University  of 
Minnesota  Medical  School.  Dr.  Eneboe  was  certi- 
fied by  the  National  Board  of  Medical  Examiners 
in  1933.  He  was  very  active  in  committee  work  of 
the  Montana  Medical  Association  and  held  elective 
offices  in  his  component  society. 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


Obituary 

OSCAR  L.  VEACH 

Oscar  Lloyd  Veach,  M.D.,  Sheridan,  died  at  his 
home  November  10,  1957.  Born  April  14,  1884,  in 
LaMotte,  Iowa,  he  graduated  in  pharmacy  at 
Northwestern  University,  Chicago,  in  1906.  He  re- 
ceived his  B.S.  degree  at  the  University  of  Chicago 
in  1917  and  his  M.D.  degree  from  the  University 
of  Minnesota  in  1919.  He  began  his  practice  in 
E.E.N.  & T.  in  December,  1920,  and  practiced  con- 
tinuously until  his  retirement  two  months  before 
his  death. 

A veteran  of  World  War  I,  he  was  also  in  com- 
mand of  the  Wyoming  State  Guard  Medical  De- 
tachment during  World  War  H.  Professional  affili- 
ations included  several  ophthalmalogical  societies. 

His  wife,  two  daughters  and  four  grandchildren 
survive  him. 


Surgical  meeting  in  Salt  Lake  City 
March  17-19,  1958 

All  members  of  the  medical  profession  are 
invited  to  attend  a three-day  Sectional  Meeting 
of  the  American  College  of  Surgeons  in  Salt  Lake 
City,  Utah,  March  17  through  19,  at  the  Hotel  Utah. 

Topics  will  include  pediatric  surgery,  post- 
traumatic  paraplegia,  trauma,  cancer,  ACTH  and 
cortisone  in  surgery,  common  duct  stones,  cardiac 
resuscitation,  bleeding  peptic  ulcer,  hand  surgery, 
and  a full  day  in  ophthalmic  surgery.  Medical  mo- 
tion pictures  will  also  be  shown. 

continued  on  92 
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THE  BREADTH  OF 
PANMYCIN  PHOSPHATE  PLUS 
THE  ANTIMICROCOCCAL 
DEPTH  OF  ALBAMYCIN' 

Offers  maximum  antimicrobial 
action  at  the  earliest 
possible  moment.  The 
antibiotic  preparation  of  first 
resort  in  pneumonia  of 
unknown  etiology,  carbuncles, 
multiple  furunculosis, 
cellulitis,  and  infections 
resistant  to  previous  therapy. 
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THE  CHOICE  OF  A 
SYSTEMIC  ANTIBIOTIC 
IS  A MATTER  OF 
CLINICAL  JUDGMENT 


PANMYCIN  PHOSPHATE  IN 
COMMON  MIXED  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  250  mg.  every  6 hours  or  500  mg.  every  12  hours.  CHILDREN: 
Approximately  8 mg.  per  pound  of  body  weight  daily,  in  four  equally  divided  doses  every 
6 hours,  or  two  equally  divided  doses  every  12  hours. 

SUPPLIED:  CAPSULES;  250  mg.  in  bottles  of  16  and  100;  125  mg.  in  bottles  of  25  and  100. 
PANMYCIN  KM  SYRUP:  Each  teaspoonful  (5  cc.)  contains  tetracycline  equivalent  to  125 
mg.  tetracycline  hydrochloride,  and  potassium  metaphosphate.  100  mg.,  mint 
flavor,  in  2 fluidounce  and  pint  bottles. 

PANALBA  IN  POTENTIALLY 
SERIOUS  INFECTIONS 

USUAL  DOSAGE:  ADULTS;  1 or  2 capsules  three  or  four  times  a day,  depending  on  the  type 
and  severity  of  the  infection.  CHILDREN:  Proportionately  less. 

SUPPLIED:  Each  powder-blue-and-brown  capsule  contains  Panmycin  (tetracycline) 
Phosphate  complex  equivalent  to  250  mg.  tetracycline  hydrochloride,  and  Albamycin 
(as  novobiocin  sodium)  125  mg.;  in  bottles  of  16  and  100. 

Also  available;  panalba  km  granules  (Pediatric).  When  reconstituted,  each  5 cc. 
teaspoonful  contains  Panmycin  equivalent  to  tetracycline  hydrochloride,  125  mg.  and 
Albamycin  (as  novobiocin  calcium)  62.5  mg.,  and  potassium  metaphosphate  100  mg.;  in 
pleasantly  flavored  vehicle.  Dosage  is  based  upon  amount  of  tetracycline-6  to  8 mg.  per 
pound  of  body  weight  per  day  in  2 to  4 equally  divided  doses. 

COMYCIN  FOR  THE  7 MONILIA- 
SUSCEPTIBLE  TYPES 

usual  DOSAGE:  ADULTS:  1 or  2 capsules  every  6 hours.  CHILDREN:  Proportionately  less. 
SUPPLIED:  Each  brown-and-pink  capsule  contains  tetracycline  phosphate  complex,  equiv- 
alent to  250  mg.  tetracycline  hydrochloride;  nystatin  250,000  units.  In  bottles  of  16 
and  100. 

I Upfohn  I 

The  Upjohn  Company,  Kalamazoo,  Michigan 


Lifetime 

Disability  Income* 

For  Doctors  in  the  State  of  Colorado  IF  YOU  CAN  QUALIFY 


Pennsylvania  Life  Insurance  Company.... 

WILL  PAY  YOU  ...  WHEN  YOU  ARE  SICK 

As  long  as  a total  disability,  total  loss  of  time,  confinement  indoors,  and 
regular  medical  attention  continue  from  SICKNESS  — EVEN  FOR  YOUR 
ENTIRE  LIFETIME! 


WHEN  YOU  ARE  HURT 

As  long  as  total  disability,  total 
loss  of  time  and  regular  medical 
attention  continue  from  accident 
(double  for  certain  specified 
travel  accidents). 


Lump  sum  payment  in  lieu  of  the 
monthly  benefit  if  dismemberment 
or  loss  of  sight  results  within 
ninety  days  from  totally  disabling 
accident. 


♦PAID  FROM  THE  FIRST  DAY  OF  MEDICAL  ATTENTION 

As  long  as  Total  Disability,  Total  Loss  of  Time  and  Regular  Medical  atten- 
tion Continue  Because  of  Accident  or  House-Confining  Sickness  ~ 

EVEN  FOR  YOUR  ENTIRE  LIFETIME  • Special  Policy  Renewal  Agree- 
ment • Triple  Monthly  Benefits  While  you  are  in  the  HOSPITAL  for 

as  long  as  THREE  MONTHS 


EFFECTIVE  DATE  OF  COVERAGES  — EXCEPTIONS 


This  policy  covers  accidents  from  Noon  of  the 
Policy  Date  and  sickness  originating  more  than 
thirty  days  after  the  Policy  Date,  unless  specific- 
ally excluded,  except  — it  even  covers  tubercu- 
losis, heart  disease  and  disease  in  the  ferrmle 
organs  provided  such  conditions  originate  more 
thon  six  months  after  the  Policy  Date. 

The  Policy  does  not  cover,  and  the  premium 


includes  rso  charge  for,  loss  which  is  caused  by: 
war  or  any  act  of  war  or  while  in  military  or 
naval  service  of  any  country  at  war;  suicide  or 
attempted  suicide;  mental  derongement  or  dis- 
orders; pregnancy,  miscarriage  or  childbirth;  travel 
outside  the  United  Stofes,  Alaska,  Hawaii,  Mexico 
or  Canodo  (unless  otherwise  extended  by  rider)  or 
aeronautics  or  air  travel  other  them  limited  com- 
mertiol  air  line  passenger  travel. 


(PX310I 


PiNNSYLVANIA  LiFE  INSURANCE  COMPANY 
257  Josephine  Street,  Denver  6,  Colo. 
Lifetime  Disability  Income  Dept. 

I would  like  more  information  about  your  lifetime 
disability  income  protection. 

I understand  1 will  not  be  obligated. 

Name..................................................  Age............ 

Address  


MAIL  THIS  COUPON 
WHILE  YOU  ARE 
STILL  HEALTHY 
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Sometime  Soon 

(Like  Today) 

You  Ought  to  Call 


1830  CURTIS  STREET 

for  your 


PRINTING  NEEDS 


We  Print  . . . 

CATALOGS,  MAGAZINES,  BOOKLETS, 
FOLDERS,  NEWSPAPERS,  PAMPHLETS, 
REPRINTS,  LETTERHEADS,  BROCHURES 
and  many  other  items! 

. . . and  pride  ourselves  in  the 
personal  attention  we  give! 


Call  KEystone  4-4257  Today! 

, Leo  Brewington  Ralph  Rauscher 


I PROMPT  SERVICE 


An  innovation  at  this  year’s  Sectional  Meetings 
is  the  Fellowship  Luncheon,  featuring  a panel  dis- 
cussion on  college  activities,  with  a question  pe- 
riod. Dr.  E.  R.  Dumke,  Ogden,  will  preside;  Dr. 
H.  P.  Saunders,  Associate  Director,  The  American 
College  of  Surgeons,  will  serve  as  moderator,  and 
collaborators  will  be  Drs.  H.  Mason  Morfit,  Den- 
ver; Alfred  M.  Okelberry,  Salt  Lake  City,  and, 
from  the  college  staff.  Assistant  Directors  Robert 
S.  Myers  and  James  B.  Mason. 

Dr.  Alfred  M.  Okelberry,  Salt  Lake  City,  will 
preside  over  the  opening  session  Monday  morning, 
March  17.  This  session  will  include  the  following 
reports:  Facts  and  Fallacies  in  Cardiac  Resuscita- 
tion, Hugh  E.  Stephenson,  Jr.,  Columbia;  Recogni- 
tion and  Treatment  of  the  Obscure  and  Acute 
Traumatic  Lesions  of  the  Cervical  Spine,  Bedford 
F.  Boylston,  Houston. 

Symposum  on  Care  of  Patients  With  Post- 
traumatic  Paraplegia:  Urological  Management  of 
the  Traumatic  Cord  Bladder,  A.  Estin  Comarr, 
Long  Beach;  Neurosurgical  Care  of  the  Patient 
with  Spinal  Cord  Injury,  Charles  D.  Scheibert, 
Memphis;  Surgical  Treatment  of  Decubitus  Ulcers 
in  Spinal  Cord  Injuries,  Franklin  L.  Ashley,  Santa 
Monica;  Role  of  Physical  Medicine  and  Rehabilita- 
tion in  Post-traumatic  Paraplegia,  Louis  B.  New- 
man, Chicago. 

Succeeding  sessions  will  feature  a symposium 
on  Trauma,  presided  over  by  Dr.  Gilbert  L. 
Wright,  Salt  Lake  City.  Dr.  Clark  L.  Rich,  Ogden, 
will  be  in  charge  of  the  session  on  ACTH  and 
Cortisone  in  Surgery. 

Medical  motion  pictures  on  heart  surgery  will 
be  shown  that  evening. 

Tuesday,  March  18 

Dr.  Raymond  E.  Benson,  Billings,  will  preside 
over  the  following  Tuesday  morning  session:  Pre- 
vention and  Treatment  of  Postgastrectomy  Symp- 
toms, Horace  J.  McCorkle,  San  Francisco;  Man- 
agement of  Bleeding  Peptic  Ulcer,  Robert  A.  We- 
ber, Beverly  Hills;  Hand  Surgery,  John  C.  Ivins, 
Rochester;  Surgical  Injury  to  the  Ureter,  Anthony 
J.  Lund,  Ogden;  Ovarian  Tumors,  Ralph  E.  Camp- 
bell, Madison;  Pelvic  Endometriosis,  Frank  L. 
McPhail,  Great  Falls. 

Tuesday  afternoon  symposia  will  be  presided 
over  by  Dr.  Ralph  C.  Pendleton,  Salt  Lake  City. 
Subject  matter  to  be  considered  will  be  Cancer 
and  Pediatric  Surgery. 

Wednesday,  March  19 

Dr.  Philip  B.  Price,  Salt  Lake  City,  presides  on 
Wednesday  morning. 

Physiological  Principles  in  Gastric  Surgery, 
Robert  Cameron  Harrison,  Edmonton;  Evaluation 
of  Cardiac  Patients  as  Surgical  Risks,  Ernest  L. 
Wilkinson,  Salt  Lake  City;  Carcinoma  of  the  Lung, 
Alton  Ochsner,  New  Orleans;  Aortography  in  the 
Selection  of  Patients  for  Restorative  Arterial  Sur- 
gery of  the  Abdomen  and  Lower  Extremities,  Ed- 
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win  J.  Wylie,  San  Francisco;  How  Extensively 
Should  Varicose  Veins  Be  Removed?  Thomas  T. 
Myers,  Rochester,  Minn.;  The  Decreasing  Fre- 
quency of  Appendectomies,  Kenneth  B.  Castleton, 
Salt  Lake  City. 

Benign  Lesions  of  the  Ileum  and  Colon  will 
be  discussed  in  the  afternoon  and  the  presiding 
officer  will  be  Dr.  Floyd  F.  Hatch,  Salt  Lake  City. 

“The  Doctor  Defendant,”  a film  of  special  in- 
terest, will  also  be  shown  during  the  afternoon. 
This  is  the  second  in  a series  of  motion  pictures  on 
Medicine  and  the  Law,  produced  by  the  William 
S.  Merrell  Company,  in  cooperation  with  the 
American  Bar  Association  and  the  American  Medi- 
cal Association. 

Ophthalmic  Surgery  sessions  will  be  held  all 
day  Wednesday,  with  Dr.  L.  Weston  Oaks,  Provo, 
presiding  over  the  morning  meeting  and  Dr.  Ralph 
W.  Pugmire,  Ogden,  presiding  in  the  afternoon. 

Complete  program  details  will  be  mailed  to  all 
Fellows  and  surgical  specialists  in  this  area  prior 
to  this  meeting.  Additional  details  can  be  ob- 
tained by  writing  Dr.  H.  P.  Saunders,  Associate 
Director,  American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11,  Illinois. 


The  Old  Age  Pension 
Medical  Care  Program 

Paul  Hartendorp,  M.D.*  Denver  . 

At  the  1956  General  Election,  Amendment  No. 
5 to  Article  XXIV  of  the  Colorado  Constitution 
was  passed  whereby  the  Colorado  State  Depart- 


‘Director  of  Medical  Services,  Colorado  State  Department  of 
Public  Welfare.  The  physician  members  of  the  Medical  Ad- 
visory Committee  to  the  Colorado  State  Department  of  Public 
Welfare  desire  publication  of  this  informative  article  to 
acquaint  doctors  with  policies  and  provisions  of  the  new 
amendment  to  the  Social  Security  Act  in  its  relation  to  medi- 
cal care  for  the  Old  Age  Pensioners. 


ment  of  Public  Welfare  was  authorized  by  law  to 
establish  and  maintain  a health  care  program  for 
those  persons  who  are  classified  as  Class  “A”  and 
Class  “B”  recipients  under  the  Colorado  Old  Age 
Pension  Law. 

What  the  act  does 

1.  Continues  unchanged  the  present  earmarked 
sources  of  funds  for  Old  Age  Pensions. 

2.  Establishes  a basic  monthly  cash  award  of 
$100.00  to  each  person.  In  the  event  the  cost  of 
living  increases  the  State  Board  of  Public  Welfare 
has  the  power  to  increase  the  monthly  cash  award. 
It  has  no  power  to  decrease  such  award  below 
the  $100.00  award  per  month. 

3.  Provides  for  a stabilization  fund  of  five  mil- 
lion dollars  to  assure  $100.00  payments  during 
periods  of  low  tax  collection. 

4.  Provides  for  establishment  of  a health  and 
medical  care  program  of  not  to  exceed  ten  million 
dollars  a year  for  recipients  of  old  age  pensions. 

5.  Provides  for  transfer  to  the  state  general 
fund  of  moneys  over  and  above  amounts  needed 
to  pay  the  basic  monthly  award  and  to  establish 
and  maintain  the  stabilization  fund  and  the  Health 
and  Medical  Care  Fund. 

6.  Continues  the  present  eligibility  require- 
ments for  recipients  of  old  age  pensions.  It  also 
continues  prohibition  against  lien  laws,  and  adds 
a prohibition  against  relative  responsibility  laws 
insofar  as  old  age  pension  recipients  are  con- 
cerned. 

Federal  government  participation 

A new  amendment  to  the  Social  Security  Act, 
providing  for  federal  participation  in  medical  care 
vendor  payments  aimed  at  helping  those  people 
who  need  help  most,  became  effective  July  1,  1957. 
Under  it  the  Federal  Government’s  financial  share 
is  determined  by  multiplying  by  $6.00  the  total 
number  of  Old  Age  Pension  recipients  in  the  state 
and  dividing  by  one-half,  which  in  Colorado  will 
amount  to  around  $150,000  per  month. 

Purpose  of  program 

Public  responsibility  for  the  provision  of  medi- 
cal care  for  our  aged  citizens  unable  to  meet  the 
cost  of  such  care  has  long  been  recognized,  but 
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a new  corticosteroid  created  to  minimize  the 
major  deterrents  to  all  previous  steroid  therapy 
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not  necessarily  adequately  implemented. 

The  $100.00  pension  will  buy  the  basic  neces- 
sities, such  as  food,  shelter  and  clothing,  but  is 
not  sufficient  to  provide  also  for  the  cost  of  per- 
sonal health  services  needed,  such  as  medical  care 
in  hospitals  and  nursing  homes,  each  with  its  own 
type  of  services  and  costs. 

Since  medical  care  through  public  assistance 
for  this  medically  indigent  group  involves  many 
problems  of  public  policy,  and  administration,  a 
medical  advisory  committee  has  been  formed  for 
the  purpose  of  obtaining  advice  and  guidance  from 
the  organized  professional  groups  of  physicians, 
ward  the  cost  of  his  nursing  home  care  from  his 
$100.00  monthly  pension  award,  and  the  differ- 
ence between  what  he  pays  and  the  total  cost  of 
care,  with  certain  maximum  limits,  will  be  made 
up  to  the  nursing  home  from  the  Health  and  Medi- 
cal Care  Fund.  Each  pensioner  will  have  $5.00  per 
month  to  provide  for  personal  needs  while  in  a 
nursing  home. 

Under  the  hospital  care  program.  Blue  Cross- 
Blue  Shield  will  act  as  agents  for  the  State  De- 
partment of  Public  Welfare.  Hospital  benefits  will 
correspond  to  those  under  Comprehensive  Blue 
dentists,  pharmacists,  hospitals,  and  other  inter- 
ested groups  to  assist  the  State  Department  of 
Public  Welfare  in  developing  and  maintaining  a 
workable  and  adequate  program.  There  have  been 
several  successful  meetings  with  this  group. 


Present  status  of  program 

The  State  Board  of  Public  Welfare  plans  to 
start  a nursing  home  supplementation  program  on 
January  20,  1958,  to  be  followed  by  a program 
providing  for  hospital  care  starting  February  1, 
1958. 

Under  the  nursing  home  program,  monthly  pay- 
ments will  be  made  to  the  nursing  home  from  the 
Old  Age  Pension  Health  and  Medical  Care  Fund 
to  supplement  payment  made  by  the  individual; 
i.e.,  each  pensioner  will  pay  $95.00  a month  to- 
Cross  and  Standard  Blue  Shield  contracts,  not  on 
a premium,  but  on  a contractual  use  of  service 
type  plan.  Blue  Cross  and  Blue  Shield,  in  turn, 
will  be  reimbursed  from  the  Old  Age  Pension 
Health  and  Medical  Care  Fund.  The  advantage 
of  this  arrangement  is  that  costly  administrative 
procedures  will  in  great  part  be  eliminated  by 
Blue  Cross’  already  existing  methods  and  pro- 
cedures with  their  member  hospitals  and  physi- 
cians. While  in  the  hospital  the  recipient’s  money 
award  will  be  reduced  to  take  into  account  the 
benefits  received.  Payments  are  restricted  to  gen- 
eral hospitals  of  Colorado  only. 

Not  until  these  programs  have  been  in  opera- 
tion for  some  time  can  actual  costs  be  determined. 
Every  effort  will  be  made  by  both  state  and  county 
Departments  of  Public  Welfare  to  assure  efficient 
administration  of  the  medical  care  program.  It  is 
the  hope  of  the  State  Board  of  Public  Welfare 
that  after  these  programs  have  been  in  operation 
sufficiently  long  to  estimate  the  costs  accurately 
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digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
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and,  as  additional  funds  accrue,  additional  needs 
may  be  met. 

Conclusion 

The  medical  profession  of  the  state  now  has 
the  opportunity  for  active  cooperation  with  the 
Department  of  Public  Welfare  to  provide  good 
medical  care  for  the  medically  indigent  on  a fee 
for  service  basis,  with  free  choice  of  physicians 
and  hospitals. 


"That's  right,  your  weight  problem  is  due  to 
an  over-active  gland,  — The  Salivary  ." 


V.  V.  Anderson  is  named 
Colorado  Vice  President 

Dr.  Vetalis  V.  Anderson  of  Del  Norte  was 
chosen  Vice  President  of  the  Colorado  State  Med- 
ical Society  on  January  11  by  the  Society’s  Board 
of  Trustees.  He  was  elected  to  complete  the  vice 

presidential  term  of 
Dr.  Clare  C.  Wiley  of 
Longmont,  who  be- 
came President  upon 
the  resignation  of 
President  Gatewood  C. 
Milligan  of  Engle- 
wood, due  to  illness. 

Dr.  Anderson — “Vic” 
to  most  of  his  col- 
leagues and  many  of 
his  patients — has  long 
been  active  in  the  af- 
fairs of  both  the  San 
Luis  Valley  Medical 
Society  and  the  State 
Society.  He  has  served 
in  all  offices  of  his 
local  society  including  the  presidency,  and  for 
several  years  has  been  one  of  the  San  Luis  Valley 
members  of  the  State  Society’s  House  of  Dele- 
gates. In  that  body  Dr.  Anderson  has  several  times 
served  as  chairman  of  reference  committees.  He 
has  also  served  two  elective  terms  on  the  State 
Society’s  Grievance  Committee  (formerly  the 
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“Board  of  Supervisors”).  He  has  likewise  been 
active  in  the  Colorado  Division  of  the  American 
Cancer  Society  and  has  served  as  President  of 
the  Chapter. 

As  Vice  President  for  the  remainder  of  the 
Society’s  year  which  ends  at  the  Annual  Session 
in  Colorado  Springs  in  late  September,  Dr.  An- 
derson is  automatically  a member  and  vice  chair- 
man of  the  Society’s  Board  of  Trustees. 

Obituaries 

JOHN  D.  GEISSINGER 
John  D.  Geissinger,  M.D.,  prominent  Pueblo 


pediatrician,  702  Main  Street,  Pueblo,  Colorado, 
was  born  February  5,  1880,  in  Montezuma,  Iowa; 
died  November  5,  1957.  Dr.  Geissinger  had  been 
ill  for  quite  some  time. 

He  graduated  from  Northwestern  University, 
Evanston,  Illinois,  and  received  his  M.D.  degree 
in  1907.  He  was  licensed  in  Colorado  in  1928,  also 
licensed  in  Minnesota.  Past  President  and  member 
of  Pueblo  County  Medical  Society,  Colorado  State 
Medical  Society,  American  Medical  Association, 
and  received  his  Life  Emeritus  Certificate  Decem- 
ber 10,  1954.  Dr.  Geissinger  also  became  a member 
of  Alpha  Omega  Alpha,  National  Scholastic  Hon- 
orary Fraternity,  in  1906. 
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CLAYTON  JAMES  BENNETT 

Clayton  James  Bennett,  M.D.,  66,  of  Yuma, 
Colorado,  died  December  9,  1957,  at  the  Denver 
Veterans’  Administration  Hospital  of  bleeding 
esophageal  varices  and  hepatic  failure.  He  received 
his  premedical  education  at  Bloomsburg  State 
Teachers  College,  Bloomsburg,  Pennsylvania, 
where  he  later  taught  as  an  instructor.  He  attend- 
ed medical  school  at  the  University  of  Oklahoma 
three  years  and  graduated  from  the  St.  Louis 
Physicians  and  Surgeons  College  June  5,  1923.  He 
interned  at  the  Santa  Fe  Hospital,  La  Junta,  Colo- 
rado, and  practiced  general  medicine  and  surgery 
at  La  Junta,  Colorado,  and  Oak  Creek,  Colora(a'o, 
before  establishing  his  practice  at  Yuma  in  1930. 

He  was  a Life  Emeritus  member  of  the  Ameri- 
can Medical  Association  and  the  Colorado  State 
Medical  Society,  member  of  the  American  Acad- 
emy of  General  Practice,  Past  President,  Secretary, 
and  charter  member  of  the  Yuma-Washington 
Counties  Medical  Society.  He  was  also  a member 
of  the  Wyalusing  Lodge  No.  618,  F.  & A.  M.,  Wya- 
lusing.  Pa.,  Caldwell  Consistory,  A.A.S.  Rite, 
Bloomsburg,  Pa.,  India  Temple  Shrine,  Oklahoma 
City,  and  the  American  Numismatic  Association. 
He  was  a veteran  of  World  War  I and  a member 
of  the  American  Legion.  He  had  long  been  active 
in  civic  affairs,  having  been  Mayor  of  Yuma  eight 
years  and  having  held  various  positions  on  the 
Yuma  Town  Council  and  school  board. 

Dr.  Bennett  is  survived  by  his  widow,  Mrs. 


Esther  Bennett  of  Yuma,  two  daughters,  Mrs. 
Mary  Jane  Wendt  of  Rapid  City,  South  Dakota, 
and  Jo  Ann  Bennett  of  Yuma,  and  one  son,  Clay- 
ton J.  Bennett,  Jr.,  M.D.,  of  Pensacola,  Florida, 
and  six  grandchildren. 

CHARLES  BURTON  VAN  ZANT 

Dr.  Charles  B.  Van  Zant,  aged  96,  died  in  Den- 
ver on  December  24,  1957.  Dr.  Van  Zant  was  born 
in  Cincinnati,  Ohio,  and  was  graduated  from  the 
Miami  University  of  that  city  in  1884  with  the 
degree  Doctor  of  Medicine.  He  moved  to  Denver 
in  1895  and  practiced  for  fifty-two  years,  retiring 
in  1946. 

Dr.  Van  Zant  was  a member  of  the  Denver 
Medical  Society,  the  Colorado  State  Medical  So- 
ciety, and  the  American  Medical  Association.  He 
also  was  a member  of  the  Denver  Clinical  and 
Pathological  Society  and  of  the  AMPO  Greek 
Medical  Fraternity. 

Dr.  Van  Zant  became  interested  in  medical 
education  shortly  after  he  arrived  in  Denver  and 
was  Professor  of  Physiology  and  Clinical  Physi- 
ology at  the  Gross  Medical  College  from  1896  until 
this  school  combined  with  the  Denver  College  of 
Medicine  in  1902,  assuming  the  same  professorship 
in  the  combined  schools.  In  1911  the  school  com- 
bined with  the  University  of  Colorado  Medical 
School  and  Dr.  Van  Zant  became  Professor  of 
Physiology  in  the  latter  school  and  held  this  posi- 
tion until  he  retired  in  1917.  He  continued  the 
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Let  us  act  as  your  secretary  while  you  are  away, 
day  or  night;  our  kindly  voice  conscientiously  tends 
your  telephone  business,  accurately  reports  to  you 
when  you  return. 

TELEPHONE 

ANSWERING 

SERVICE 

CALL  ALpine  5-1414 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

of  DENVER 

NON-SECT  ARIA  N— NON-PROFIT 

Providing  medicinal  and  surgical  aid  to  sick  and  crippled  children  of  the  Rocky 

Mountain  Region 

Approved  by  The  Joint-  Commission  on  Accreditation  of  Hospitals 
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Quest 

Speakers 

at  the 

23rd 

ANNUAL 

MIDWINTER 

CLINICAL 

SESSION 

of  the 

Colorado  State 
Medical  Society 

February  18-21, 1958 


F.  Howell  Wright,  M.D,, 
Chicago.  Professor 
and  Chairman 
Department  of 
Pediatrics. 
University  of  Chicago. 


William  E.  Adams,  M.D., 
Chicago.  Professor 
of  Surgery, 
University  of  Chicago. 


John  C.  Ullery,  M.D., 
Columbus,  Ohio. 
Professor  and 
Chairman  Department 
of  Obstetrics  and 
Gynecology,  Ohio 
State  University  of 
Medicine. 


W.  Kenneth  Clark,  M.D., 
New  York. 
Vice-President  for 
Medical  Affairs, 
American  Cancer 
Society. 


Byron  F.  Francis,  M.D., 
Seattle.  Clinical 
Professor  of  Medicine, 
University  of 
Washington 
School  of  Medicine 
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practice  of  medicine  for  another  thirty  years.  Dur- 
ing these  years  he  was  on  the  staff  of  several 
Denver  hospitals. 

GEORGE  RUSSELL  WARNER 

Dr.  George  R.  Warner,  aged  85,  died  at  his 
home  in  Denver  on  December  25,  1957,  after  sev- 
eral months’  illness.  Dr.  Warner  was  born  in 
Collinsville,  Conn.,  and  came  to  Colorado  in  the 
1890s.  He  was  graduated  from  the  Gross  Medical 
College  in  1898  and  from  the  Colorado  College 
of  Dental  Surgery  the  same  year. 

Following  his  graduation.  Dr.  Warner  moved 
to  Grand  Junction  where  he  practiced  medicine 
and  was  President  of  the  Mesa  County  Medical 
Society.  In  1922  he  returned  to  Denver  and  re- 
mained there  the  rest  of  his  life.  In  Denver  Dr. 
Warner  was  more  active  in  the  dental  field  than 
in  medicine  and  became  interested  in  teaching 
and  research.  He  became  associated  with  the  Uni- 
versity of  Denver  Dental  School  in  the  fields  of 
diagnosis  and  x-ray  and  was  with  this  school  until 
it  ceased  in  1932.  Dr.  Warner  also  was  on  the  staff 
of  St.  Luke’s  Hospital,  Fitzsimons  Army  Hospital 
and  Veterans  Administration  Hospital.  He  was  also 
a member  of  the  Colorado  State  Board  of  Dental 
Examiners. 

Dr.  Warner  was  a member  of  the  Denver 
Medical  Society,  the  Colorado  State  Medical  So- 
ciety and  the  American  Medical  Association.  He 
was  a member  and  former  President  of  the  Colo- 


rado State  Dental  Association,  the  International 
College  of  Dentistry  and  the  Denver  Medical  Club, 
and  was  an  honorary  member  of  the  Nebraska 
Dental  Association  and  the  Utah  Dental  Associa- 
tion. 


Edema — Its  Pathogenesis 

And  Management — March  13-15,  1958 

The  University  of  Colorado  Medical  Center, 
Denver,  Colorado,  will  present  a three-day  post- 
graduate conference  devoted  to  the  basic  con- 
siderations and  clinical  applications  of  kidney 
function,  edema,  and  diuresis.  It  is  designed  to 
present  in  a comprehensive  manner  the  problems 
of  pathogenesis  and  management  of  edema  as 
variously  encountered  in  clinical  medicine.  Special 
emphasis  will  be  placed  on  treatment. 

Five  distinguished  guest  lecturers  will  par- 
ticipate with  members  of  the  faculty  of  the  School 
of  Medicine  in  conducting  the  conference:  S.  How- 
ard Armstrong,  Jr.,  M.D.,  Professor  of  Medicine, 
University  of  Illinois  School  of  Medicine,  Chicago, 


Illinois;  Russell  R.  deAlvarez,  M.D.,  Professor  of 
Obstetrics  and  Gynecology,  University  of  Wash- 
ington School  of  Medicine,  Seattle,  Washington; 
John  H.  Moyer,  M.D.,  Professor  of  Medicine,  The 
Hahnemann  Medical  College,  Philadelphia,  Penn- 
sylvania; George  C.  Schreiner,  M.D.,  Assistant 
Professor  of  Medicine,  Director  of  Renal  Labora- 
tory, Georgetbwn  University  Medical  Center, 
Washington,  D.  C.;  Arnold  V.  Wolf,  Ph.D.,  Chief  of 
Renal  Section,  Department  of  Cardiorespiratory 
Diseases,  Walter  Reed  Army  Medical  Center, 
Washington,  D.  C. 

A detailed  program  and  further  information 


may  be  obtained  by  writing  to;  The  Office  of 
Postgraduate  Medical  Education,  University  of 
Colorado  Medical  Center,  4200  East  Ninth  Avenue, 
Denver  20,  Colorado. 


To  the  Editor: 

I would  like  to  have  you  pass  this  letter  on  to 
whomever  wrote  the  editorial  “To  Itch  or  Not  to 
Itch”  on  Page  1132  of  the  November,  1957,  issue 
of  the  Rocky  Mountain  Medical  Journal. 

The  editorial  interested  me  very  much.  Perhaps 
you  are  acquainted  with  the  bidet*  that  is  a com- 
monly used  fixture  in  many  of  the  Latin  countries. 
Having  experienced  the  possibilities,  on  a long 
trip  to  Europe  a number  of  years  ago,  I tried  to 
convince  my  wife  to  install  one  in  our  home.  I 
failed.  However,  a few  months  ago,  I was  con- 
tacted by  a friend  who  also  concluded  that  our 
American  methods  of  cleaning  the  anal  region 
were  primitive.  This  conclusion  he  arrived  at  as 


♦Editor’s  note:  Webster  defines  bidet  (be-da')  as  “a  fixed  sitz 
bathtub,  usually  with  attachments  for  giving  injections,  etc.” 


<PARABROMDYLAMINE  MALEATE) 


THERAPEUTIC 
iiNDEX  AND  RELATIVE  SAFETY.  MINIMUM 
DROWSINESS  AND  OTHER  SIDE  EFFECTS. 
A.  H.  ROBINS  CO.,  INC,  RICHMOND,  VIR- 
GINIA. ETHICAL  PHARMACEU-  I Wmm 
TICALS  OF  MERIT  SINCE  1878  I Wm. 
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A few  suggestions  on  how  to  give 
your  patient  a diet  he  can  “stick-to” — 


The  Low 
Sodium  Diet 


—and  a glass  of 
beer,  with  your 
consent  for  a 
morale-booster 


Here  are  some  things  your  patient  can  do 
to  season  his  Low  Sodium  Diet.  Spices  and 
herbs,  lemon  and  lime,  variously  flavored  vine- 
gars and  some  pepper  are  all  he  needs. 

Thyme,  marjoram  and  pepper  add  zest  to 
hamburger.  Chicken’s  delicious  with  lemon, 
rosemary  and  sweet  butter  to  baste.  He  can 
try  sweet  butter  with  nutmeg  on  green  beans. 


savory  on  limas,  tarragon  with  carrots,  basil 
with  tomatoes.  Onions  boiled  with  whole  clove 
and  thyme  delight  the  taste  of  an  epicure! 

With  these  flavor  tricks  to  add  zest  to  his 
meals — and  a glass  of  beer*  now  and  then,  at 
your  discretion,  your  patient  has  a diet  that’s 
both  good  tasting  and  good  for  him. 

*Sodium:  7 mg./lOO  gm.,  17  mg./8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — Americans  Beverage  of  Moderation 


If  you’d  like  reprints  of  I 2 different  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y, 
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a result  of  a visit  to  Turkey,  I believe.  In  any 
event,  he  gave  the  matter  much  thought  and  came 
up  with  a very  simple  and  inexpensive  device  that 
he  had  attached  to  his  toilet.  He  showed  me  this 
and  I tried  it.  I was  sufficiently  impressed  by  the 
simplicity  and  efficacy  of  cleansing  just  with 
water  that  I had  the  device  installed  in  both  our 
bathrooms,  this  time  without  consulting  my  wife. 
I have  been  very  pleased  with  it  and,  in  fact,  so 
has  my  wife.  While  I do  not  have  any  particular 
problem  with  itching,  I am  impressed  by  the  ef- 
fectiveness of  the  cleansing  action  just  with  the 
use  of  water.  This  simple  device  could  be  an  an- 
swer to  those  who  must  clean  themselves  with 
water  only. 


Postgraduate  Conference 

The  Creighton  University  School  of  Medicine 
will  present  a Postgraduate  Conference  at  the 
Creighton  Memorial-St.  Joseph’s  Hospital  and  the 
School  of  Medicine  on  April  8,  9 and  10,  1958.  The 
first  day  will  be  devoted  to  Practical  Clinical 
Hematology  with  Dr.  William  Harrington,  Asso- 
ciate Professor  of  Medicine  and  Director  of  the 
Department  of  Hematology,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  as  guest  speaker. 
The  second  day  will  be  devoted  to  Rehabilitation 
Procedures  with  Dr.  Frederick  J.  Kottke,  Profes- 
sor and  Chairman  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  University  of  Min- 


American  Board  of  Obstetrics 
and  Gynecology 

The  next  scheduled  examinations  (Part  H), 
oral  and  clinical,  for  all  candidates  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  May  7 through 
17,  1958.  Formal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
examinations  will  be  notified  of  their  eligibility 
for  the  Part  II  examinations  as  soon  as  possible. 

Secretary:  Robert  L.  Faulkner,  M.D.,  2105 
Adelbert  Road,  Cleveland  6,  Ohio. 


Oculist  Prescription  Service  Exclusively 

Shadford'Fletcher 
Optical  Co. 

Guild 

Dispensing  Opticians 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  High  Street,  FLorida  5-1815 
2465  South  Downing,  SPruce  7-2424 
DENVER,  COLORADO 
1140  Spruce  Street,  Boulder,  Colorado 


Both 


IPHERAL 

of  CM/Uu 


ANTITUSSIVE 

° COuHfJ/U  MjtUip- 

. DECONGESTANT  • A N T 1 H 1 STA M 1 N 1 C 

CowliMli  : 

(4cc.)  co<MiM .- 
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1 1 ImlW 

^ LABORATORIES 

1 NEW  YORK  18.  N.  Y. 

EXEMPT  NAfiCOTIC 
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nesota  School  of  Medicine,  as  guest  speaker.  On 
the  third  day,  some  new  practical  office  laboratory 
tests  will  be  demonstrated  at  the  School  of  Medi- 
cine. Emphasis  will  be  placed  on  demonstrations 
and  active  participation  of  the  registrants  in  pro- 
cedures of  interest  to  the  general  practitioner. 
The  number  of  registrants  will  be  limited  to  fifty 
in  order  to  offer  instruction  to  small  groups.  If 
interested,  communicate  with  C.  M.  Wilhelmj, 
M.D.,  The  Creighton  University  School  of  Medi- 
cine, Omaha  2,  Nebraska. 


year  been  combined  with  the  AAGP  assembly. 

The  Academy’s  policy-making  Congress  of 
Delegates  will  convene  at  2 p.m.,  Saturday,  March 
22.  All  sessions  of  the  Congress  and  many  social 
functions  will  be  held  in  the  Statler  Hilton  Hotel. 

Wednesday  evening,  March  26,  following  in- 
duction ceremonies  for  Academy  President-elect 
Holland  T.  Jackson,  Fort  Worth,  Texas,  more  than 
3,000  guests  will  attend  a President’s  reception 
and  dance  honoring  Dr.  Malcom  E.  Phelps,  El 
Reno,  Okla.,  President  of  the  Academy. 


Academy  of  General  Practice 
meets  next  March  in  Dallas 

The  American  Academy  of  General  Practice 
Tenth  Annual  Scientific  Assembly  will  give  more 
than  8,000  family  doctors,  residents,  interns  and 
guests  an  opportunity  to  hear  thirty-five  medical 
experts  discuss  subjects  ranging  from  teen-age 
problems  to  old-age  problems  and  from  heart  dis- 
ease and  ulcers  to  eye  ailments,  fractures  and  the 
hypnotized  patient.  The  four-day  assembly  opens 
March  24  in  the  new  Dallas  Memorial  Auditorium. 

More  than  90  scientific  and  300  technical  ex- 
hibits will  supplement  the  scientific  lecture  pro- 
gram. 

Special  activities  are  planned  for  the  Academy’s 
tenth  anniversary  assembly.  Tuesday,  March  25, 
will  be  Dallas  Southern  Clinical  Society  Day.  The 
DSCS  meeting,  held  each  March  in  Dallas,  has  this 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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IT  DOESN’T  STOP  THE  PATIENT 


^,..and  for  a nutrttional  buitdup**! 
plus  freedom  from  leg  cramps*  i 

STORCAVITE® 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.*'^ 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance . . . [is]  zero.”* 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy ... 


BONADOXIN^ 

STOPS  ilOHNINO  SICKNESS... BUT 


phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 
Bottles  of  100. 


‘due  to  calcium-phosphorus  imbalance 


-j 


NEW  YORK  17,  HEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


and  Just  one  supplies  the  a 
full  50  mg.  of  pyridoxine.  Ni  ~ 
EACH  TABLET  CONTAINS; 


MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
IVIed.  2^:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.i 
M-innesota  Med.  ^:99  (Feb.)  1957. 
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Social  Security  says: 

Social  Security  says:  “People  are  taxed  only 
once  for  Social  Security.” 

In  other  words:  The  employer  who  must  pay 
his  share  of  the  social  security  tax  for  each  of  his 
employees  increases  the  price  of  his  product  or 
service  to  cover  this  additional  cost  of  doing  busi- 
ness. Everybody  pays  this  increase  as  a hidden 
“sales  tax.” 

Social  Security  says:  “There  is  no  provision 
in  the  law  which  permits  a refund  of  social  se- 
curity taxes  paid  if  you  do  not  have  enough  work 
under  the  law  to  get  social  security  payments.” 

In  other  words:  Your  uncollectable  “contribu- 
tion” goes  to  charity,  and  not  “insurance.” 

Social  Security  says:  “The  following  table 
shows  the  present  tax  rates  and  the  scheduled  in- 
creases: (on  $4,200  wage  base) 


Self- 

Calendar  year  Employee  Employer  Employed 


1956  2%  2%  3% 

1957-59  21/4%  21/4%  3%% 

1960-64  23/4%  23/4%  41/8% 

1965-69  31/4%  31/4%  47/8% 

1970-74  33/4%  33/4%  5%% 

1975  and  after  41/4%  41/4%  63/8% 


In  other  words:  A recent  announcement  stated 
that  the  Social  Security  system  is  in  trouble.  Bene- 


fit funds  are  melting  as  applications  pour  in  at 
a rate  in  excess  of  Federal  estimates.  HEW  Secre- 
tary M.  H.  Folsom  was  quick  to  say  that  expendi- 
tures may  exceed  income  in  1959,  but  higher  taxes 
in  1960  will  cover  the  deficit.  Check  the  chart 
above  for  proof  that  our  children  will  be  paying 
the  bills  for  our  benefits. 

Social  Security  Footnotes 

The  government,  while  slow  to  acknowledge 
anything  wrong  with  the  Social  Security  System, 
underestimated  the  demand  for  benefits.  Women 
who  could  obtain  benefits  at  62,  63,  and  64  decided 
to  do  so  even  if  the  payments  were  less  than  they 
would  be  at  65.  Farmers  suddenly  turned  out  to  be 
older  than  expected.  Some  began  to  pay  Social 
Security  taxes  on  reported  income  of  $4,200  which 
exceeded  their  income  in  prior  years.  Then  they 
applied  for  benefits  after  paying  taxes  for  six 
quarters.  Many  people  who  had  retired  and  were 
well  beyond  65  years  of  age,  dug  up  jobs  for  them- 
selves and  paid  Social  Security  taxes  for  eighteen 
months,  thereby  qualifying  for  benefits  of  from 
$30  to  $108.50  monthly  for  life.  Social  Security 
experts  in  making  their  cost  projections  under- 
estimated the  ingeniousness  of  the  American 
people  when  federal  give-aways  are  as  widely  ad- 
vertised as  are  Social  Security  benefits. 

There  is  not  an  unlimited  number  of  ways  for 
Social  Security  to  expand.  Medical  care  is  one  of 


s 


OF  TENSION,  MILD  DEPRESSION. 
FEARS-THIS  IS  AN  INDICATION  FOR 


SUAVITIL 

(BENACTYZiNE  H YDROCH LOR! D e) 


a psychotropic  agent  with  specific  advo.ntages 


the  few  areas  not  covered  by  “social  insurance,” 
and  the  present  framework  of  the  Social  Security 
Act  is  adequate  to  cover  socialized  medicine  by 
means  of  a few  amendments.  The  Disability  In- 
surance “Trust”  Fund  could  be  changed  into  a 
Health  Insurance  “Trust”  Fund  by  the  stroke  of  a 
pen.  Taxes  could  be  increased.  A new  title  could 
be  added  to  the  law  and  the  private  practice  of 
medicine  could  be  virtually  destroyed. 


In  one  way  or  another,  on  one  excuse  or  an- 
other, Social  Security  tax  payments  are  being 
boosted  every  year  or  two  instead  of  at  five-year 
intervals  as  originally  planned.  In  1954,  the  base 
was  raised  from  $3,600  to  $4,200.  In  1956,  the  tax 
rate  was  increased.  Now,  Rep.  Kean  wants  to  raise 
the  base  rate  from  $4,200  to  $4,800  beginning  in 
1959.  Then  in  1960,  the  tax  rate  is  scheduled  to 
increase  Va  per  cent  for  both  employee  and  em- 
ployer, and  % per  cent  for  the  self-employed. 
There  is  no  way  of  knowing  just  how  expensive 
Social  Security  “insurance”  is  actually  going  to  be. 


Social  Security  has  been  changed  many  times 
in  the  twenty-two  years  since  the  original  law 
was  enacted.  The  size  and  variety  of  benefits,  the 
tax  rates,  the  tax  base,  coverage — all  have  been 
radically  changed.  There  is  no  reason  to  believe 
that  another  twenty-two  years  will  not  see  just  as 
radical  changes.  ______ 

The  “soundness”  of  Social  Security  depends  on 
compulsion,  high  employment,  and  no  wars. 


In  the  first  five  months  of  the  85th  Congress, 
the  lawmakers  introduced  more  than  a hundred 
bills  designed  to  broaden  the  Social  Security  Pro- 
gram in  one  way  or  another.  Such  open-handed 
proposals  invariably  win  acclaim,  and  more  tan- 
gible rewards  at  the  polls,  for  their  sponsors.  But 
the  alarming  fact  is  that  years  ahead  of  schedule, 
the  growth  of  the  Old  Age  and  Survivors  Insur- 
ance Trust  Fund  has  come  to  an  end.  At  the  mo- 
ment it  is  paying  out  more  than  it  is  taking  in. 
This  unexpected  deficit  should  serve  as  a red  flag 
to  the  Treasury,  the  taxpayer,  and  all  those  who 
are  looking  forward  one  day  to  receiving  retire- 
ment checks  of  their  own.  However  generous  its 
motives,  even  a federal  pension  fund  cannot  go  on 
incurring  obligations  which  exceed  its  resources. 

American  medicine  would  do  well  to  study  the 
pligTit  of  physicians  in  Britain  and  France  before 
accepting  financial  arrangements  that  would  make 
them  sitting  ducks  for  capture  by  Government. 

“A  dangerous  thing  about  Social  Security  in 
the  United  States,”  said  Ray  D.  Murphy,  President 
of  Equitable  Society,  “is  that  the  American  people 
have  not  yet  come  to  realize  that  more  can  be 
given  only  by  taking  more.  The  nation  simply  does 
not  get  something  for  nothing  in  Social  Security.” 


OASI  is  a system  under  which  the  active  work- 
ers and  their  employers  are  contributing  the  taxes 
necessary  to  pay  benefits  to  their  fellow  citizens 


RESTORE  PERSPECTIVE  WITH 
I MILDLY  ANTIDEPRESSANT 

SUAVITIL 


Gently,  gradually,  without  euphoric  'buffering, 
lUAVITIL  helps  patients  recover  normal  drive  and 
helps  free  them  from  compulsive  fixations. 


RESOMMENiED  OSSME:  1.0  mg.  ti.d,  far  two  or  three,- 
days.  If  necessary  this  dosage  may  be  gradually 
increased  to  8 mg.  t.i.d. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Ins., -PHILADELPHIA  1.  PA. 


on  the  benefit  rolls.  The  active  workers  now  cov- 
ered under  the  system  must  look  for  their  own 
old-age  benefits,  not  in  any  large  measure  to  the 
Trust  Fund,  which  is  only  a moderate  buffer  fund 
to  cover  temporary  excess  of  benefit  payments 
over  tax  receipts,  but  mainly  to  the  willingness  of 
the  next  generation  of  active  workers  to  pay  the 
increased  taxes  out  of  which  the  retirement  bene- 
fits will  come.  

Long  term  results  of  the  trend  toward  Big  Pen- 
sions and  its  sponsor.  Big  Government,  are  to  be 
feared.  Rewards  by  government  for  long  life  to  all 
the  people  begins  a leveling  or  averaging  process 
that  destroys  individuality  and  initiative.  It  en- 
courages the  welfare  state  by  placing  responsibility 
for  a great  portion  of  our  people  solely  in  the 
hands  of  government. 


Since  Bismarck  introduced  socialized  medicine 
in  Germany  three-quarters  of  a century  ago,  the 
threat  of  socialized  medicine  through  the  exten- 
sion of  so-called  social  insurance  has  been  ever- 
present in  Western  civilization.  One  nation  after 
another  has  succumbed  to  the  drive  to  extend  the 
compulsory  system  of  taxation  called  social  insur- 
ance to  finance  a vast  program  of  medical  and 
hospital  care  for  taxpayers  and  nontaxpayers.  The 
history  of  developments  in  this  field  in  foreign 
countries  should  alert  the  medical  profession  to 
the  usual  consequence  of  Federal  Social  Security 
Program. 


The  late  Robert  A.  Taft  classified  the  Social 
Security  Act  as  our  greatest  single  step  toward 

socialism.  

Every  argument  which  has  ever  been  used  to 
support  Social  Security  can  be  used  with  equal 
validity  to  support  socialized  medicine  by  changing 
a few  words.  If  you  ask  for  the  one,  prepare  to 
get  both.  It  is  planned  that  way. 

Those  who  sponsor  Social  Security  regard  pro- 
fessionals as  a source  of  income  and  admit  that 
most  of  them  will  never  claim  any  benefits.  Pro- 
fessional people  are  to  be  the  source  of  funds  to 
pay  the  “benefits”  of  others. 

To  support  socialistic  practices  in  regard  to 
retirement  funds  requires  that,  for  the  sake  of 
consistency,  socialized  medicine  also  be  supported. 
If  one  believes  that  the  federal  government  should 
tax  everyone  to  provide  an  income  for  each  upon 
retirement  or  disability,  one  must  also  believe  that 
the  same  government  should,  with  equal  pro- 
priety, tax  everyone  to  provide  medical  care  for 

all!  

How  high  will  the  Social  Security  tax  go?  No 
one  knows.  But  in  South  America  some  countries 
are  paying  tax  rates  as  high  as  25  per  cent  of  pay 
roll.  In  France,  the  tax  rate  is  35  per  cent  of 
much  of  their  pay  roll  and  is  one  of  the  principal 
reasons  for  the  failure  of  the  French  economy  to 
make  a postwar  comeback. 
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EwJi/'&ite  cmifeiaia/:  D(M/: 

Aspirin  200  mg.  (3  grains)  i 2 tablets. 

Phenacetin  150  mg.  (21/2  grains) 

Caffeine  . 3^  ^g.  (Va  grain)  Narcotic  blank  required. 

Demerol  hydrochloride  ..  30  mg.  (V2  gram) 

Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 
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Test  your  tax  L Q. 

Test  your  knowledge  of  the  federal  income 
tax  law  on  this  quiz  prepared  by  the  Ameri- 
can Institute  of  Certified  Public  Accountants 
in  cooperation  with  the  Internal  Revenue 
Service.  You  will  find  the  correct  answers  on 
page  119. 

1.  During  the  past  year  you  spent  approxi- 
mately $1,000  for  built-in  bookcases  and  wall-to- 
wall  carpeting  for  your  office.  Since  your  lease 
has  only  four  years  to  run,  you  may  . . . 

(a)  Deduct  the  $1,000  on  your  1957  tax  return 

(b)  Amortize  the  cost  over  the  next  four  years 

(c)  Depreciate  it  over  the  life  of  the  furnish- 
ings 

2.  When  you  were  transferred  to  another  city, 
your  employer  gave  you  a sum  of  money  toward 
the  cost  of  moving  you  and  your  family.  For  tax 
purposes  you  should  consider  this  money  as  . . . 

(a)  A gift  that  is  not  taxable 

(b)  Income  that  is  subject  to  tax  with  a de- 
duction for  only  your  personal  moving  ex- 
penses 

'c)  Income  that  is  subject  to  tax  with  a de- 
duction for  the  cost  of  moving  your  entire 
family 

3.  You  have  invested  in  several  blue-chip 
stocks.  The  dividends  received  from  this  invest- 
ment are  exempt  up  to  . . . 

(a)  $50  whether  you  or  your  wife  owns  the 
stock 

(b)  $100  if  the  stock  is  held  jointly  by  you  and 
your  wife 

(c)  $100  regardless  of  who  owns  the  stock,  pro- 
viding you  file  a joint  return  with  your 
wife 

4.  You  are  not  permitted  to  deduct  as  contri- 
butions your  donations  to  which  of  the  following 
organizations  . . . 

(a)  Charitable  societies 

(b)  Educational  institutions 

(c)  Political  parties 

5.  Your  daughter,  who  was  hospitalized  for 

J^ewton 

Optical  Qompany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309-16th  Street  Denver 


several  weeks  in  the  earlier  part  of  1957,  was 
married  in  November.  If  she  files  a joint  return 
with  her  husband,  you  may  . . . 

(a)  Not  claim  her  as  a dependent  but  you  may 
deduct  her  medical  expenses 

(b)  Claim  her  as  a dependent  and  deduct  her 
medical  expenses 

(c)  Not  claim  her  as  a dependent  and  you  may 
not  deduct  her  medical  expenses 

6.  You  filled  very  few  inside  straights  during 
the  past  few  months  and  lost  approximately  $300 
to  the  members  of  your  Thursday  night  poker 
club.  You  should  . . . 

(a)  Deduct  the  loss  in  computing  adjusted 
gross  income 

(b)  Subtract  the  loss  from  adjusted  gross  in- 
come 

(c)  Give  up  poker  and  start  watching  tele- 
vision on  Thursday  nights 

7.  Last  October  your  car  skidded  on  a wet 
road  and  grazed  a telephone  pole.  The  damage  was 
not  covered  by  insurance  and  it  cost  you  $100  to 
have  the  car  repaired.  To  claim  a casualty  deduc- 
tion . . . 

(a)  You  must  have  the  damage  repaired  with- 
in 30  days  of  the  accident 

(b)  You  may  simply  deduct  the  amount  of  the 
repair  bill 

(c)  You  must  prove  that  you  were  using  the 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN" 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
5646 


car  in  your  work  at  the  time  of  the  acci- 
dent 

8.  Which  of  the  following  may  you  not  con- 
sider as  a deductible  business  expense  . . . 

(a)  A subscription  to  The  Rocky  Mountain 
Medical  Journal 

(b)  Commutation  fees 

(c)  The  costs  of  attending  your  Association’s 
scientific  meetings 

9.  While  playing  hide-and-seek  in  your  back- 
yard, the  neighbor’s  children  trampled  and  killed 
several  of  your  more  expensive  bushes.  The  cost 
of  replacing  this  shrubbery  . . . 

(a)  May  be  deducted  if  it  does  not  exceed  the 
original  cost  of  the  bushes 

(b)  May  be  deducted  only  if  the  parents  of  the 
children  refuse  to  pay  damages 

(c)  May  not  be  deducted  under  any  circum- 
stances 

10.  Your  16-year-old  son  works  during  the 
summer  for  you  in  your  unincorporated  business, 
and  you  pay  him  a weekly  salary.  Since  he  is  a 
full-time  employee,  he  is  . . . 

(a)  Required  to  pay  social  security 

(b)  Not  subject  to  social  security 

(c)  Permitted  to  decide  whether  he  does  or 
does  not  want  social  security  coverage 

11.  Last  year  you  gave  your  church  a small 
piece  of  property  for  which  you  had  paid  $500 
some  time  ago.  Its  value  at  the  time  of  the  gift 
was  $1,500.  As  a result  . . . 

(a)  You  may  claim  a tax  deduction  of  $1,500 

(b)  You  must  pay  a capital  gains  tax  on  the 
$1,000  increase 

(c)  You  may  claim  a tax  deduction  of  $500 

12.  There  were  a few  leaks  in  the  shingle  roof 
of  your  office  building;  so  you  constructed  a new 
tile  roof.  You  should  . . . 

(a)  Consider  this  as  a repair  bill  and  deduct 
the  entire  amount  as  a business  expense  on 
your  1957  return 

(b)  Regard  this  as  a capital  improvement  and 
depreciate  the  cost  over  a period  of  years 

(c)  Add  the  cost  of  the  repair  to  the  value  of 
the  property 

13.  Affer  you  have  filed  your  personal  1957 
tax  return,  the  Government  is  allowed  to  check 
your  return  and  bill  you  for  additional  tax.  The 
period  of  time  in  which  this  may  be  done  ends  . . . 

(a)  On  the  day  you  file  your  1958  return 

(b)  Two  years  after  you  file  your  1957  return 

(c)  Three  years  from  the  due  date  of  your 
1957  return 

14.  On  the  advice  of  a friend,  you  engage  a 
CPA  to  prepare  your  1957  tax  return.  The  fee  he 
charges  for  this  service  is  . . . 

(a)  Not  deductible  since  it  is  a personal  ex- 
pense 

(b)  Not  deductible  if  you  are  entitled  to  a re- 
fund 

(c)  Deductible  in  full 
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AOHROCIDIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  capable  of  modifying 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient’s  history 
is  positive  for  recurrent  otitis,  pulmonary,  nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (s  ugar  coated)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Fhenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon  -lime  flavored)  Each  teaspoonful  (5  cc.) 


contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl 125  mg. 

Fhenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


malaise 

chilly  sensations 
low-grade  fever 
headache 
muscular  pains 
pharyngeal  and  nasal 
discharge 


rapidly  relieves  the 


dehilitating  symptoms 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
♦Trademark 
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geriatrics  fee/  better. . . faster. . . longer 

without  stimulation . . . without  letdown 


We  won’t  predict  that  pole  vaulter , . .Class  of  ’19. . . 
is  going  to  make  it . . . 

We  don’t  recommend  such  strenuous  exercise 
for  geriatric  patients ...  even  when  they’re 
faithfully  taking  Viriatric  tablets. 

We  do  recommend  that  you  prescribe  Viriatric 
for  geriatric  patients  and  we  do  predict  that 
they’ll  feel  better . . . faster . . . longer . . . 
without  alcoholic  or  amphetamine  stimulation . . . 
when  they  take  two  Viriatric  tablets  twice  a day. 

In  cases' where  stimulants  are  advisable,  they 
may  be  prescribed  separately. 

Some  of  the  important  Viriatric  features  are... 

► Glycme  and  L-Lysine  provide  amino  acid  supplements 

► Balanced  blend  of  hormones  help  prevent  metabolic  degeneration 

► Balanced  blend  of  digestive  enzymes  for  improved  digestion 

► Niacinamide  promotes  psychiatric  orientation, 
improved  skin  tone,  muscular  and  joint  mobility 

Ethically  promoted  Viriatric  Tablets . . . for  geriatrics . . . 
available  at  all  pharmacies  in  bottles  of  100. 


& COMPANY,  Los  Angeles  54,  California 


Each  Viriatric  tablet  contains: 

Methyl  Testosterone  0.75  mg. 

Ethinyl  Estradiol  0.0045  mg 

Vitamin  A 1500  U.S.P.  Units 

Vitamin  D 150  U.S.P.  Units 

Vitamin  B-1  1,5  mg 

Vitamin  B-2  1.5  mg 

Vitamin  B-S  0.375  mg. 

Vitamin  B-12  with  Intrinsic 

Factor  Concentrate  USP 1/40  Unit 

Vitamin  B-12  Activity 0.5  meg 

Folic  Acid 0.09  mg 


Niacinamide 37,5 

Panthenoi  2.5 

Biotin 2.5 

Vitamin  C 37.5 

Hesperidin  Purified 6.3 

Rutin 3.75 

Vitamin  E 2.5 

Choline  Bitartrate 100. 0 

L-Lysine  Monohydrochloride 37.5 

Inositol  ...  12.5 

Betaine  Hydrochloride  25.0 

Pancreatin  24.3 


mg. 

mg. 

meg. 

mg. 

mg. 

mg. 

mg. 

mg. 

mg. 

mg. 

mg. 

mg 


Pepsin  

.24.3 

mg. 

Bile  Acids  Mixed  Oxidized  . . . . 

. 6.25 

mg. 

Glycine  (Aminoacetic  Acid  NF). 

.12.5 

mg. 

Iron  (Ferrous  Sulfate,  Dried).. 

. 5.0 

mg. 

Copper  

. 0.00017  mg. 

Iodine  

. 0.04 

mg. 

Calcium  

.70.0 

mg. 

Manganese 

. 0.5 

mg. 

Potassium  

. 2.5 

mg. 

Magnesium  

. 2.5 

mg. 

Zinc  

. 0.38 

mg. 

Molybdenum  

. 0.025 

mg. 

The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session 
February  18-21,  1958,  Denver 

OFFICERS — IBSI-IBSS — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years):  William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960.  • 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1953;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R. 
Safarik,  Denver,  1960;  District  No.  2;  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6;  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No,  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8:  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9; 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell.  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years):  Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 
Speaker,  House  of  Delegates;  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary: Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 

Montana  Medical  Association 

Interim  Session 

March  28-29,  1958,  Helena 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman: 
Herbert  T.  Caraway,  Billings:  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  3.  Murphy,  Missoula:  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association;  Raymond  F.  Peter- 
son, Butte:  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-25J5,  Billings. 

The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958, 

Salt  Lake  City 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  Leslie  B.  White,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

Honorary  President:  Frank  Ray  King, 

Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple.  Salt  Lake  City. 


Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 
L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrle,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee;  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

New  Mexico  Medical  Society 

Annual  Session  May  13-16,  1958, 

Civic  Auditorium,  Albuquerque 

OFFICERS — 1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  Samuel  R.  Ziegler,  Espanola. 

President-Elect:  James  C.  Sedgwick,  Las  Cruces. 

Vice  President;  Lewis  M.  Overton,  Albuquerque. 
Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  302  First  Na- 
tional Bank  Building,  Albuquerque;  telephone  2-2102. 
Immediate  Past  President:  Stuart  W.  Adler,  Albuquerque. 
Councilors  (three  years):  W.  O.  Connor,  Jr.,  Albuquerque, 
1958;  L.  L.  Daviet,  Las  Cruces,  1958;  Aaron  Margulis,  Santa 
Fe,  1959;  Junius  A.  Evans,  Las  Vegas,  1959;  Gerald  Slusser, 
Artesia,  1960;  George  Prothro,  Clovis,  1960;  Wendell  Peacock, 
Farmington,  1960. 

Delegate  to  American  Medical  Association  (two  years) : H.  L. 
January,  Albuquerque,  1958;  Alternate:  Earl  L.  Malone,  Ros- 
well, 1958. 

Grievance  Committee:  Louis  Levin,  Belen,  Chairman,  1958; 
Jack  Dillahunt,  Albuquerque,  Secretary-Treasurer,  1958;  A.  D. 
Maddox,  Las  Cruces,  1958;  G.  A.  Slusser,  Artesia,  1958;  William 
Hossley,  Doming,  1960,  Pierre  Salmon,  Roswell,  1960;  Alfred 
Jensen,  Hobbs,  1959;  James  McCrory,  Santa  Fe,  1959;  William 
Natoli,  Los  Alamos,  1958, 

New  Mexico  Physicians  Service:  Wendell  Peacock,  Farming- 
ton,  President,  1953:  H.  M.  Mortimer,  Las  Vegas,  1960;  R P. 
Beaudette,  Raton,  1958;  R.  V.  Seligman,  Albuquerque,  1958; 
Omar  Legant,  Albuquerque,  1958;  Allan  Haynes,  Clovis,  1959; 
W.  L.  Minton,  Lovington,  1959:  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
Angus  McKinnon,  Albuquerque,  1960;  James  Wiggins,  Albu- 
querque, 1960:  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Executive  Director,  Mr.  L.  J.  LaGrave, 
212  Insurance  Building,  Albuquerque,  CHapel  3-3188;  O.  C. 
Taylor,  Jr.,  1959. 

The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1958, 

Jackson  Lake  Lodge,  Moran 

OFFICERS— 19.57-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President;  H.  B.  Anderson,  Casper. 

President-Elect:  L.  Harmon  Wilmoth,  Lander. 

Vice  President:  Benjamin  Gitlitz,  Thermopolis. 

Secretary;  Francis  A.  Barrett,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton: 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County.  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J,  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston;  Northeastern  Wyoming,  Vir.gil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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Correct  answers  to  tax  quiz 
on  page  113 

1.  (b)  On  leased  property,  you  normally  spread 
the  cost  of  improvements  over  the  shorter  period 
— the  life  of  the  improvement  or  the  term  of  the 
lease.  Since  your  lease  expires  in  four  years  and 
presumably  the  furnishings  will  have  a longer  life 
than  that,  you  should  be  able  to  claim  a $250  de- 
duction on  your  federal  tax  return  for  this  year 
and  the  next  three  years. 

2.  (c)  The  money  you  received  from  the  em- 
ployer must  be  reported  as  income,  but  you  may 
deduct  the  cost  of  moving  your  entire  family.  If 
the  amount  the  employer  gives  you  exceeds  your 
expenses,  the  excess  is  taxable.  Conversely,  how- 
ever, if  your  expenses  were  more  than  the  amount 
received,  the  difference  is  not  deductible. 

3.  (a)  and  (b)  are  both  correct.  All  taxpayers 
are  entitled  to  a $50  dividend  exemption.  A hus- 
band and  wife  can  combine  their  exemptions  and 
receive  $100  in  dividends  tax  free,  providing  the 
stock  is  jointly  owned.  The  filing  of  a joint  return 
will  not  qualify  them  for  this  double  exemption 
if  the  stock  is  held  in  only  one  of  their  names. 

4.  (c)  You  cannot  deduct  contributions  to  an 
organization  which  spends  a substantial  part  of 
its  time  lobbying  or  distributing  political  propa- 
ganda. 

5.  (a)  You  gained  a son-in-law  but  lost  a $600 
dependency  exemption  for  1957  when  your  daugh- 
ter married  in  November.  All  is  not  lost,  however. 
If  you  provided  more  than  one-half  of  your  daugh- 
ter’s support  during  the  year,  you  may  claim  her 
medical  expenses  as  a deduction  on  your  return. 

6.  (c)  Watching  television  can  be  most  relaxing 
and  it  might  even  help  you  to  forget  your  poker 
losses — which  is  the  thing  to  do  because  net  gam- 
bling losses  are  definitely  not  deductible.  Net 
gambling  gains  are  taxable  as  income;  so  if  you 
won  money  in  a football  pool  or  other  sources, 
you  may  use  your  poker  losses  to  offset  these 
gains. 

7.  (b)  The  IRS  has  ruled  that  “if  the  repairs 
do  nothing  more  than  restore  the  property  to  its 
condition  immediately  before  the  casualty  and  do 
not  add  to  (its)  value,  utility  or  useful  life,  such 
repair  costs  may  be  used  as  a measure  of  the  value 
of  the  destroyed  portion.”  Where  you  were  going 
at  the  time  of  the  accident  does  not  affect  the 
deductibility  of  car  damages. 

8.  (b)  Commutation  fees  are  not  a deductible 
business  expense.  The  cost  of  going  to  and  return- 
ing from  work,  whether  it  be  by  bus,  cab,  train 
or  plane,  is  not  deductible  since  it  is  a personal 
expense.  On  the  other  hand,  a and  c are  deduct- 
ible. 

9.  (c)  Damage  to  your  shrubbery  caused  by 
children,  dogs  or  errant  lawnmowers  is  not  de- 
ductible. If  your  home  or  lawn  is  damaged  by 
fire,  storm  or  flood  the  loss  not  covered  by  in- 
surance may  be  deducted.  When  large  amounts  are 
involved  it  is  wise  to  have  an  expert  appraisal 
made  immediately  after  the  casualty. 


10.  (b)  Since  your  son  works  for  you,  you  are 
not  supposed  to  pay  social  security  tax  on  his 
wages,  nor  is  he  required  to  make  contributions. 
If  your  business  is  incorporated,  however,  the  cor- 
poration must  pay  social  security  tax  on  his  sal- 
ary. 

11.  (a)  Your  deduction  for  a charitable  contri- 
bution is  the  value  of  the  gift  at  the  time  it  is 
made.  You  are  not  considered  to  have  realized  a 
taxable  gain  or  deductible  loss  when  you  give 
property  away.  You  may  claim  a deduction  for 
the  entire  $1,500  so  long  as  this  amount  does  not 
exceed  20  per  cent  (30  per  cent  in  some  cases) 
of  your  adjusted  gross  income. 

12.  (b)  The  roof  is  considered  an  improvement, 
not  an  ordinary  repair.  The  cost  of  replacing  the 
roof  is  deductible  as  depreciation  spread  over  its 
estimated  useful  life. 

13.  (c)  In  the  absence  of  fraud  or  substantial 
understatement  of  income,  the  Government  has 
three  years  from  the  due  date  of  your  1957  return 
to  check  your  return  and  bill  you  for  additional 
tax.  Since  the  due  date  of  most  individual  returns 
is  April  15  and  for  investigation  purposes  all  re- 
turns are  treated  as  though  filed  on  the  due  date, 
you  should  be  sure  to  save  all  check  stubs  and 
receipted  bills  to  prove  your  declared  deductions 
until  April  15,  1961. 

14.  (c)  The  fee  which  a CPA  charges  you  to 
prepare  a tax  return  or  defend  the  accuracy  of 
your  return  before  the  Treasury  Department  is 
deductible  in  full  if  you  itemize  deductions. 


P.  A.  F.  ^ pH* 

]|^  {Pulvis  Antisepticus  Fortior) 

Improved  Douche  Powder 

G-11®  (Hexachlorophene  USP),  deodorant 


FORTIFIED — with  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — Fligh  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae. 

HIGH  SURFACE  ACTIVITY— Aids  in 
destruction  and  dissolution  of  abnor- 
mal bacteria  and  organisms  such  as 
Trichomonas  and  fungus. 

Buffered  to  control  a normal  vaginal  pH 

ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 


Mfg.  by  C.  M.  CASE  LAB., 
San  Diego  16,  Calif. 
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WANT  ADS 


IDEAL.  SPACE  for  doctors  in  Golden,  Colorado,  on 
Main  Street,  ground  level,  1400  sq.  ft.;  good  lease, 
reasonable  rent.  Call  or  write  Robert  L.  Wier,  1950 
Glen  Avr  Drive,  Denver  15,  Colorado.  BElmont  3-4024. 

113-3 


PROGRESSIVE,  GROWING  GROUP  of  six  physicians 
would  like  to  contact  an  obstetrician,  pediatrician, 
internist,  and  general  practitioner  who  have  com- 
pleted military  obligations.  Very  prosperous  central 
Nebraska  town  under  20,000  offers  unlimited  future 
possibilities.  Excellent  salary  first  year,  attractive 
partnership  thereafter.  Reply  Box  21-3,  Rocky  Moun- 
atin  Medical  Journal,  835  Republic  Bldg.,  Denver  2, 
Colorado. 


FOR  SALE:  General  Electric  X-ray  machine,  200  m.a., 
100  k.v.p.,  rotating  anode  tube;  Sanborn  direct  writer 
electrocardiograph  and  other  private  medical  office 
equipment;  all  in  excellent  condition.  Phone  NOrman- 
dy  7-2640.  Loveland.  Colorado.  22-3 


FOR  RENT:  Dental  office  space,  available  immediate- 
ly. Well  located.  Three  general  practitioners  in  same 
building.  Nothing  to  buy.  Formerly  occupied  by  den- 
tist, now  deceased.  Good  opportunity.  David  L.  Robi- 
son, Sulphide  Bldg.,  Canon  City,  Colorado.  23 


RELIABLE  DRUGGISTS 


Patronize  Denver’s 
Independent  Druggists 


DOCTORS  looking  for  ideal  location?  Space  for  2 or  3 
doctors.  Will  build  to  suit.  Located  in  the  heart  of 
Wheat  Ridge,  Colo.  Corner  W.  44th  Ave.  and  Yarrow. 
Reasonable  rent.  Five  and  ten  year  lease  with  option 
to  renew.  Large  paved  parking  lot.  Established  drug- 
store and  dentist  located  in  same  lot.  Fritz  L.  Siegrist, 
4430  Yarrow,  Wheat  Ridge,  Colorado.  HArrison  4-5319. 

112-3 


BOARD  CERTIFIED  Orthopedic  Surgeon  looking  for 
physician  who  has  just  finished  his  internship  and 
would  bo  interested  in  working  as  his  assistant  for 
one  year  in  Colorado.  Please  write  Box  6-1  TF.  835 
Republic  Building,  Denver  2,  Colorado. 


EXCELLENT  CLINIC  location  progressing  rapidly 
into  medical  district.  % acre  S.E.  corner  Federal 
and  Yale,  302  feet  deep,  67%  foot  frontage  on  Federal. 
$13,500  by  owner.  Mrs.  Marie  Mozelle  IVitham,  6060 
Fairfield  Place,  Littleton.  PYramid  4-3450  mornings 
until  9,  evenings  after  5.  12-1-3 


GENERAL  PRACTITIONER  with  5 years’  practice 
and  major  interest  in  obstetrics.  Prefer,  though 
not  essential,  A.A.G.P.  member  and  L.D.S.  Church 
affiliation.  Write  direct  to  P.O.  Box  569,  Fullerton, 
Calif.  11-3 


EXCELLENT  opportunity  for  ophthalmologist  in  New 
Mexico.  Maximum  income  and  surgery  opportunities 
in  medium  size  city  with  excellent  climate.  Write  Box 
No.  11-3,  Rocky  Mountain  Medical  Journal.  835  Repub- 
lic Building,  Denver  2,  Colorado. 


NEW  MEXICO — General  practice  for  sale  in  a medical 
building  in  Albuquerque,  New  Mexico.  Office  com- 
pletely equipped,  take  over  lease;  terms;  moving  to 
rural  practice.  Conrad  Pavlock,  M D.,  106  Girard, 

S.E.,  Albuquerque,  New  Mexico.  12-3 


A 

FOR  MEDICAL  MEN 

becomes  available  from  time  to  time  in 
Denver's  exclusive  Medical  Building  . . . The 
Republic  Building.  For  details,  call  or  write 
the  building  manager: 

KE  4-5271 

THE  REPUBLIC  BUILDING  CORP. 

1624  Tremont  Place  * Denver,  Colorado 
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Abbey  Rents,  86 

Abbott  Laboratories,  9-10,  11,  12-13,  14-15 
Ames  Company,  34 
Ayerst  Laboratories,  114 

Herbert,  George  & Sons,  Inc.,  16 
Birtcher  Corporation,  101 
Bob’s  Place,  120 
Burroughs  Wellcome,  8,  22,  93 

Cambridge  Dairy,  101 

Case  Laboratories,  119 

Children’s  Hospital,  102 

Clba  Pharmaceutical,  7 

City  Park-Brookridge  Farms,  121 

Cocks-Clark  Engravers,  92 

Corn  Products,  5 

Darwin  Laboratories,  21 
Denver  Optic,  102 

Earnest  Drug,  120 

Emory  John  Brady  Hospital,  108 

Endo  Products,’  83 


General  Electric,  98 

Kincaid  Pharm.acy,  120 

Lakeside  Laboratories,  3 

Lederle  Laboratories,  32-33.  62-63,  95, 

96-97,  115 

Lilly,  Eli  & Co.,  40 

Lubin’s  Drug,  120 

Mead  Johnson  & Co.,  27 

Merck,  Sharp  & Dohme,  4,  33-31,  110-111 

Mount  Airy,  100 

Newton  Optical,  113 

Parke,  Davis  & Co.,  Cover  II-l 
Pennsylvania  Life  Insurance  Company,  91 
Pfizer  Laboratories,  35 
Physicians  Casualty  Ass’n,  86 
Picker  X-Ray,  94 
Publishers  Press,  92 

Reed  Carnrick,  82 
Republic  Building,  120 


Riker  Laboratories,  6 

Robins,  A.  H.  & Co.,  17,  99,  104-105 

Roerig,  J.  B.  & Co.,  23,  29,  109 

Sandia  Ranch  Sanatorium,  84 

Schering  Corp.,  24-25,  36,  37-38,  39 

Schiefflin,  113 

Searle,  G.  D.  & Co.,  81 

Shadford-Fletcher  Optical  Co.,  107 

Smith-Dorsey,  18 

Smith,  Kline  & French,  Cover  I'V 

Taylor  Hearing  Center,  98 
Technical  Equipment  Corp.,  Cover  III 
Telephone  Answering  Service,  102 

U.  S.  Brewers  Foundation,  106 
U.  S.  Vitamin  Corp.,  122 
Upjohn  Company,  87-90 

Wallace  Laboratories,  19-20 
Wantads,  120 
Wine  Advisory  Board,  28 
Winthrop  Laboratories,  107,  112 


^PERFECT! 

...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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m Aquasoi  A capsules  are  aqueous 

— far  faster,  more  complete  absorption  of  their  water-solubilized  vitamiri  A 
(up  to  300%  higher  blood  levels  as  compared  with  oily  vitamin  A). 


mmm  Aquasoi  A capsules  cotitain  natural 
vitamin  A for  faster^  better  utilization. 

Natural  vitamin  A provides  all  known  and  fully  utilizable  physiotogically  active 
isomers  of  vitamin  A — as  compared  with  synthetic  vitamin  A which  affords  only 
one  isomer,  an  isomer  requiring  conversion  in  the  body  before  it  can 
be  utilized  in  certain  enzyme  processes. 

Vitamin  A has  become  an  integral  part  of  therapy  in  acne,  chronic  eczemas, 
excessively  dry  skin  and  other  hyperkeratotic  lesions. 

Why  not  use  more  effective,  convenient  Aquasoi  A capsules?  Special  processing 
of  its  natural  vitamin  A removes  potential  allergenic  non-vitamin  materials. 


three  separate  high  potencies  of 

AQUASOL  A CAPSULES 

(water-solubitizecf  natural  vitamin  A)  per  capsule: 

25,000  U.S.P.  units  • 50,000  U.S.P.  units  • 100,000  U.S.P.  units 

bottles  of  100,  500  and  1000  capsules 


Samples  and  literature  available  upon  request 

u>  s.  vitamin  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  Street,  New  York  17,  N,  Y. 
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Serum  transaminase  in  myocardial  infarction 
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SPECIFICALLY 


for  petit  mal 
and  psychomotor 


CELONTIN  KAPSEALS 

(methsuximide,  Parke-Davis) 


Clinical  experience^’^>^  indicates  that  CELONTIN: 

• provides  effective  control  with  minimal  side  effects  in  the  treatment  of 
petit  mal  and  psychomotor  epilepsy; 

» frequently  checks  seizures  in  patients  refractory  to  other  medications; 

• has  not  been  observed  to  increase  incidence  or  severity  of  grand  mal 
attacks  in  patients  with  combined  petit  and  grand  mal  seizures. 
Optimal  dosage  of  CELONTIN  should  be  determined  by  individual 
needs  of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Gm. 
Kapseal  daily  for  the  first  week.  If  required,  dosage  may  be  increased 
thereafter  at  weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks, 
to  maximum  total  daily  dosage  of  four  Kapseals  (1.2  Gm.). 

1.  Zimmerman,  E T,  and  Burgemeister,  B.;  Arch.  Neurol,  ir  Psychiat.  72:720,  1954. 

2.  Zimmerman,  E T,  and  Burgemeister,  B.:  J.A.M.A.  157:1194,  1955. 

3.  Zimmerman,  E T.:  Arch.  Neurol,  ir  Psychiat.  76:65,  1956. 


the  Parke-Davis  family  of  anti-epileptics  provides  specificity 
and  flexibility  in  treatment  for  convulsive  disorders 

for  grand  mal  and  psychomotor  seizures 
DILANTIN*  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  supplied  in  a variety  of 
forms— including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm.  in  bottles  of  100 
and  1,000. 

PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 

for  the  petit  mal  triad 

CELONTIN®  Kapseals  (methsuximide,  Parke-Davis),  0.3  Gm.,  bottles  of  100. 

MILONTIN*  Kapseals  (phensuximide,  Parke-Davis),  0.5  Gm.,  bottles  of  100  and  1,000. 
MILONTIN  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 

DETROIT  32,  MICHIGAN 


244S* 


ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

Title  Registered  U.  S.  Patent  Office 
Publication  Office 

835  Republic  Building  (1612  Tremont  Place), 
Denver  2,  Colorado 
Telephone  AComa  2-0547 


Table  of  Contents 


March  1958,  Volume  55,  Number  3 

Editorials 

The  Forand  Bill,  35 

Get  me  the  Doc  Right  Away!,  36 

Fourth  Dose  of  Polio  Vaccine?,  36 

Articles 

Diagnostic  problems  in  cancer  of  the  pancreas, 
Joseph  Bank,  M.D.,  Phoenix,  Arizona,  37 
Hemophilia  and  allied  diseases,  S.  vanCreveld, 
M.D.,  Amsterdam,  Netherlands,  41 
Serum  transaminase  in  myocardial  infarction, 

K.  C.  Sawyer,  Jr.,  M.D.,  W.  C.  Robb,  M.D., 
and  E.  Koneman,  M.D.,  Denver,  47 

Carcinoma  of  the  larynx  and  World  War  I, 

T.  E.  Beyer,  M.D.,  Denver,  50 

What  to  do  when  the  doctor  leaves, 

Mrs.  Betty  Swords,  Denver,  56 
Diagnosis  and  treatment  of  strep  throat, 

James  R.  Leake,  M.D.,  Littleton,  Colorado,  57 
Foreign  body  granulomas  following 
hysterosalpingography,  DeWitt  Dominick,  M.D., 
Cody,  Wyoming,  61 

Modern  virology,  O.  S.  Philpott,  M.D.,  Denver,  63 
Malpractice  claims  in  Colorado,  a seven  year 
study  by  the  Medicolegal  Committee,  65 

Organization 

Washington  Scene,  70 

Wyoming,  73 
Obituary,  76 

Colorado 

Dr.  Walter  Wasson  receives  award,  78 
Pueblo  County  Medical  Society  25th  Annual 
Spring  Clinics,  78 


EDITORIAL  BOARD 

Colorado:  Douglas  W.  Macomber,  M.D.,  Sci- 
entific Editor,  1800  High  St.,  Denver,  (Chair- 
man of  the  Board) ; James  R.  Leake,  M.D., 
Assistant  Scientific  Editor,  465  N.  Cedar, 
Littleton. 

Montana:  Wilbur  A.  Armstrong,  M.D.,  Sci- 
entific Editor,  1231  North  29th  Street,  Bil- 
lings, Montana;  L.  Russell  Hegland,  Associate 
Editor,  1236  N.  28th  Street,  Billings. 

New  Mexico:  Aaron  E.  Margulis,  M.D.,  Sci- 
entific Editor,  Coronado  Building,  Santa  Fe, 
New  Mexico;  Ralph  R.  Marshall,  Associate 
Editor,  303  First  National  Bank  Bldg.,  Albu- 
querque. 

Utah:  Richard  P.  Middleton,  M.D.,  Scientific 
Editor,  Boston  Bldg.,  Salt  Lake  City;  Harold 
Bowman,  Associate  Editor,  42  South  Fifth 
East  St.,  Salt  Lake  City. 

Wyoming:  Franklin  D.  Yoder,  M.D.,  Scientific 
Editor,  State  Office  Building,  Cheyenne;  Ar- 
thur R.  Abbey,  Associate  Editor,  P.  O.  Box 
2036,  Cheyenne. 

Managing  Editor:  Harvey  T.  Sethman,  835 
Republic  Building,  Denver. 

Assistant  Managing  Editor:  John  W.  Pom- 
pelli,  835  Republic  Building,  Denver. 

Ownership  and  Sponsorship;  The  Rocky  Mountain  Med- 
ical Journal  is  owned  by  the  Colorado  State  Medical 
Society  and  is  published  monthly  as  a non-profit  enter- 
prise for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction 
of  the  Board  of  Trustees  of  the  Colorado  State  Medical 
Society,  assisted  by  an  Editorial  Board  representing  the 
sponsoring  organizations.  It  is  the  Official  Journal  of 
the  Rocky  Mountain  Medical  Conference  and  those 
medical  societies  who  are  represented  on  the  Editorial 
Board  listed  above. 

Advertising;  National  representative;  The  State  Medi- 
cal Journal  Advertising  Bureau,  Inc.,  510  North  Dear- 
born Street,  Chicago  10,  111. 

Subscription;  $3.50  per  year  in  advance,  postpaid  in  the 
United  States  and  its  possessions;  single  copy  35c  plus 
postage.  Subscription  is  included  in  medical  society 
dues  of  sponsoring  state  medical  organizations. 
Copyright;  This  Journal  is  copyright,  1958,  by  the  Colo- 
rado State  Medical  Society.  Requests  for  permission  to 
reproduce  anything  from  the  columns  of  this  Journal 
should  be  addressed  to  the  Journal  office. 

Second  Ciass  Matter;  Entered  as  second  class  matter 
Jan.  22,  1906,  at  the  Post  Office  at  Denver,  Colo.,  under 
the  Act  of  Congress  of  March  3,  1879.  Accepted  for 
mailing  at  special  rates  of  postage  provided  for  in  Sec- 
tion 1103,  Act  of  Oct.  3,  1917;  authorized  July  17.  1918. 


Obituary,  83 
Publication  rules,  87 

New  Mexico,  84 
Utah,  84 

Component  society  elections,  84 

Montana,  87 
Obituary,  87 

As  you  like  it  ..  . a medical  potpourri,  125 

Book  Corner,  92,  94,  96,  98,  102,  106, 

107,  108,  113,  114,  120 


2 


Rocky  Mountain  Medical  Journal 


“Since  we’ve  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 


oral 

organomercurial 

diuretic 


TAB  LET 

NEOHYDRIN^ 

BRAND  OF  CHLORMERODRIN 


24658 
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multi  -benefits  of 

IPO-HEPIN*  200 

sodium  heparin  U S.  P.  aqueous 


prolonged  anticoagulant  effect 


Lipo-Hepin  200  — 20,000  U.S.P.  Units  (200  mgs.)  per  cc.  — offers 
immediate  effect  (intravenously)  and  prolonged  effect  (fat  tissue), 
without  the  disadv  antages  associated  with  gel  heparin  preparations. 


ease  of  administration. 

The  high  concentration  of  Lipo-Hepin  200,  and  the  recommended 
dosage  schedule,  significantly  lessens  the  patient-to-patient  response 
variations. 


ease  of  control 

The  action  of  Lipo-Hepin  200  is  definite  and  predictable.  The 
suggested  12  or  24  hour  regimen  allows  convenient  intervals  for 
clotting  times  if  desired. 


optimum  lipolysis 


Lipoprotein  lipase,  as  accentuated  by  Lipo-Hepin,  allows  preven 
tion  and  correction  of  certain  lipid  accumulations  associated  wi  ’ 
atherosclerotic  disease. 


economical  therapeutic  management 

Immediate,  positive  and  prolonged  action  . . . predictability  and 
safety  . . . anticoagulant  and  lipolytic  effect . . . significantly  reduced 
patient  cost.  Lipo-Hepin  is  indicated  for  acute,  convalescent  .ind 
prophylactic  therapy. 


Chicago 

New  York 

Philadelphia 

Los  Angeles 


‘Registered  Trade  Mark 


Main  Office;  8240  Santa  Monica  Boulevard 


protect 
these  vital 
areas 
in  acute 
thrombo- 
embolic 
episodes 


Angeles  46,  California 
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EMPIRII 

COMPOUl 

CODEINI 

PHOSPHA 


9 


gr.  ’/4 


gr.!4 


i 


. . .from  pain  of  muscle  and  joint  origin^  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 


^TABLOID’ 

EMPIRIN  COMPOUND 

Acetophenetidin gr.  254 

Aspirin  (Acetylsalicylic  Acid) gr.  354 

Caffeine  gr.  54 


...from  mild  pain  complicated  by  tension  and  restlessness. 


EMPIRAL 


Phenobarbital gr.  54 

Acetophenetidin gr.  254 

Aspirin  (Acetylsalicylic  Acid) gr.  354 


*Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TucKahoe,  New  York 


cim/fWmc&o... 


a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic  and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


** . 


AM  PLUS* 

for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE* 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


I’m  simply  two 


OBRON* 

a nutritional  buildup  for  the  OB  patient 

OBRON* 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


NEOBON* 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

Fll  never  make  it  up 
that  high 


ROETINIC* 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA*  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 
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ibntl4tiJXa*mmatory  effects 
with,  lower  dosage 
Caver^g©®  iy^3  less  than 
prednisone) 


in  the  collateral 
hormonal  effects  associated 
with  all  previous  corticosteroids 

d No  or* water  retentioft 

d No  potassium  loss 

d No  interference  with  psychic  equilibrium 
f Low  incidence  of  peptic  ulcer  and  osteoporosis 


Aristocort  is  ftvajlabSe  in  2 mg,  scored  tablets  (pink),  bottles  of  30;  aatt  4 mg.  scored  tablets  (white),  bottles  of  30  and  100, 


Th©  Ach.i©V0IIl©Ilt  in  Skin  lDiS6d<S0S:  in  a study  of  26  patients  with  severe 
dermatoses,  amstocort  was  proved  to  have  potent  anti-inflammatory  and  antipruritic  properties, 
even  at  a dosage  only  % that  of  prednisone.'. . . Striking  affinity  for  skin  and  tremendous  potency  in 
controlling  skin  disease,  including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved". ..  absence  of  serious  side  effects  specifically  noted.*’ 

Th©  Achi©v©m©nt  in  Rh©umatoid  Arthritis:  impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients'*. . . 6 mg.  of  aristocort  corresponded  in  effect  to  10  mg.  of 
prednisone  daily  (in  addition,  gastric  ulcer  which  developed  during  prednisone  therapy  in  2 cases 
disappeared  during  aristocort  therapy).'* 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.:  J.  A.  M.  A. 
]65:1821,  (Dec.  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,.D.  M.:  Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.;  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases,  Toronto, 
June  25,  1957. 

5.  Hartung,  E.  F.:  Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.;  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.:  Paper 
presented  at  Nephrosis  Conference,  Bethesda,  Md.,  Oct.  26, 1957. 

9.  Ibid.;  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.:  Personal  Communication. 
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The  Achievement  in  Respiratory  Allergies:  “Good  to  excellent”  results 

in  29  of  30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage  of  only 
7 rng.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg.  to  control  allergic  rhinitis 
in  a*  group  of  42  patients,  with  an  actual  reduction  of  blood  pressure  in  12  of  these, 

The  Achievement  in  Other  Conditions:  Two  failures,  4 partial  remissions 
and  8 cases  with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characterization 
of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of  the  nephrotic  syn- 
drome.®’®. . , Prompt  decrease  in  the  cyanosis  and  dyspnea  of  pulmonary  emphysema  and  fibrosis, 
with  marked  improvement  in  patients  refractory  to  prednisone.’®’ Favorable  response 
reported  for  25  of  28  cases  of  disseminated  lupus  erythematosus.’® 


—OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under  therapy,  the  initial 
dosage  of  aristocort  is  usually  from  8 to  20  mg.  daily.  When  acute 
manifestations  have  subsided,  maintenance  dosage  is  arrived  at  gradually, 
usually  by  reducing  the  total  daily  dosage  2 mg.  every  3 days  until  the  smallest 
dosage  has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort  from  prednisone 
indicate  a dosage  of  aristocort  lower  by  about  Vs  in  rheumatoid  arthritis, 
by  Vs  in  allergic  rhinitis  and  bronchial  asthma,  and  by  Vs  to  Vz  in  inflammatory 
and  allergic  skin  diseases.  With  aristocort,  no  precautions  are  necessary 
in  regard  to  dietary  restriction  of  sodium  or  supplementation  with  potassium. 

aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30; 
and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER  NEW  YORK 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


f 

the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in"  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  , who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


CapBulea  (250  mg./250,000  u.),  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  mj?./125,000 
u.),  2 02.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles.' 


Squibb 


Squibb  Quality— 

the  Priceless  Ingredient 


•MYSTECLIN.  * •MYCOSTATIN-, * aNO  •SUMYCIW  ARE  SQuiaS  TRADEMARKS 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


V 


25  PATIENTS  ON 

TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

# # -a:  # ® 

® @ # 

# # YT  # # 

# « » « 

# • # # • 

€'###« 

# # # # # 

# ^ ® S » 

# • • • • 

# # # # « 

# ® # # # 

• • • • • 

# ##  # # 

# # * « # 

# @ • 

• • • • • 

# « # • • 

# # ® « # 

Monilial  overgrowth  (rectal  swab)  ^ None  ^ Scanty  Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 

12 


Rocky  Mountain  Medical  Journal 


J^reaks  up  cough 


• Drawing  shows  how  3 -pronged 
attack  of  Pyribenzamine  Expectorant  with  Ephedrine  breaks  up  cough 
by:  (1)  reducing  his tamine - indue ed  congestion  and  irritation 
throughout  the  respiratory  tract;  (2)  liquefying  thick  and  tenacious 
mucus;  (3)  relaxing  bronchioles.  Pyribenzamine  Expectorant 
with  Codeine  and  Ephedrine  also  available  (exempt  narcotic). 
Pyribenzamine®  citrate  ( tripelennamine  citrate  CIBA) . C I B A 
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of  infant  feeding 

Standard  formulas  for  PREMATURES 

Breast  milk  is  satisfactory  for  the  feeding  of 
prematures  in  spite  of  the  low  protein  and 
mineral  and  high  fat  content.  But  eventual 
formula  feeding  should  provide  a high  protein 
and  carbohydrate  to  satisfy  the  rapid-growing 
needs  of  the  premature  and  low  fat  content 
because  of  limited  digestive  capacity. 

Feedings  of  small  prematures  are  most  effec- 
tively administered  by  the  indwelling  poly- 
thene nasal  catheter  and  of  large  prematures, 
by  bottle  with  small  nipples. 

The  first  six  feedings  should  be  a sterile  5% 
solution  of  Karo  Syrup  at  2 to  3 hour  intervals; 
for  subsequent  feedings,  breast  milk  or  for- 
mula should  be  added  in  gradually  increasing 
amounts  according  to  tolerance  and  require- 
ments, as  indicated  in  the  table  below. 


Initial  feeding  schedules 

for  premature  infants 

(Feedings  Started  After  36  Hours  and  Continued 


at  2 to  3 Hour  Intervals) 


FEEDINGS 

COMPOSITION 

QUANTITY 

First  Six 

5%  Karo 

2-5  ml. 

7th  and  8th 

2 parts  5%  Karo 

1 part  breast  milk 
or  formula 

6-10  ml. 

9th  and  10th 

1 part  5%  Karo 

1 part  breast  milk 
or  formula 

8-15  ml. 

11th  and  12th 

1 part  5%  Karo 

2 parts  breast  milk 
or  formula 

10-18  ml. 

Subsequently 

Breast  or  formula  feeding 

12-20  ml. 

ADVANTAGES 

OF  KARO®  IN  INFANT  FEEDING 

Composition:  Karo  is  a su- 

perior  maltose-dextrin  mixture 
g'  because  the  dextrins  are  non-fer- 


mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  further  digestion. 

Concentration:  Volume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Purity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Medical  Division 

l^p;  GORN  PRODUCTS  REFINING  OOMPANY 
**•••*'*  1 7 Battery  Place,  New  York  4,  N.  Y. 
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NOW- FROM  ABBOTT  LABORATORIES 


AN  ANTIBIOTIC  TRIAD 
-FOR  THE  CONTROL  OF 
ALL  COCCAL  INFECTIONS 


against  staph-, 
strep-  and 
pneumococci 


Indications 

ERYTHROCIN  is  indicated  in  treat- 
ing infections  caused  by  staphy- 
lococci, streptococci  (including 
enterococci),  and  pneumococci. 
Indicated  also,  in  treating  infec- 
tions that  have  become  resistant 
to  other  antibiotics.  May  be  used 
for  patients  who  are  allergic  to 
penicillin  or  other  antibacterials. 

Dosage 

Usually  administered  in  a total 
daily  dose  of  1 to  2 Gm.,  depending 
on  severity  of  infection.  Suggested 
dose  is  250  mg.  every  six  hours; 
for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours. 

Supplied 

In  bottles  of  25  and  100  Filmtabs 
( 100  and  250  mg. ) . Also,  in  tasty, 
cinnamon-flavored  oral  suspen- 
sion, in  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 


•Filmtab — Film -sealed  tablets,  Abbott;  pat.  applied  for. 


REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 


Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  erythrocin  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  Q Q . , 
severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension.  VAAHKyCt 
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Compocillin-V‘ 


for  those 

penicillin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50 ; and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCILLIN-V  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 


802071 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc.  16 


Filmtab  Compocillin-V 
(Potassium  PeniciEMn  V,  Abbott) 

Uncoated  Potassium  Penicillin  V 

Buffered  Potassium  Penicillin  G 


Doses  of  400,000  units  were  administered  before 
mealtime  to  40  subjects  involved  in  this  study. 

The  chai't  represents  a comparison  of  the  l)lood  levels  of 
FILMTAB  COMPOCILLIN-V  (Potassium  Penicillin  V,  Abbott) 
with  uncoatecl  potassium  penicillin  V,  and  with  buffered 
potassium  penicillin  G.  Bar  heights  show  ranges,  while 
crossbars  show  Biedians.  Note  the  high  ranges  and  aver- 
ages of  FILMTAB  <30MP0CILLIN-V  at  % hour,  and  at  1 hour. 


Hours 


Now,  with  Filmtab  COMPOCILLIN-v,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-V  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  COMPOCILLIN-V  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  compocillin-v  comes  in  a tasty,  banana-flavored 
suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months. 


Oirfrott 
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Indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 


802070 
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A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


i 

I 


P 


asm 


SPONTIN  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  r^nge  of  gram-positive  coccal  infections. 

Essentially,  spontin  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  SPONTIN  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  dextrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include: 

1 successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  — no  natural  resistance  to  spontin  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rare  — and  extremely  diffi- 
cult to  induce 

4 bactericidal  action  at  effective  therapeutic  dosages. 

spontin  is  truly  a lifesaving  antibiotic.  It  could  save  the  life  0 0 -W- 

of  one  of  your  patients  — does  your  hospital  have  it  stocked? 
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W 'V, 

Significam  Robins Jresearch  discovery: 


'//z'/y/A 


v/z/m, 


A NEW  SKELETAL 
MUSCLE  RELAXANT 


Robaxin  — synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years —introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 

• Highly  potent  and  long  acting.^'^ 

• Relatively  free  of  adverse  side  effects.’'^'®'**’' 

• Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

• Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'^'^  *'^ 


CLINICAL  RESUL 


DISEASE  ENTITY 


Acute  back  pam  due  to 


(a)  Muscle  spasm  seconda 
to  sprain 


(b)  Muscle  spasm  due  to 
traumo 


(c)  Muscle  spasm  due  to 
nerve  irritation 


(d)  Muscle  spasm  seconda 
to  discogenic  disease 
and  postoperative 
orthopedic  procedures 


Miscellaneous  (bursitis, 
torticollis,  etc.) 


TOTAL 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 

Robaxin  is  highly  specific  in  its  action  on  the 
intemuncial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monos3maptic  reflexes.  It  thus  is  useful  in 
the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  function. 


Beneficial  in  94.4%  of  cases  tested 

When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  rehef  in 
6,  and  slight  relief  in  3 — or  an  over-aU  bene- 
ficial effect  in  94.4%.^’^'^’®''^  No  side  effects 
occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only  6.2%.^’^’®'^  ®’’ 


' ■ 

Indications  — Acute  hack  pain  associ-  ^ 

’ ated  with : (a)  muscle  spasm  secondary  to 

ITH 

ROBAXII 

4 IN  ACUTE  BACK  PAIN<  3 

4.  e.  7 

sprain;  (b)  muscle  spasm  due  to  trauma; 

(c)  muscle  spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 

3F 

S 

DURATION 

OF 

TREATMENT 

DOSE  PER  DAY  (divided) 

RESPONSE 
marked  mod.  slight 

neg. 

SIDE  EFFECTS 

pt  procedures;  and  miscellaneous  conditions. 

2-42  days 

3-6  Gm. 

17 

1 

0 

0 

None,  16 

* such  as  bursitis,  fibrositis,  torticollis,  etc,  & 

1 -42  days 

4-240  days 

2-6  Gm. 

2.25-6  Gm. 

8 

4 

1 

1 

3 

0 

1 

0 

Dizziness,  1 

Slight  nausea,  1 

None,  12 
Nervousness,  1 

None,  5 

Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
-i;  dosage  : 4 to  9 Gm.  in  divided  doses. 

'■  - ^ . 

i ■ Precautions  — There  are  no  specific  con- 
; traindications  to  Robaxin  and  untoward  - ^ 

ft 

- 

2-28  days 

1.5-9  Gm. 

24 

3 

0 

3 

None,  25 

Dizziness,  1 

;5  V reactions  are  not  to  be  anticipated.  Minor 
side  effects  such  as  lightheadedness  j dizzi- 

Lightheaded- 

ness,  nausea  may  occur  rarely  in  patients 

ness,  2 

Nausea,  2 * 

9 with  unusual  sensitivity  to  drugs,  but  dis- 
, appear  on  reduction  of  dosage.  When  ther-  * 

SiSi 

3-60  days 

4-8  Gm. 

6 

0 

0 

0 

None,  6 

' ■ apy  is  prolonged  routine  white  blood  cell  ' 

* Relieved  on 

counts  should  be  made  since  some  decrease  „ 

59 

6 

3 

4 

reduction 
of  dose 

was  noted  in  3 patients  out  of  a group  of  ¥ 

•j'  72  who  had  received  the  drug  for  periods 

References:  1.  Carpenter,  E.  B.:  Publication  pending'.  2.  Carter, 
C.  H.:  Personal  communication.  3.  Forsyth,  H.  F.;  Publication 
^4,  pending.  4.  Freund,  J.:  Personal  communication.  5.  Morgan, ; 
A.  M.,  Trmtt,  E.  B.,  Jr.,  and  Little,  J,  M.:  American  Pharm.  Assn. 
46;374,  1957.  6.  Nachman,  H.  M.:  Personal  communication. 
7.  O’Doherty,  D.:  Publication  pending.  8.  Truitt,  E.  B.,  Jr.,  and 
Little,  J.  M.:  J;;  Pharm.  & Exper.  Therap.  119:161,  1957. 

’ ^ t--  ' 


of  30  days  or  longer. 

Supply  — Robaxin  Tablets,  0.5  Gm.,  in 
bottles  of  50.  J® 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pbarmaceuiicah  of  Merit  since  1878 


Three  advantages  of 

glucosamine-potentiated 

tetracycline; 


in  new 

well -tolerated 


relaxes 

both 

mind 


muscle 

without 
impairing 
mental 
or  physical 
efficiency 


nontoxic  / no  blood  dyscrasias,  liver  toxicity, 
Parkinson-like  syndrome  or  nasal  stuffiness  / 
well  suited  for  prolonged  therapy 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

For  anxiety,  tension  and  muscle 
spasm  in  everyday  practice. 

Milt  own 

tranquilizer  with  muscle-relaxant  action 

2~methyl-2-ii*propyl'l,3'pfopanediol  dicarbamate 


THE  ORIGINAL  MEPROBAMATE 

Js 

DISCOVERED  & INTRODUCED  BY 

WALLACE  LABORATORIES 

NEW  BRUNSWICK,  NEW  JERSEY 

CM'60S8 


Anxiety  of  pregnancy 


‘Miltown’  therapy  resulted  in  complete 
relief  from  symptoms  in  88%  of  pregnant 
women  complaining  of  insomnia,  anxiety, 


and  emotional  upsets.* 

‘Miltown’  (usual  dosage:  400  mg. 
q.i.d. ) relaxes  both  mind  and  muscle  and 
alleviates  somatic  symptoms  of  anxiety, 
tension,  and  fear. 

‘Miltown’  therapy  does  not  affect  the 
autonomic  nervous  system  and  can  be 
used  with  safety  throughout  'pregnancy.'^ 

*Belafsky,  H.  A., 

Breslow,  S. 

and  Shangold,  J.  E. : 

Meproba?nate  in  pregnancy. 

Obst.  & Gynec. 

9:703,  June  1957. 

Miltown' 

THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  & INTRODUCED  BY 

V^/^WALLACE  LABORATORIES 

CM-5571 

NEW  BRUNSWICK,  NEW  JERSEY 

a Mj^  d^ree  of  cit 
'Safety.  . . 'Ifis  t^sidered 
*10  be  theiir^fi^ed  antimakiria^^^ 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  thot 

with  chloroquine  phosphate/'' 

. . Plaquenii  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine."* 


. . the  least  toxic  of  its  class . : , 


DOSE:  Initial  — 400  to  600  mg.  (2  or  3 tablets)  Plaquenii  sulfate  daily. 
Maintenance  ~ 200  to  400  mg.  (1  or  2 tablets)  daily.  ' 


Write  for  Booklet 


SUPPLIED:  Tablets  of  200  mg.,  bottles  of  100. 


LASOffATORlES 

n£ww  row  18.  N r 


Scherbel,  A.l,.,  Schuchter,  S.L.,  and  Harrison,  J.W.;  Cleveland  Clin.  Quart.  24:98,  Apr..  1957. 
Editorial;  Bull  A.  Mil.  Dermatologiata,  The  Shock  Section  5:25,  Nov.,  1956.  - 
Combleet,  Theodore:  Arch.  Dermat.  73:672,  June,  1956. 


Atabrine  (brand  of  quinacrine) , Aralen  ( brand  of  chloroquine  i 
' and  Plaquenii  (brand  of  hydroxychloroquine) 
trademarks  reg.  U.S.  Pa:.  Off 


in 


EDEMA 

Start  therapy  with  one  or  two  500  mg. 
tablets  of  'diurw  once  or  twice  a day. 

BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  'DIURW: 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL* 
(chlorothiazide);  bottles  of  100  and  1,000. 

•diuril'  and  'inveksine'  are  trade-marks  of  Merck  & Co.,  Inc. 

MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  h Pa. 
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as  simple 

as  1~Z~3 

in 


HYPERTENSION 


INITIATE  'DIURIL'  THERAPY 

•DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 

Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DiURiu 
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CORRECTS  IRON  DEFICIENCY 
AS  IT  STIMULATES  APPETITE 


• Offers  appetite  stimulating  Vitamins  Bi,  Bg,  B12  and  protein- 
upgrading  I -Lysine,  fortified  with  a readily  absorbed,  well- 
tolerated  form  of  iron. 

• Delicious  cherry  base  designed  to  appeal  to  all  patients. 

PARTICULARLY  FOR  CHILDREN 

Helps  young  appetites  keep  pace  with  the  increased  nutritiona 
demands  of  childhood  while  supplying  adequate  amounts  0 
essential  iron. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


Average  dosage  is  one  teaspoonful  daily.  Available  in  bottles  of  4 fl.  oz. 


Provides  the  following  percentages  of  Minimum  Daily  Requirements  per  teaspoonful; 


Child  under  6 

Child  over  6 

Adult 

2000% 

1333% 

1000% 

Iron 

400% 

300% 

300% 

FORMULA 

EACH  TEASPOONFUL  (5  cc.)  CONTAINS 

l-Lysine  HCI 300  mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  Mononitrate  (BO 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Alcohol 0.75% 


A NEW, CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrolritestinat 
distress 


■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 

no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
Stimulation 

■ often  works  when  other 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb  Quality— the  Priceless  Ingredient 


'KCNACORT' 


SQUISS  TRAOenAAK 
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for  simultaneously  combating 
inflammation,  allergy,  infection 


W-. 


(0.5%  prednisolooe  aceti.te  and  10%  sulfacetamide  sodium 
5 cc.  dropper  bottle) 


(0.5%  prednisolone  acetate,  10%  sulfacetamide  sodium  and 
0.25%  neomycin  suifaie— 14  oz.  tube) 


r 'V.  ■■  (0.2%  prednisolone 

acetate  and 
0.3%  Chlor-Trimeton®— 
; : 5 cc.  dropper 

bottle) 


Sodium  U.S.E“5  and  15  es.  dropper  bottles) 


(15  cc.  dropper  bottle) 


SCHERING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 


H-J-taa 


DARVON 

LIFTS  THE  BURDEN 

OF 


1 


The  non-narcotic  analgesic  with  the  potency  of  codeine 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  Lilly)  is  equally  as  po- 
tent as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nausea 
or  constipation,  are  minimal.  You  wiU 
find  ‘Darvon’  helpful  in  any  condition 
associated  with  pain.  The  usual  adult 
dose  is  32  mg.  every  four  hours  or  65 
mg.  every  six  hours  as  needed.  Avail- 
able in  32  and  65-mg.  pulvules. 


DARVON  COMPOUND  (Dextro  Pro- 
poxyphene and  Acetylsalicylic  Acid 
Compoimd,  Lfily)  combines  the  antipy- 
retic and  anti-inflammatory  benefits  of 
‘A.S.A.  Compoimd’*  with  the  analgesic 
properties  of  ‘Darvon.’  Thus,  it  is  useful 
in  relieving  pain  associated  with  recur- 
rent or  chronic  disease,  such  as  neural- 
gia, neuritis,  or  arthritis,  as  weU  as  acute 
pain  of  traumatic  origin.  The  usual  adult 
dose  is  1 or  2 pulvules  every  six  hours 
as  needed. 


Each  Pulvule  'Darvon  Compound’  provides: 


‘Darvon’ 32  mg. 

Acetophenetidin 162  mg. 

‘A.S.A.’  {Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 


*‘A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 


ELI  LILLY  AND  COMPANY  * INDIANAPOLIS  6,  INDIANA,  U.  S.  A= 

820260 
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The  For  and 


-OUSE  Resolution  9467  was  introduced 
into  the  last  session  of  Congress  by  Rep. 
Aime  Forand  (Dem.  R.I.).  It  represents  the 
second  major  extension  of  the  compulsory 
Social  Security,  an  act  which  forms  the 
foundation  of  the  Welfare 
State,  U.S.A.  The  first  ex- 
tension was  H.  R.  7225 
which  makes  disabled  per- 
sons past  50  years  of  age 
eligible  for  Federal  Social  Security  benefits. 

The  Forand  bill  provides  for  hospitaliza- 
tion and  specified  surgical  benefits,  if  the 
surgical  services  are  performed  by  a Board- 
certified  surgeon  or  a member  of  the  College 
of  Surgeons.  (A  nice  built-in  method  of  cre- 
ating a schism  in  the  medical  profession.) 

About  13,000,000  Americans  will  be  eli- 
gible for  its  benefits  and  it  will  be  financed 
by  all  persons  who  are  now  on  the  Social 
Security  rolls,  with  the  employee  and  the 
employer  each  paying  an  additional  2 to  3 
per  cent  tax.  Thus,  the  total  social  security 
contribution  will  be  about  OVa  per  cent  of  the 
earned  income  subject  to  social  security  tax. 
It  also  provides  an  increase  of  this  earned 
income  subject  to  social  security  tax  from 
$4,200  to  $6,000  per  year. 

If  this  bill  should  become  law,  socialism 
in  the  United  States  will  be  assured  because 
it  is  estimated  that  within  twenty-five  years, 
30  to  40,000,000  Americans  will  be  dependent 
upon  the  government  for  their  health  care 
and  practically  all  persons  will  receive  Social 
Security  checks.  The  Marxian  philosophy  of 
individual  dependence  upon  the  central  gov- 
ernment will  have  been  adopted  through  the 
democratic  processes  of  a Republic.  No  won- 
der Khrushchev  recently  stated  that  war  and 
revolution  were  no  longer  necessary  to 
achieve  the  objectives  of  Communism. 

Organized  medicine  has  much  more  at 
stake  than  the  fear  of  professional  regimen- 


•A  Guest  Editorial  by  J.  R.  Schenken,  M.D.,  reprinted  from 
The  Bulletin,  Omaha-Douglas  County  Medical  Society,  Janu- 
ary, 1958.  He  is  a respected  educator  and  member  of  his  pro- 
fession in  Nebraska  and  known  nationally  as  a pathologist. 


tation  under  socialized  medicine.  Organized 
medicine  must  fear  the  ravages  of  all  of  the 
evils  of  socialism  in  a totalitarian  state. 

The  medical  profession  represents  an  in- 
formed group  of  professional  persons  who 
not  only  know  that  health  care  under  a regi- 
mented system  of  government  control  soon 
deteriorates  into  an  impersonal,  unsympa- 
thetic trade-like  service,  but  it  also  knows  as 
a body  of  responsible  citizens,  that  the  pas- 
sage of  the  Forand  bill  would  mean  the  de- 
struction of  the  last  vestige  of  individual 
responsibility.  By  this  I mean  that  our  enor- 
mous inheritance  tax  places  in  the  hands  of 
the  government  the  right  to  distribute  a sub- 
stantial part  of  our  personal  lifetime  earn- 
ings to  those  in  whom  we  have  no  personal 
interest  or  who  do  not  deserve  such  a gra- 
tuity; our  confiscatory  income  tax  destroys 
any  possibility  of  accumulating  enough 
wealth  which  could  be  used  as  risk  capital, 
the  means  by  which  this  nation  has  devel- 
oped the  highest  standard  of  living  of  any 
nation  in  the  world;  and  now  the  proposed 
expanded  Social  Security  act  will  soon  make 
the  government  largely  responsible  for  the 
health  care  of  this  nation,  as  well  as  the 
custodian  of  the  “savings”  program  for  all  of 
its  citizens,  a program  which,  because  of  its 
compulsory  nature,  is  based  on  the  thesis 
that  Americans  are  incapable  of  taking  care 
of  themselves. 

What  to  do?  Organized  medicine  has  done 
poorly  in  the  national  political  ring.  It  has 
won  only  one  major  national  political  battle, 
the  defeat  of  the  Wagner-Murray-Dingell  Bill 
in  1948.  It  immediately  broke  training  after 
that  victory  and  has  not  won  a bout  since. 
The  worst  defeat  was  the  acceptance  of  the 
principle  that  Health,  Education,  and  Wel- 
fare are  close  relatives  and  should  be  com- 
bined under  one  cabinet  post.  Oscar  Ewing 
could  not  have  done  it  better  because  all  one 
needs  to  create  a welfare  state  is  control 
of  education  and  health;  Bismarck,  Lloyd 
George,  and  Lenin  all  proved  that. 

We  must  revitalize  the  force  which  was 
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mobilized  to  defeat  the  Wagner-Murray- 
Dingell  Bill.  We  must  join  forces  with  en- 
lightened groups  such  as  the  U.  S.  Chamber 
of  Commerce  and  our  numerous  voluntary 
insurance  carriers  in  the  United  States.  We 
must  tell  the  American  people  that  they  are 
selling  their  birthright  for  a mess  of  pottage. 
And,  finally  and  most  important  of  all,  we 
must  make  an  all-out  effort  to  analyze  the 
health  needs  of  the  aging  in  order  to  provide 
on  a voluntary  but  individual  basis  for  the 
deficiencies  which  are  present. 


D, 


'r.  Roy  Cleere,  Executive  Director  of  the 
Colorado  State  Department  of  Public  Health, 
recently  requested  a statement  from  The  Na- 
tional Foundation  for  Infantile  Paralysis, 
Inc.,  for  an  official  statement  regarding  the 

advisability  or  ne- 


Fourth Dose  of 
Polio  Vaccine? 


cessity  for  “booster” 
doses  of  poliomyeli- 
tis vaccine.  A letter 
promptly  came  from 
Dr.  Thomas  M.  Rivers,  Medical  Director  of 
the  Foundation.  In  part,  it  states: 


The  National  Foundation  has  made  no  recom- 
mendation concerning  supplementary  doses  of 
poliomyelitis  vaccine  for  subjects  who  have  re- 
ceived three  doses  properly  spaced.  We  do  not  yet 
know  the  duration  of  protection  conferred  on  the 
average  subject  by  the  usual  course  of  three  doses, 
nor  how  much  variation  is  to  be  expected.  So  long 
as  this  information  is  lacking,  any  recommenda- 
tion we  might  offer  would  have  to  be  based  largely 
on  conjecture. 

At  the  Fourth  International  Conference  on 
Poliomyelitis,  held  last  July  in  Geneva,  Dr.  Salk 
and  Dr.  Gordon  Brown  each  presented  data  show- 
ing antibody  levels  well  maintained  for  two  to 
three  years  after  the  third  dose  of  a regular  series. 
No  subjects  have  been  observed  over  a longer 
period,  and  both  Salk  and  Brown  reported  on 
small  numbers.  Their  data  hardly  justify  conclu- 
sions concerning  the  over-all  effect,  in  the  popu- 
lation at  large,  of  commercial  vaccines  currently 
used.  More  extensive  studies  are  in  progress,  from 
which  we  hope  eventually  to  get  more  complete 
information  than  we  now  have. 


Dr.  Rivers  went  on  to  say  that  a supple- 
mentary dose  of  vaccine  entails  no  special 
risk;  it  may  provide  additional  assurance  of 
protection.  It  is  suggested  that  such  a dose 
shall  not  be  given  until  at  least  a year  after 
the  usual  third  and  final  injection. 

Dr.  Leroy  Burney,  Surgeon  General, 


U.S.P.H.S.,  in  another  communication  has 
added  that  a meeting  of  the  National  Ad- 
visory Committee  on  Polio  may  soon  be 
called  at  which  time  final  answers  to  this 
question  will  be  announced. 


Xhere  is  no  longer  any  way  for  us  to  escape 
our  responsibility.  Communications  have 
reached  a zenith  of  perfection  to  guarantee 
that  the  doctor  is  perpetually  available.  Can 
you  relax  while  you  drive  from  office  to  hos- 
pital or  from  hos- 


Get Me  to  the  Doc 
Right  Away! 


pital  to  luncheon 
meeting?  Not  if  you 
own  a car  telephone 
enabling  your  secre- 
tary to  track  you  down  without  even  know- 
ing where  you  are  geographically. 

Can  you  relax  at  the  ball  game?  Or  do 
you  anxiously  listen  to  each  interrupting  an- 
nouncement, “Will  Doctor  52  please  call  his 
office.”  William  J.  Barker  in  the  Denver  Post 
thinks  we  should  make  it  even  more  mys- 
terious and  intriguing — a la  Jack  Webb — by 
announcing,  “Doctor  52,  call  your  office. 
There’s  a 509  on  Patient  74;  . . . Repeat — 
there’s  a 509  on  Patient  74.”  Whichever  sys- 
tem is  used  the  ball  game  is  usually  ruined 
as  far  as  we’re  concerned. 

The  Clear  Creek  Valley  Medical  Society 
of  Colorado  has  done  everyone  one  better. 
Through  an  arrangement  with  radio  station 
KDEN  a doctor’s  code  number  is  paged  three 
times  within  a half-hour  over  the  air  waves. 
“This  enables  members  to  participate  in  pic- 
nics, boating,  and  other  activities  far  from 
telephones  even  when  expecting  an  impor- 
tant call,  just  by  having  a portable  radio  in 
operation.”  Now,  we  ask  you,  how  could  you 
possibly  enjoy  that  picnic  boating  (or  other 
activity)  unless  you  unconsciously  flicked  the 
dial  to  neighboring  KTLN  or  KFML? 

In  Atlanta,  Georgia,  doctors  on  the  golf 
courses  carry  pocket  “trans-ceivers”  tuned  in 
on  a franchised  frequency.  They  not  only 
hear  their  pages,  they  can  converse  with  the 
station  and  find  out  the  details.  We  have 
even  heard  of  a Dick  Tracy  style  wrist  radio 
(not  a two-way  transmitter,  however)  in 
which  a buzzer  notifies  the  wearer  that  he 
should  stop  at  the  nearest  phone  booth  and 
call  his  office. 
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Diagnostic  problems  in  cancer 

of  the  pancreas* 

Joseph  Bank,  M.D.,  Phoenix,  Arizona 


A thorough  discussion  of  the  symptoms, 
laboratory  and  x-ray  findings  in  cancer 
of  the  pancreas.  Cytology  of  duodenal 
drainage  has  provided  a promising  new 
tool  in  this  difficult  diagnostic  problem. 


It  may  be  a tiresome  axiom  that  early  diag- 
nosis of  cancer  of  the  pancreas  is  essential 
and  that  in  most  instances  the  diagnosis  is 
not  made  until  the  disease  is  well  advanced. 
Yet  the  axiom  is  worthy  of  repetition  if  it 
results  in  the  increased  use  of  the  surgical 
procedures  that  may  be  employed  with  some 
degree  of  success  in  the  early  cases.  Unlike 
the  problem  of  gastric  neoplasm,  the  pan- 
creas is  not  capable  of  direct  visualization  by 
x-ray  and  physical  examination  is  even  less 
fruitful.  The  pessimism  that  surrounds  this 
problem  is  due  to  some  extent  to  the  fact 
that  that  concept  of  the  disease  is  derived 
from  the  symptoms  and  signs  of  patients  in 
the  advanced  stage. 

Symptoms 

Cancer  of  the  pancreas  has  a comparative- 
ly rapid  course.  The  average  interval  from 
onset  to  fatal  termination  is  six  to  seven 
months.  Older  age  groups  predominate,  the 
majority  of  patients  being  over  40  years  of 
age.  The  ratio  of  males  to  females  is  about 
three  to  one.  If  one  were  to  list  the  three 
most  common  symptoms,  the  sequence  would 


•Presented  before  the  11th  Annual  Rocky  Mountain  Cancer 
Conference,  July  10,  1957. 
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be  weight  loss,  pain  and  jaundice.  Weight 
loss  is  observed  in  at  least  90  per  cent  of 
cases.  Pain,  which  occurs  in  about  75  per  cent, 
is  less  frequent  when  the  head  alone  is  in- 
volved than  when  it  is  present  only  in  the 
body  and  tail  of  the  pancreas.  Pain  may 
manifest  itself  in  a number  of  ways.  Most 
impressive  is  the  tendency  for  abdominal 
pain  to  radiate  to  the  back.  It  may  be  dull 
aching  in  character,  of  moderate  severity  and 
constancy,  and  may  not  be  related  to  food. 
It  may  be  paroxysmal,  beginning  in  the  mid- 
abdomen and  radiating  to  the  back.  It  may 
also  occur  in  the  right  upper  quadrant  and 
radiate  to  the  right  scapula.  Some  patients 
obtain  relief  by  bending  forward.  Not  infre- 
quently the  pain  makes  its  first  appearance 
at  night  and  may  recur  during  the  night  or 
early  morning  hours,  interfering  with  sleep. 
In  some,  a classic  ulcer  rhythm  may  be  a 
misleading  feature.  Indeed,  the  back  pain 
may  be  misinterpreted  as  pancreatitis  sec- 
ondary to  the  ulcer. 

Jaundice  is  statistically  less  frequent  than 
pain,  and  usually  follows  pain  when  both 
symptoms  are  present.  Jaundice  is,  of  course, 
more  frequent  when  the  head  of  the  pancreas 
is  involved  than  when  the  disease  is  limited 
to  the  body  and  tail.  In  various  reported 
series,  the  absence  of  jaundice  has  been  noted 
in  20  to  42  per  cent  of  patients  in  whom  the 
carcinoma  extended  to  the  head.  Painless 
jaundice  is  a feature  observed  only  in  the 
minority  of  cases. 

Misleading  symptoms 

Unfortunately  many  commonplace  symp- 
toms confuse  the  picture  because  they  appear 
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to  dominate  the  scene,  especially  when  labor- 
atory studies  are  negative.  Among  them  are 
weakness,  loss  of  appetite,  nausea  and  vomit- 
ing. Not  infrequently  one  is  chagrined  to 
learn  that  an  unexplained  persistent  diar- 
rhea is  due  to  a previously  undiagnosed  car- 
cinoma of  the  pancreas.  In  the  occurrence 
of  persistent  diarrhea  not  accounted  for  by 
the  usual  causes  in  a person  during  middle 
life,  carcinoma  of  the  pancreas  should  be 
suspected.  It  should  be  emphasized  that  most 
competent  clinicians  have  confessed  to  mak- 
ing a diagnosis  of  neurosis  only  to  discover 
a carcinoma  which  announced  itself  by  the 
appearance  of  jaundice^  Nervous  phenomena 
may  be  the  presenting  complaints  in  patients 
not  previously  considered  neurotic.  They  con- 
sist of  anxiety,  insomnia,  depression  and  fear 
of  overwhelming  disaster.  Not  infrequently 
the  existence  of  pain  and  backache  may  be 
labeled  psychosomatic. 

Thromhophlehitis 

In  discussing  the  features  of  carcinoma  of 
the  body  or  tail  of  the  pancreas,  Strang  and 
Walton^“  emphasized  the  importance  of 
thrombo-embolic  manifestations,  particularly 
if  multiple.  The  occurrence  of  this  finding 
has  been  reported  in  various  series  with  a 
frequency  of  22  to  33  per  cent.  It  has  been 
stated  to  be  much  less  frequent  in  the  head 
of  the  pancreas.  Thrombophlebitis  migrans 
may  be  the  presenting  clinical  picture.  This 
is  characterized  by  pain,  swelling,  tenderness 
and  discoloration  of  the  legs  with  fever  and 
leucocytosis.  In  addition  to  the  veins  of  the 
legs,  involvement  may  include  the  external 
jugular,  iliac  or  cerebral  vessels.  Cause  of 
the  thrombosis  is  as  yet  unknown. 

Pancreatic  tests 

The  limitations  of  pancreatic  tests  are 
recognized,  and  since  the  functional  reserve 
of  the  pancreas  is  large,  a minimum  amount 
of  pancreatic  tissue  may  produce  a normal 
pancreatic  juice.  The  degree  of  involvement 
of  the  pancreatic  duct  causing  obstruction 
may  influence  the  level  of  enzyme  concentra- 
tion in  the  serum. 

From  the  standpoint  of  availability,  usage 
and  uniformity  of  interpretation,  one  of  the 
valuable  tests  is  the  determination  of  carbo- 
hydrate metabolism.  Abnormal  glucose  toler- 


ance curves  may  be  found  with  or  without 
fasting  hyperglycemia  and  glycosuria.  De- 
rangement of  carbohydrate  metabolism  in 
patients  with  carcinoma  of  the  pancreas  is 
of  considerable  significance.  Elevation  of  the 
serum  lipase  has  been  shown  to  be  an  im- 
portant finding  in  carcinoma  of  the  pancreas^. 
In  about  one-third  of  the  patients  examined 
before  surgery,  an  abnormal  elevation  may 
be  found.  It  has  been  emphasized  that  the 
test  will  be  of  greater  value  if  performed 
serially.  The  serum  lipase  concentration  rises 
as  the  tumor  obstructs  the  pancreatic  duct. 
With  increasing  destruction  of  the  pancreatic 
tissue,  the  serum  concentration  decreases  due 
to  diminished  enzyme  production.  The  pres- 
ence of  abnormally  high  pancreatic  enzyme 
concentration  in  the  peripheral  blood  is  of 
definite  value.  It  need  hardly  be  mentioned 
that  its  absence  does  not  exclude  the  possi- 
bility of  disease.  Some  observers*  have  sug- 
gested that  a simplified  use  of  the  secretin 
test  without  duodenal  intubation,  with  de- 
termination of  serum  amylase  and  lipase,  will 
show  significant  enzyme  elevations  in  carci- 
noma of  the  pancreas.  The  procedure  is  rec- 
ommended in  patients  with  normal  fasting 
serum  enzyme  levels.  Others**  suggested  that 
greater  diagnostic  accuracy  will  result  from 
combined  use  of  enzyme  level  determinations 
after  secretin,  as  well  as  maximum  bicarbo- 
nate concentration  in  the  duodenal  contents 
and  the  volume  of  duodenal  secretion.  The 
serum  enzyme  response  and  also  that  of  duo- 
denal contents  depends  on  the  extent  and 
type  of  involvement  of  the  two  elements  in 
the  pancreatic  structure.  These  elements  are 
the  secretory  cells  and  the  pancreatic  duct 
system.  Disease  involving  the  ducts  may  lead 
to  partial  or  complete  obstruction.  Disease 
of  the  secretory  cells  may  result  in  lowered 
volume  and  bicarbonate  concentration  in  the 
duodenal  contents  and  of  enzyme  secretion. 
Partial  duct  obstruction  can  also  occur  as  a 
result  of  edema  and  fibrosis  of  the  surround- 
ing tissue. 

Duodenal  loop  by  x-ray 

The  common  x-ray  signs  of  enlargement 
of  the  head  of  the  pancreas  are  not  new.  They 
include  widening  of  the  duodenal  loop,  the 
reversed  “figure  3”  sign,  and  anterior  dis- 
placement of  the  stomach*.  Unfortunately,  by 
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the  time  these  signs  become  positive,  the 
underlying  pathology  has  become  advanced, 
and  roentgen  findings  are  only  confirmatory. 
The  earlier  signs  are  only  suggestive  and  not 
pathognomonic.  They  must  be  considered  in 
connection  with  other  laboratory  and  clinical 
studies. 

Enlargement  of  the  duodenal  loop  may  be 
misleading.  The  loop  varies  normally  with 
individual  habitus,  being  wider  in  the  hy- 
persthenic, overweight  person  than  in  the 
asthenic  type.  Furthermore,  enlargement  of 
the  loop,  when  present,  suggests  not  only 
malignant  disease  but  also  pancreatitis  or 
cyst  of  the  pancreas.  The  signs  present  in  the 
duodenal  loop  vary  in  degree  and  depend  on 
factors  other  than  the  mere  size  of  the  loop. 
Mucosa  of  the  inner  aspect  of  the  loop  may 
show  prominence,  irregularity  and  compres- 
sion. Calculi  of  the  pancreas  are  found  most 
frequently  in  pancreatitis  and  therefore  sug- 
gest benign  rather  than  malignant  disease. 
But  it  is  also  possible  for  calculi  to  exist  in 
conjunction  with  a malignancy. 

Stomach  hy  x-ray 

Anterior  displacement  of  the  stomach 
may  be  produced  by  carcinoma  but  also  by 
pancreatitis.  This  sign  must  therefore  be  in- 
terpreted in  conjunction  with  other  findings. 
In  some  instances  there  will  be  seen  a con- 
cavity in  the  stomach,  due  to  the  mass  in  the 
pancreas,  in  addition  to  the  displacement.  In 
addition  to  the  concavity  in  the  antrum  there 
may  also  be  noted  an  “intolerance  to  ba- 
rium”® in  this  part  of  the  stomach,  as  well 
as  some  irregularity  of  the  mucosa.  The  skill 
of  the  roentgenologist  in  evaluating  various 
mechanical  factors  and  producing  views 
which  will  bring  out  the  signs  sought  for  is 
most  important.  In  studying  the  effects  of 
pressure  of  carcinoma  of  the  pancreas  upon 
neighboring  viscera,  McGlone,  et  al.,®  empha- 
sized the  varied  deformities  that  may  be  pro- 
duced. In  the  duodenum  there  may  be  upward 
or  downward  displacement  of  the  bulb,  low- 
ering of  the  duodenojejunal  angle  with  ob- 
tuse angle  in  addition  to  the  reversed  “figure 
3”  deformity,  infiltration  of  the  duodenum 
and  widening  of  the  duodenal  loop.  They 
pointed  out  that  all  parts  of  the  stomach  may 
show  deformity  due  to  pressure  or  infiltra- 
tion. Stiffened  rugae  could  be  due  to  pancre- 


atic involvement.  Careful  serach  for  lesions  in 
relation  to  the  stomach  is  important  because 
they  may  reveal  carcinoma  in  the  body  and 
tail  of  the  pancreas  which  are  more  acces- 
sible surgically.  Lesions  involving  organs 
other  than  the  stomach  may  include  defici- 
ency patterns  of  the  small  intestine,  pressure 
defects  of  the  transverse  colon,  jejuno  colic 
and  choledochoduodenal  fistulas. 

Gastroscopy  and  cholangiography 

Gastroscopy  may  disclose  an  infiltrating 
lesion  from  the  pancreas  into  the  stomach. 
If  the  gastroscope  shows  normal  mucosa  with 
persistent  roentgen  defect,  the  presence  of 
pancreatic  tumor  should  be  suspected.  Tumor 
in  the  pancreas  may  produce  a bulging  in 
the  stomach  wall  which  cannot  be  obliterated 
by  inflating  the  stomach  with  air. 

The  development  of  intravenous  cholangi- 
ography with  cholografin  has  improved  the 
visualization  of  one  of  the  indirect  signs  of 
enlargement  of  the  head  of  the  pancreas®-^®. 
Prior  to  this  method  the  negative  defect  on 
the  duodenum  produced  by  a dilated  common 
duct  was  noted  in  the  markedly  jaundiced 
patient  because  of  the  gross  dilatation  of  the 
common  duct.  With  cholangiography  it  may 
be  possible  to  detect  this  sign  due  to  early 
obstruction  of  the  common  duct  in  those  pa- 
tients in  whom  liver  function  permits  the 
use  of  the  dye,  before  intense  jaundice  oc- 
curs’^ Like  other  x-ray  signs  in  this  disease, 
the  sign  is  not  specific  and  may  occur  also  in 
other  conditions  such  as  gallstone,  stricture, 
pancreatitis,  benign  tumor,  or  primary  car- 
cinoma of  the  bile  duct. 

None  of  the  x-ray  findings  are  pathog- 
nomonic of  carcinoma.  They  depend  upon 
encroachment  of  the  tumor  on  neighboring 
structures.  Roentgenologic  examination  may 
therefore  be  negative  during  the  early  stages 
of  disease  when  diagnosis  is  most  important 
but  when  the  tumor  has  not  yet  attained  suf- 
ficient size  to  produce  the  compressive  and 
infiltrative  changes  mentioned.  Nevertheless, 
almost  half  of  the  patients  examined  roent- 
genologically  may  be  expected  to  give  signs 
suspicious  of  a tumor  involving  the  head  of 
the  pancreas’. 

Diagnostic  accuracy 

Diagnostic  accuracy  in  all  cases  of  car- 
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cinoma  of  the  pancreas  is  only  about  30  per 
cent^  It  is  particularly  difficult  when  there 
is  no  jaundice  or  when  the  involvement  is  in 
the  body  or  tail  of  the  pancreas.  Because  of 
the  need  for  relying  on  indirect  evidence, 
the  diagnosis  is  often  presumptive.  Although 
it  is  not  true  now  as  formerly,  yet  in  many 
instances  diagnostic  failure  may  be  attrib- 
uted to  false  impressions  of  the  clinical  pic- 
ture. Important  diagnostic  features  include 
the  major  role  of  pain,  the  importance  of 
demonstrating  impairment  of  carbohydrate 
metabolism,  the  demonstration  of  roentgen 
signs  and  determination  of  pancreatic  en- 
zyme concentrations  in  the  blood.  The  tradi- 
tional picture  of  painless  jaundice  and  dis- 
tended gallbladder  is  seen  only  in  about  one- 
third  of  the  cases.  An  early  lesion  may  pro- 
duce obstruction  of  only  the  common  duct 
or  only  the  pancreatic  duct.  Thus  jaundice 
may  be  completely  absent  in  the  early  stages 
of  the  disease.  Factors  entering  into  the  dif- 
ferential diagnosis  bring  into  consideration 
the  presence  or  absence  of  jaundice,  the  char- 
acter and  severity  of  the  abdominal  pain,  the 
associated  metabolic  abnormalities,  the  x-ray 
changes,  and  other  pertinent  phenomena. 
Among  the  diagnostic  possibilities  are  com- 
mon duct  stone,  chronic  pancreatitis,  hepa- 
titis, peptic  ulcer,  cholecystitis,  carcinoma  of 
the  stomach,  carcinoma  of  the  colon,  bile 
ducts,  liver,  or  ampulla  of  Vater,  pancreatic 
cyst,  and  malignant  involvement  of  the  retro- 
peritoneal glands. 

Surgical  procedure 

The  surgeon  at  the  operating  table  is  also 
confronted  with  diagnostic  problems.  He  may 
have  to  decide  whether  or  not  the  neoplasm 
arises  from  the  head  of  the  pancreas.  A mass 
in  this  area  may  be  produced  by  several 
other  lesions  such  as  tumors  arising  from 
either  the  pancreatic  duct,  lower  portion  of 
the  common  duct,  ampulla  or  papillae.  The 
decision  on  whether  or  not  to  perform  a rad- 
ical operation  must  often  be  made  without 
the  aid  of  frozen  section  diagnosis.  Indeed, 
positive  confirmation  by  biopsy  may  be  ob- 
tained in  only  one-third  of  patients  in  whom 
a radical  resection  is  considered  necessary^®. 
The  head  of  the  pancreas  is  a very  difficult 
area  to  biopsy  satisfactorily.  Multiple  at- 
tempts at  biopsy  may  still  produce  negative 


results.  The  tumor  may  be  missed  either  by 
the  scalpel  or  the  biopsy  needle.  Differentia- 
tion from  pancreatitis  may  be  difficult.  Be- 
cause of  the  inevitable  diagnostic  difficulties, 
one  may  resort  in  selected  cases  to  surgery 
as  a diagnostic  procedure.  Such  an  effort 
may  result  in  successful  radical  resection. 
Even  though  therapeutic  results  of  surgery 
leave  much  to  be  desired,  surgery  is  the  only 
hope  of  the  patient. 

Cytology 

Recently  hope  for  more  direct,  early  di- 
agnosis of  carcinoma  of  the  pancreas  was 
raised  by  Raskin’'  and  his  associates,  who 
reported  their  findings  in  cytological  studies 
of  this  disease.  The  material  for  study  was 
obtained  by  duodenal  intubation.  In  thirty- 
six  proven  cases  of  carcinoma  of  the  pan- 
creas, malignant  cells  were  recovered  in 
twenty-three  cases.  In  123  cases  free  of  can- 
cer, none  were  incorrectly  diagnosed  as  posi- 
tive by  cytology.  Of  particular  interest  were 
three  patients  with  positive  cytology  which 
they  reported.  These  were  explored  and  in 
spite  of  biopsies,  no  evidence  of  tumor  could 
be  found,  but  autopsy  confirmed  the  cyto- 
logic diagnosis. 

These  investigators  also  studied  the  pan- 
creatic secretory  function  of  their  patients 
by  using  secretin  intravenously.  They  found 
the  test  to  be  of  considerable  diagnostic  value 
particularly  when  malignant  cells  were  not 
recovered.  The  pancreatic  volume  and  bicar- 
bonate levels  were  considered  indicative  of 
parenchymal  destruction  and  ductal  obstruc- 
tion sufficiently  frequently  to  raise  the  over- 
all preoperative  diagnosis  of  cancer  to  85  per 
cent.  The  more  widespread  use  of  cytology 
in  this  manner  may  prove  a long  step  for- 
ward in  the  earlier  diagnosis  of  cancer  of  the 
pancreas.  • 
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In  the  general  field  of  hematology  our  work 
at  the  University  of  Amsterdam  has  been  de- 
voted to  the  study  of  platelet  dysfunction, 
to  hemorrhagic  diatheses  of  the  newborn, 
and  to  the  problem  of  hemophilia  and  related 
disorders.  Of  these  I will  discuss  the  last 
group. 

Formerly  the  diagnosis  of  hemophilia  was 
made  simply  on  the  basis  of  a “typical”  clin- 
ical picture  and  a particular  pattern  of  hered- 
ity. For  many  years  the  prolonged  clotting 
time  was  regarded  as  the  most  important 
characteristic,  a finding  which  was  first  em- 
phasized in  1893  by  A.  E.  Wright.  We  have 
since  learned  that  a prolonged  clotting  time  is 
by  no  means  pathognomonic  for  hemophilia; 
neither  is  heredity.  Moreover,  recent  investi- 
gations have  also  shown  that  this  disease  is 
by  no  means  a well  defined  entity  but  rather 
a syndrome,  including  various  hemorrhagic 
diatheses  which  may  show  clinical  features 
indistinguishable  from  those  of  classical  he- 
mophilia. 

The  present  concepts  regarding  these 
hemorrhagic  disorders,  or  “hemophilias,” 
have  arisen  as  a result  of  investigations  over 
the  past  twenty-five  years.  Before  that  time 
the  clotting  theory  generally  accepted  was 
that  of  Morawitz,  Fuld  and  Spiro  (Figure  1, 
upper  part) . Two  prevailing  theories  existed 
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to  explain  the  coagulation  disorder  of  hemo- 
philia. One  postulation  concerned  an  abnor- 
mal resistance  of  the  platelets  to  the  release 
of  thromboplastin  whereas  the  second  con- 
tended that  there  was  a deficiency  of  some 
plasma  factor  necessary  for  the  process  of 
clotting. 

This  problem  was  investigated  by  the 
author  in  collaboration  with  Dr.  W.  M.  Ben- 
dien.  The  conclusion  was  reached  that  in 
hemophilia  there  was  deficiency  of  a protein 
fraction  rather  than  a platelet  defect.  It  was 
further  found  that  this  substance  could  be 
concentrated  from  normal  plasma  by  salting- 
out  methods  and  by  other  physico-chemical 
technics.  This  work  was  also  confirmed  by 
other  investigators.  The  deficient  protein 
fraction  has  been  called  anti-hemophilic  fac- 
tor (AHF)  or  anti-hemophilic  globulin.  Sub- 
sequently it  has  been  shown  that  this  factor 
is  present  primarily  in  the  fibrinogen  frac- 
tion of  the  plasma.  As  a result  of  these  find- 
ings it  appeared  that  formation  of  plasma 
thromboplastin  required  a platelet  factor  as 
well  as  this  plasma  factor,  the  anti-hemo- 
philic  globulin.  Thus,  hemophilia  was  con- 
sidered as  a single  disease  resulting  from  a 
deficiency  of  this  plasma  component. 

Varieties  of  cases 

Pavlovsky,  in  1947,  actually  was  the  first 
to  suggest  that  the  condition  which  is  usually 
called  hemophilia  does  not  represent  a dis- 
turbance of  uniform  nature,  and  that  the 
clinical  and  laboratory  data  of  hemophilia 
(prolonged  clotting  time  and  abnormal  pro- 
thrombin consumption)  can  also  be  found  in 
other  disturbances  of  the  clotting  mechan- 
ism. Pavlovsky  found  that:  (1)  the  blood  of 
some  hemophiliacs  could  diminish  the  clot- 
ting time  of  blood  from  other  hemophiliacs 
when  mixed  in  vitro.  He  further  established 
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that  (2)  some  hemophiliacs  have  a normal 
quantity  of  anti-hemophilic  factor  (AHF)  in 
their  plasma,  (3)  some  hemophiliacs  failed  to 
respond  to  administration  of  AHF,  (4)  some 
hemophiliacs  responded  favorably  to  pre- 
served plasma,  whereas  others  did  not. 

In  1950,  Koller  made  a similar  observa- 
tion when  he  found  that  the  plasma  from  a 
Swiss  family  of  bleeders  had  corrective  ac- 
tivity on  the  clotting  disturbance  of  other 
hemophiliacs.  Schulman  and  Smith,  in  1952, 
also  observed  that  the  plasma  of  one  hemo- 
philiac could  correct  the  clotting  defect  of 
the  plasma  from  another  hemophiliac.  Al- 
though their  observations  were  similar  to 
those  of  Pavlovsky,  they  extended  their  in- 
terpretations by  concluding  that  their  pa- 
tient suffered  from  a deficiency  of  a hitherto 
unknown  clotting  factor,  which  they  named 
factor  X. 

Combinations  of  defects 

In  1953,  Aggeler  described  an  hemorrhagic 
diathesis,  clinically  indistinguishable  from 
hemophilia,  which  was  due  to  the  absence  of 
another  factor  in  plasma  necessary  for  the 
formation  of  thromboplastin.  They  demon- 
strated that  this  substance  was  quite  distinct 
from  anti-hemophilic  globulin  and  they  called 
it  plasma  thromboplastin  component  (PTC, 
see  Fig.  1).  This  suggested  that  the  phenom- 
ena observed  by  Pavlovsky,  Koller,  Schul- 
man and  Smith  were  due  to  the  mixing  of 
AHF  and  PTC  deficient  bloods.  Soon  there- 
after publications  concerning  analogous  cases 
appeared.  Biggs  and  co-workers,  according 
to  an  English  tradition,  named  the  PTC  de- 
fiency  disease  “Christmas  disease”  after  their 
first  patient.  Others  spoke  of  hemophilia  B 
(or  deutero-hemophilia)  for  PTC  deficiency 
and  hemophilia  A for  AHF  deficiency  (Table 
1) . Now  that  there  were  two  recognized  types 
of  hemophilia  it  became  possible  to  recognize 
their  occurrence  in  combination.  One  patient 
of  Soulier  and  Larrieu,  and  another  patient 
of  Verstraete  and  Vanderbroucke  had  this 
dual  deficiency  of  AHF  and  PTC.  In  addition, 
Koller  has  described  a family  in  which  some 
members  have  AHF  deficiency,  whereas 
others  have  PTC  deficiency. 

Then,  in  1953,  Rosenthal,  Dreskin  and  Ros- 
enthal described  another  hemophilia  - like 
condition  which  was  also  based  on  a defi- 
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Fig.  1.  Earlier  versus  present  concepts  of  factors 
involved  in  coagulation. 


ciency  of  a plasma  thromboplastin  factor. 
They  named  this  factor  plasma  thrombo- 
plastin antecedent  (PTA,  Fig.  1) . The  hemor- 
rhagic symptoms  were  relatively  slight,  the 
greater  part  being  manifested  as  epistaxis 
and  hemorrhage  after  extraction  of  teeth. 
The  clotting  disturbance  in  the  patients  lack- 
ing the  PTA  factor  could  be  corrected  by 
hemophilic  plasma,  by  plasma  of  patients 
with  PTC  deficiency  and  by  normal  plasma 
or  normal  serum.  We  have  seen  one  patient 
in  our  country  who,  we  feel,  has  PTA  defi- 
ciency (or  hemophilia  C) . 

In  1954,  Spaet,  Aggeler  and  Kinsell  de- 
scribed another  form  of  hemophilia,  probably 
based  on  a deficiency  of  a new  plasma  throm- 
boplastin component.  These  investigators 
suggested  the  name  of  plasma  thromboplastin 
factor  D (PTF-D)  for  this  new  factor*  (Fig. 
1).  Ratnoff  has  described  patients  deficient 
in  still  another  thromboplastic  factor,  called 
the  Hageman  factor.  It  may  be  expected  that 
in  the  near  future  still  other  thromboplastic 
factors  in  plasma  will  come  to  our  knowl- 
edge. However,  the  existence  of  new  factors 
can  be  accepted  only  if  a painstaking  char- 
acterization has  taken  place  as  has  been  done 
for  the  AHF  and  PTC  factors.  So  far  this  has 
not  been  done  for  these  newer  factors. 

During  the  course  of  our  investigations  of 
the  clotting  factors  in  platelets  we  observed, 
together  with  Paulssen,  four  cases  of  an  he- 
mophilia-like disease  in  which  an  additional 
thromboplastic  factor  normally  present  in 
platelets  was  absent;  this  factor  is  now  called 


*Note  at  correction — Recently  Spaet  has  denied  the  existence 
of  his  factor  PTF-D. 
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factor  3 of  the  platelets  (Fig.  1).  In  these 
patients  the  platelet  count  was  normal  or 
increased  and  all  other  clotting  factors  in 
plasma  were  normal.  We  prefer  to  call  the 
condition  in  these  four  patients  “thrombo- 
pathia  hemophilica,”  or  hemophilia  D. 

In  recent  years  a familial  hemorrhagic 
disease  without  evidence  of  genetic  transmis- 
sion has  been  described,  occurring  chiefly  in 
females  and  characterized  by  a combined  de- 


ficiency of  the  anti-hemophilic  factor  in  the 
plasma  and  a vascular  abnormality,  namely 
a prolonged  bleeding  time.  This  condition  is 
known  as  vascular  hemophilia. 

Another  condition  has  been  described  in 
which  there  is  a hemophilia-like  picture  due 
to  the  presence  of  a circulating  anticoagu- 
lant. This  anticoagulant  acts  in  the  forma- 
tion of  thromboplastin  and  is  neither  heparin 
nor  anti-heparin.  Together  with  Hoorweg 


TABLE  1 

Some  features  of  currently  recognized  hemophilias 
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and  Paulssen,  we  described  such  a case  in  an 
hemophiliac  in  whom  the  anticoagulant  was 
directed  against  AHF.  Other  cases  have  been 
reported  in  which  this  anticoagulant  has  ap- 
peared in  connection  with  other  diseases,  or 
temporarily  after  pregnancy.  Therefore,  at 
present  it  is  considered  that  several  factors 
are  necessary  for  the  formation  of  thrombo- 
plastin (Fig.  1).  Deficiency  of  any  one  of 
these  substances  produces  a specific  coagula- 
tion disorder. 

In  contrast  to  the  concept  of  a deficiency 
of  a coagulation  factor  in  hemophilia,  there 
is  another  hypothesis  which  is  defended  espe- 
cially by  Tocantins.  According  to  this  in- 
vestigator, in  hemophilia  there  is  no  defi- 
ciency of  a plasma  factor  but  an  excess  of 
an  inhibiting  substance  called  anti-thrombo- 
plastin. This  concept  recently  has  been  fur- 
ther supported  by  Seegers.  However,  the 
hypothesis  is  not  generally  accepted  and  will 
not  be  discussed  further  here  except  to  say 
that  the  two  hypotheses  need  not  contradict 
each  other. 

Clinical  considerations 

The  nomenclature  of  the  various  forms 
of  hemophilia,  with  their  respective  clotting 
factor  deficiencies,  has  resulted  in  consider- 
able confusion.  For  the  time  being  we  prefer 
to  speak  of  hemophilia  A,  B,  C,  D,  etc.,  until 
a more  final  terminology  has  been  accepted. 
Clinical  features  of  these  four  are  listed 
briefly  in  Table  1.  It  is  impossible  to  differ- 
entiate among  various  forms  of  hemophilia 
by  the  clinical  manifestations  alone.  Although 
hemorrhagic  features  generally,  and  joint 
hemorrhages  specifically,  are  slight  in  the 
majority  of  patients  with  hemophilia  C (PTA 
deficiency)  or  hemophilia  D (thrombopathia 
hemophilica)  we  must  keep  in  mind  that 
mild  forms  of  hemophilia  A (AHF  deficiency, 
classic  hemophilia)  or  hemophilia  B (PTC 
deficiency,  Christmas  disease)  also  occur. 

Heredity 

It  is  known  that  classic  hemophilia  (he- 
mophilia A)  is  transmitted  by  healthy  moth- 
ers to  their  male  descendants.  Usually  the 
female  carrier  shows  no  symptoms  at  all. 
Occasionally  it  has  been  found  that  these 
women  bleed  more  readily  than  normal  wom- 
en; also  in  some  an  abnormal  plasma  alpha 


globulin  has  been  found  as  well  as  a slow 
activation  of  proconvertin  into  convertin. 
Theoretically  it  might  be  possible  that  a 
daughter  from  a marriage  of  an  hemophilic 
male  and  a female  carrier  of  the  disease  will 
be  hemophiliac.  Such  rare  cases  have  actual- 
ly been  found  recently.  Furthermore,  Brink- 
hous  has  demonstrated  similar  hereditary 
transmission  of  an  hemophilia-like  disease  in 
dogs. 

In  addition  to  the  cases  of  hereditary  he- 
mophilia, a number  of  cases  of  sporadic  he- 
mophilia have  been  found  where  no  hemo- 
philia could  be  demonstrated  in  preceding 
generations.  We  too  have  observed  such  spo- 
radic cases  (Table  2).  These  sporadic  cases 
are  indistinguishable  clinically  and  biologi- 
cally from  hereditary  cases;  moreover,  daugh- 
ters of  sporadic  cases  also  are  carriers. 


TABLE  2 

Incidence  of  hemophilia  A versus 
hemophilia  B;  also  incidence  of  hereditary 
versus  sporadic  formso 


Hemophilia  A 
(AHF  Deficiency,  Classic 
Hemophilia) 

Hemophilia  B 

(PTC  Deficiency,  Christmas 
Disease) 

Total 

Number  Hereditary  Sporadic 

Total 

Number 

Hereditary 

Sporadic 

76  39  37 

23 

10 

13 

(51%)  (48%) 

(43%) 

(57%) 

Total  number,  all  hemophiliacs 

99 

Hemophilia  A 

76 

(77%) 

Hemophilia  B 

23 

(23%) 

‘Number  of  cases  observed  from  January  1,  1948,  to  July  1, 
1956,  at  the  Pediatric  Clinic,  University  of  Amsterdam. 


Hemophilia  B (PTC  deficiency,  Christmas 
disease)  follows  the  same  hereditary  laws  as 
classic  hemophilia.  Here  too,  many  sporadic 
cases  have  been  found  (Table  2) , and  some 
cases  have  occurred  in  women.  On  the  other 
hand,  hemophilia  C (PTA  deficiency)  and 
hemophilia  D (thrombopathia  hemophilica) 
tend  to  involve  females  symptomatically 
more  so  than  do  hemophilias  A and  B.  Rosen- 
thal reported  eighteen  cases  of  hemophilia  C 
of  which  ten  were  women  and  only  eight 
were  men. 

Frequency 

The  frequency  of  the  various  forms  of 
hemophilia  has  been  studied  in  several  coun- 
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tries.  Hoorweg  and  Den  Ottolander,  in  a re- 
cent investigation  in  the  Netherlands,  found 
that  among  119  patients  109  had  hemophilia 
A and  ten  had  hemophilia  B.  Soulier  in 
France  found  of  the  cases  studied  that  about 
85  per  cent  had  hemophilia  A and  15  per  cent 
hemophilia  B.  Our  own  findings  (Table  2) 
show  that  of  ninety-nine  patients  studied, 
seventy-six  had  hemophilia  A and  twenty- 
three  hemophilia  B. 

The  data  concerning  frequency  of  hemo- 
philia C are  not  extensive  in  comparison  with 
those  for  hemophilia  A and  B.  Frick  found 
that  among  fifty-five  patients  previously  di- 
agnosed as  “hemophilia”  forty-five  proved  to 
have  hemophilia  A,  six  hemophilia  B and 
four  hemophilia  C.  Rosenthal  studied  twenty- 
seven  families  with  hemorrhagic  diatheses 
and  found  twenty  with  hemophilia  A,  four 
with  hemophilia  B and  three  with  hemo- 
philia C. 

Diagnostic  considerations 

The  coagulation  defect  in  hemophilia  is 
usually  manifested  by  a prolonged  clotting 
time.  If  formation  of  plasma  thromboplastin 
is  deficient  in  hemophilia  (Fig.  1),  then  also 
the  velocity  of  the  conversion  of  prothrombin 
into  thrombin  during  the  clotting  process 
must  be  disturbed.  This  explains  why  there 
is  an  excessive  amount  of  prothrombin  in  the 
serum  after  clotting  of  hemophilic  blood  (de- 
creased “prothrombin  consumption”) . For 
many  years  it  was  accepted  that  only  in 
classical  hemophilia  and  thrombopenia  was 
there  an  increased  amount  of  residual  pro- 
thrombin found  in  the  serum.  However,  re- 
cent studies  have  shown  us  that  this  may 
occur  also  in  other  hemorrhagic  disorders.  In 
addition,  it  has  been  found  that  some  hemo- 
philiacs will  have  a normal  clotting  time  and 
a normal  prothrombin  consumption.  Accord- 
ingly in  studying  hemophiliacs  it  is  often 
necessary  to  use  more  sensitive  technics  to 
demonstrate  a coagulation  defect  and  also  to 
differentiate  one  form  of  hemophilia  from 
another. 

Thromboplastin  generation  test 

One  such  test  is  the  thromboplastin  gen- 
eration test  of  Biggs  and  Douglas.  For  this 
test  we  mix: 

A.  Citrated  plasma  treated  with  Ba  SO4,  to 


remove  the  PTC  factor  but  not  the  AHF  or 
PTA, 

B.  Serum  that  contains  PTC  and  PTA, 
but  no  AHF  and 

C.  A platelet  suspension. 

Addition  of  CaCh  to  this  mixture  starts 
the  formation  of  thromboplastin.  The  quan- 
tity of  thromboplastin  formed  at  a certain 
time  can  be  deduced  from  the  clotting  time 
of  plasma  without  platelets,  to  which  the 
above  mentioned  re-calcified  mixture  (A,  B 
and  C)  has  been  added. 

In  AHF  deficiency  the  thromboplastin 
generation  test  will  be  abnormal  when  the 
patient’s  plasma  is  used  in  “A.”  In  PTC  defi- 
ciency the  test  will  be  abnormal  when  the 
patient’s  serum  is  used  in  “B.”  However,  in 
PTA  deficiency  both  the  patient’s  plasma 
and  serum  must  be  used  in  “A”  and  “B,”  re- 
spectively, in  order  for  the  test  to  be  ab- 
normal. The  thromboplastin  generation  test 
indeed  signifies  an  improvement  in  the  diag- 
nostic tests,  but  in  our  opinion  it  is  not  an 
unfailing  method.  Therefore,  it  is  of  great 
importance  that  other  methods  have  been 
found  lately  which  help  us  considerably  in 
recognizing  mild  cases  of  hemophilia  due  to 
AHF  or  PTC  deficiency,  in  which  clotting 
time  and  prothrombin  consumption  are  nor- 
mal or  nearly  so.  In  these  cases  we  now  use 
methods  which  will  allow  a quantitative  de- 
termination of  AHF  in  plasma.  Of  the  various 
procedures  developed  for  this  determination, 
we  are  using  the  method  of  Langdell,  based 
on  the  following  principles:  When  the  pro- 
thrombin time  of  normal  and  hemophilic 
blood  is  determined  by  means  of  brain-throm- 
boplastin, both  give  normal  values.  But  some 
other  thromboplastins  (such  as  Russel’s  viper 
venom  and  crude  cephalin)  have  a weaker 
activity;  these  are  called  “partial  thrombo- 
plastins” by  Bringhous.  In  using  these,  hemo- 
philic plasma  gives  a longer  prothrombin 
time  than  does  normal  plasma.  The  longer- 
acting  “partial  prothrombin  time”  of  hemo- 
philic plasma  can  be  corrected  by  addition 
of  normal  plasma,  as  it  naturally  contains 
AHF.  The  amount  of  AHF  in  any  given  plas- 
ma sample  can  be  quantitated  by  determin- 
ing the  degree  to  which  it  corrects  the  pro- 
longed “partial  prothrombin  time”  of  hemo- 
philic plasma  sample. 
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Severity  of  hemophilia 

By  means  of  this  method  Brinkhous  has 
succeeded  in  finding  various  degrees  of  clas- 
sic hemophilia: 


AHF  Content 

1.  Classic  severe  hemophilia  with  an 


AHF  content  of 0% 

2.  Moderately  severe  hemophilia  3% 

3.  Slight  hemophilia  16% 

4.  Sub-hemophilia  33% 


These  percentage  figures  are  not  exact 
but  illustrate  that  the  clinical  severity  of 
classic  hemophilia  is  related  to  the  degree  of 
AHF  deficiency.  It  appears  that  among  nor- 
mal persons  the  concentration  of  AHF  may 
vary  greatly  (65-165  per  cent) ; despite  this, 
in  each  individual  the  AHF  concentration  is 
fairly  constant. 

Therapeutic  considerations 

Local  therapy  (such  as  pressure  packing 
and  thrombin  application)  should  be  tried 
whenever  possible,  whether  or  not  combined 
with  transfusions  of  blood,  plasma  or  AHF 
preparations.  In  order  to  correct  the  clotting 
defect — either  prophylactically  or  therapeu- 
tically— we  use  transfusions  of  blood  and 
plasma  (preferably  fresh) , plasma  either 
freshly  frozen  or  lyophilized,  or  AHF  prep- 
arations. Compared  with  the  use  of  blood  or 
plasma,  the  use  of  AHF  preparations  has  the 
disadvantage  of  a greater  risk  of  serum  hepa- 
titis. 

Before  operating  upon  a patient  suffering 
from  hemophilia  one  has  to  consider  with 
great  conscientiousness  whether  such  an  op- 
eration is  indeed  necessary.  The  nature  of  the 
hemorrhagic  diathesis  must  be  established 
beforehand  with  the  greatest  accuracy,  in  or- 
der to  decide  in  what  form  blood  or  prepara- 
tions of  blood  will  be  administered  to  rectify 
the  clotting  disturbance  as  completely  as  pos- 
sible. Moreover,  one  has  to  consider  which 
therapy,  combined  or  not  with  tranfusions 
of  blood  or  plasma,  should  be  administered. 
Finally,  one  must  consider  the  detrimental 
consequences  which  eventually  may  follow 
the  use  of  these  products. 

Experience  indicates  that  in  major  sur- 
gery transfusions  should  be  continued  for  at 


least  ten  days  after  operation.  Transfusions 
should  be  given  frequently,  as  the  AHF  once 
entered  into  the  circulation  soon  disappears. 
Using  such  considerations  we,  together  with 
Hoorweg  and  Stijn,  recently  performed  a 
gastric  resection  successfully  on  a young 
adult  hemophiliac  suffering  from  bleeding 
ulcers.  In  our  opinion  the  performance  of  an 
exchange  transfusion  twenty-four  hours  be- 
fore operation  is  not  logical  because  at  the 
time  of  surgery  the  AHF  has  already  largely 
disappeared  from  the  patient’s  circulation. 
Recently,  MacFarlane,  Biggs  and  Bidwell 
have  used  fractions  of  AHF  prepared  from 
bovines  plasma  or  from  plasma  of  pigs.  These 
fractions  are  much  richer  in  AHF  than  simi- 
lar fractions  from  human  plasma.  These  new 
fractions  have  already  been  used  successfully 
in  some  hemophiliacs;  nevertheless,  accord- 
ing to  MacFarlane,  they  should  be  used  only 
with  the  greatest  caution  because  of  the 
danger  of  severe  anaphylactoid  reactions  and 
the  development  of  anticoagulants. 

Specifically,  I wish  to  stress  three  points: 
(1)  It  is  more  reliable  to  judge  the  effect  of 
the  intravenous  administration  of  blood,  plas- 
ma or  AHF  preparations  by  the  influence  on 
prothrombin  consumption,  than  by  decrease 
of  the  clotting  time.  A more  reliable  method 
and  one  of  greater  practical  value  is  the  di- 
rect quantitative  determination  of  the  AHF 
concentration  in  plasma.  (2)  Together  with 
Paulssen  we  have  found  that  heparinized 
plasma  has  a greater  and  longer  lasting  ef- 
fect on  clotting  time  and  prothrombin  con- 
sumption than  citrated  plasma.  (3)  Repeated 
intravenous  administration  of  blood,  plasma 
or  AHF  preparations  have  the  potential  dan- 
ger that  an  anticoagulant  may  develop;  in 
such  case  the  patient  will  no  longer  respond 
to  transfusions.  Therefore,  these  should  be 
used  only  when  absolutely  necessary. 

Summary 

Our  knowledge  in  the  field  of  hemor- 
rhagic disorders  has  greatly  increased,  espe- 
cially our  insight  into  the  relation  between 
hemophilia  and  the  mechanism  of  blood  co- 
agulation. However,  it  remains  a complicated 
problem,  and  each  time  a new  fact  is  estab- 
lished we  have  to  recall  to  mind  the  words 
of  an  English  poet:  “Doubt  wisely.”  • 
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Serum  transaminase 
in  myocardial  infarction* 

K.  C.  Sawyer,  Jr.,  M.D.,  W.  C.  Robb,  M.D.,  and  E.  Koneman,  M.D.,  Denver 


A serum  transaminase  test  can  help 
establish  whether  or  not  your  patient 
had  a coronary  occlusion  when  the 
diagnosis,  even  with  EKGs,  is  in  doubt. 


Differential  diagnosis  of  chest  pain  is  one 
of  the  most  difficult  problems  presented  to 
the  practicing  physician.  This  is  especially 
true  when  the  diagnosis  of  acute  myocardial 
infarction  is  in  question.  While  the  diagnosis 
can  in  most  cases  be  confirmed  by  correlation 
of  clinical,  electrocardiographic  and  labora- 
tory data  there  is,  however,  a significant 
number  of  instances  where  an  unequivocal 
diagnosis  is  not  possible. 

For  some  time  there  has  been  a vigorous 
search  for  a diagnostic  aid  as  good  as  the 
electrocardiogram  and  more  specific  than  the 
white  blood  count  and  erythrocytic  sedimen- 
tation rate.  There  has  been  interest  in  recent 
medical  literature  devoted  to  the  develop- 
ment and  evaluation  of  serum  levels  of  glu- 
tamic oxaloacetic  transaminase  (GO-T)  as 
a diagnostic  aid  in  heart  and  liver  disease. 

It  was  because  of  this  new  concept  of 
diagnosis,  that  this  study  was  undertaken. 
One  hundred  six  consecutive  patients  with 
symptoms  suggestive  of  myocardial  infarc- 
tion have  been  studied,  and  an  attempt  has 
been  made  to  further  understand  the  merits 
of  serum  transaminase  in  the  establishment 
of  this  diagnosis. 


•Read  before  the  Colorado  Regional  Meeting  of  The  American 
College  of  Physicians,  Colorado  Springs.  Study  undertaken  in 
Presbyterian  Hospital,  Denver. 
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Tissues  containing  transaminase 

The  enzyme  glutamic  oxaloacetic  trans- 
aminase (GO-T)  is  widely  distributed  in 
human  tissues,  but  is  most  concentrated  in 
heart,  liver,  skeletal  muscle  and  kidney. 
Death  of  these  tissues,  in  most  instances, 
causes  release  of  the  enzyme  into  the  circula- 
tion. It  is  this  phenomenon  that  makes  serum 
determinations  of  the  enzyme  (GO-T)  valu- 
able in  ascertaining  whether  or  not  there  has 
been  tissue  damage. 

Many  investigators  have  shown  that  the 
concentration  of  enzyme  (GO-T)  in  the  se- 
rum rises  sharply  following  myocardial  nec- 
rosis in  a significant  number  of  cases  of 
myocardial  infarction.  It  was  felt  that  the 
magnitude  of  serum  enzyme  rise  was  valu- 
able in  estimating  size  of  the  infarction  and 
in  prognosis  of  the  case.^’®’®  There  was  also  a 
marked  rise  in  enzyme  activity  associated 
with  active  hepatic  disease;  however,  serial 
enzyme  levels  differed  greatly  with  reference 
to  magnitude  and  duration  from  those  seen  in 
myocardial  infarction.^'^’®’^°’“ 

Results  in  patients  with  angina  pectoris 
and  coronary  insufficiency  are  not  so  clearly 
defined.  Low  percentages  of  both  groups 
studied  showed  a significant  rise.®-®  This  was 
felt  to  be  diagnostic,  to  some  degree,  of  myo- 
cardial necrosis  associated  with  angina  or  in- 
sufficiency. Fifty  per  cent  of  cases  of  pul- 
monary embolus,  in  one  study,  showed  a mild 
rise  in  serum  enzyme  (SGO-T) . The  rise  oc- 
curred on  the  fourth  to  sixth  day  after  onset 
of  symptoms.®  In  cases  of  pericarditis  and 
myocarditis,  a rise  of  SGO-T  appears  to  be 
dependent  on  the  degree  of  associated  myo- 
cardial necrosis.^® 
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Method 

A total  of  106  patients  admitted  to  Pres- 
byterian Hospital  with  clinical  findings  in 
any  way  suggestive  of  acute  myocardial  in- 
farction were  placed  on  the  transaminase 
study. 

Clotted  blood  specimens  were  obtained 
immediately  upon  arrival  in  the  hospital,  and 
three  subsequent  specimens  were  obtained  at 
eight  hour  intervals.  Daily  specimens  were 
taken  until  the  level  had  stabilized  within 
the  normal  range,  or  until  all  evidence  of 
active  infarctive  process  had  stopped.  In  or- 
der to  compare  our  transaminase  readings 
with  established  diagnostic  tests,  white  blood 
counts  and  erythrocyte  sedimentation  rates 
were  performed  every  other  day.  Serial  elec- 
trocardiograms were  obtained  on  all  patients. 

All  determinations  were  done  within  two 
days  after  the  sample  was  drawn  and  were 
made  by  the  Sigma  Colorimetric  method. 
This  unit  of  transaminase  activity  corre- 
sponds to  that  established  hy  LaDue  in  his 
original  work.  Normal  values  set  up  in  our 
study  on  healthy  subjects  ranged  between 
ten  and  forty  units. 

Results 

, One  hundred  six  patients  in  all  were  ob- 
served in  this  study.  In  order  to  better  evalu- 
ate results,  these  patients  were  divided  into 
four  groups  according  to  final  diagnosis. 

Group  1,  myocardial  infarction:  Forty- 
eight  of  the  patients  studied  had  unequivocal 
clinical  and  electrocardiographic  evidence  of 
myocardial  infarction.  All  of  these  patients 
except  one  showed  a sharp  rise  in  the  serum 
transaminase  level  within  twelve  to  thirty- 


CUI^/E  OF  EVOLUTION  OF  MyOCAI^Ol^L  INFARCTION 


Figure  1 


six  hours.  The  enzyme  level  returned  gradu- 
ally to  the  normal  range  within  four  to  six 
days.  This  curve  is  similar,  in  all  respects,  to 
that  described  by  other  authors.  This  is  dem- 
onstrated in  Fig.  1. 

The  peak  values  found  covered  a wide 
range  between  60  and  270  units.  As  men- 
tioned earlier,  some  observers  feel  that  the 
peak  level  reflects  the  degree  of  myocardial 
damage.  It  was  impossible  on  the  basis  of 
clinical  and  electrocardiographic  data  to  con- 
sistently correlate  peak  levels  and  estimated 
size  of  the  infarcts. 

On  admission,  four  of  the  patients  with 
infarction  had  electrocardiograms  showing 
bundle  branch  block.  All  of  these  patients 
had  high  peak  levels  of  transaminase,  and 
the  diagnosis  of  infarction  was  later  con- 
firmed by  EKG  changes.  The  one  patient 
who  did  not  have  the  characteristic  rise 
had  EKG  changes  diagnostic  of  infarction. 

Five  patients  showed  a secondary  rise  in 
their  transaminase  following  extension  of  the 
infarct  that  was  characterized  by  pain,  hypo- 
tension and  EKG  changes  (Fig.  2). 


TEAWSAMINASE  CUEVE  SHOWlWS  EXTENSION  OF  MYOCAEOIAL  INFABCTIOM 


DAT'S  AFTER  INFAECTION 

Figure  2 

Criteria  for  diagnosis  of  infarction  includ- 
ed a compatible  clinical  story  associated  with  i 
EKG  changes  consistent  with  recent  injury 
and  the  ultimate  presence  of  significantly  ' 
large  Q waves. 

Group  2,  coronary  insufficiency:  Twenty-  • 
nine  of  the  patients  studied  were  diagnosed  f 
as  having  coronary  insufficiency.  Of  this  ^ 
group,  ten  patients  showed  a transaminase  • 
curve  of  evolution  consistent  with  that  found  . 
in  infarction.  The  curve  in  five  cases  was 
above  normal  levels  while  in  the  other  five 
cases,  the  curves  occurred  within  the  normal 
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range.  EKG  criteria  for  diagnosis  in  this 
group  were  ST  and  T wave  changes  without 
evidence  of  a significant  Q wave.  • 

Group  3,  angina  pectoris:  Eleven  patients 
with  angina  alone  were  observed,  and  only 
two  of  this  group  showed  an  enzyme  rise 
above  normal.  These  patients  had  recurrent 
angina  and  demonstrated  persistent  levels  of 
serum  transaminase  in  the  high  normal 
range  with  frequent  rises  to  sixty  units. 

Group  4,  miscellaneous:  Three  cases  of 
acute  pericarditis  and  three  cases  of  pulmo- 
nary embolus  were  studied.  One  case  of  pul- 
monary embolus  showed  a rise  of  SGO-T  to 
eighty-eight  units  on  the  fifth  day.  The  other 
cases  showed  no  change  in  enzyme  level. 

Remaining  cases  included  three  cases  of 
acute  cholecystitis,  three  patients  with  hi- 
atus hernia,  one  peptic  ulcer,  one  case  of 
gastroenteritis,  one  case  of  acute  bronchitis, 
one  cervical  osteoarthritis,  one  patient  with 
frequent  premature  ventricular  contractions 
and  one  case  of  pre-operative  hypotension. 
In  none  of  these  cases  was  a significant  ab- 
normality in  the  serial  enzyme  determina- 
tions noted. 

Thirteen  patients  in  the  series  expired  and 
autopsy  was  performed  on  ten.  Nine  exam- 
inations confirmed  previously  diagnosed  in- 
farctions with  characteristic  transaminase 
rises.  The  other  autopsy  was  on  one  of  the 
patients  previously  discussed  with  angina 
and  an  elevated  enzyme  level.  Examination 
of  this  heart  showed  evidence  of  old  severe 
myocardial  necrosis.  There  was  very  little 
viable  tissue  remaining. 

Conclusions 

1.  Results  of  this  study  infer  that  a high 
serum  glutamic  oxaloacetic  transaminase 
level  with  a typical  curve  of  evolution,  sup- 
ported by  either  clinical  or  EKG  evidence  of 
active  coronary  artery  disease,  justifies  the 
diagnosis  of  myocardial  infarction. 

2.  It  is  most  important  that  the  observer 
have  serial  determinations  of  enzyme  activ- 
ity, rather  than  single  isolated  values,  in  or- 
der to  arrive  at  valid  conclusions.  From  the 
experience  in  this  study,  it  is  recommended 
that  specimens  be’  obtained  at  zero,  twenty- 
four,  thirty-six  and  ninety-six  hours  after 


admission  to  the  hospital  in  order  to  get  a 
satisfactory  curve  of  evolution. 

3.  If  high  serum  transaminase  levels  are 
found,  it  behooves  the  observing  physician 
to  make  an  extensive  EKG  examination  of 
the  chest  in  search  of  a probable  infarction. 

4.  The  test  was  of  particular  value  in 
cases  where  the  EKG  was  masked,  as  in 
bundle  branch  block,  and  also  in  confirming 
extension  of  the  infarctive  process. 

5.  It  was  not  possible  consistently  to  cor- 
relate the  magnitude  of  enzyme  activity  with 
the  size  of  the  infarction,  nor  was  it  possible 
to  prognosticate  on  the  basis  of  the  height 
of  this  rise. 

6.  It  was  not  possible  fully  to  explain 
small  rises  (ten  to  twenty  units)  that  oc- 
curred within  the  normal  range.  However,  it 
is  felt  that  these  rises  probably  represent 
some  degree  of  myocardial  necrosis. 

7.  It  will  be  only  through  continued  study 
and  correlation  of  clinical,  laboratory  and 
autopsy  findings  that  the  true  value  of 
SGO-T  will  be  determined  in  the  diagnosis  of 
coronary  artery  disease.  • 
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Carcinoma  of  the  larynx 
and  World  War  F 

T.  E.  Beyer,  M.D.,  Denver 


An  insight  into  the  effect  of  human 
personality,  physical  health,  and  mental 
aberrations  upon  history. 


Throughout  history  the  destinies  of  mankind 
have  been  dependent  in  a large  measure  upon 
the  character  and  health  of  men  with  mili- 
tary and  political  power.  Extreme  examples 
of  the  far-reaching  and  disastrous  political, 
social,  and  economic  effects  of  mental  illness 
in  governmental  heads  have  been  amply  il- 
lustrated to  us  during  the  last  war.  Hitler 
was  a borderline  schizophrenic;  Mussolini,  a 
hypomaniac  and  Goering,  a constitutional 
psychopath.  But,  psychoses  in  masters  of  men 
are  not  the  only  hazards  man  has  to  contend 
with.  Less  spectacular,  but  fully  as  disastrous, 
was  the  illness  of  Frederick  III  of  Germany 
whose  untimely  death  resulted  in  the  acces- 
sion of  William  II  to  the  throne  of  Germany. 

“Unser  Fritz” 

Frederick  III,  as  crown  prince,  was  well 
equipped  by  nature  and  by  training  for  the 
regal  office  he  was  about  to  assume.  He  was 
a man  of  commanding  intellect  and  well  be- 
loved by  all  his  people  who  affectionately 
called  him  “Unser  Fritz.”  In  contrast  to  his 
father  and  to  Bismarck,  he  had  strong  demo- 
cratic leanings.  His  accession  was,  therefore, 
looked  forward  to  with  great  hope  by  a large 
part  of  the  German  nation. 

Frederick  was  married  to  the  daughter  of 
Queen  Victoria  of  England.  The  crown  prin- 

•Presented  at  a meeting  of  the  Colorado  Otolaryngological 
Society,  December  7,  1957. 
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Crown  Prince  and  Princess  of  Germany,  1887 


cess  was  a highly  intelligent,  strong  minded  , 
woman  who,  unfortunately,  failed  to  adapt  ; 
herself  to  the  manners  and  customs  of  the 
German  people.  Accordingly,  in  both  her  i 
social  and  political  associations,  she  remained  |j 
at  heart  a foreigner  in  her  adopted  country.  | 
When  their  first  son  (later,  William  II)  | 
was  born  with  a left-sided  brachial  palsy  she  1 
attributed  this  deformity  to  the  incompetence 
of  the  German  obstetricians.  As  he  grew  up 
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The  psychological  needs  of  the  elderly  confront  physicians  with  one  of  their  most 
perplexing  problems.  Perhaps  no  other  patient  group  suffers  so  much  from  emo- 
tional distress.  Yet,  precisely  because  of  their  age,  geriatric  patients  often  seem 
beyond  the  reach  of  tranquilizing  treatment. 


When  tranquilization  seems  risky  . . . 


They  are  too  much  beset  by  complicating  chronic  ailments,  too  susceptible  to 
serious  side  effects.  Ataraxia  is  clearly  indicated,  yet  the  doctor  cannot  risk  side 
reactions  on  liver,  blood  or  nervous  system. 


Is  there  an  answer  to  this  dilemma? 


We  feel  there  is.  In  four  recent  papers  investigators  have  reported  good  results  with 
ATARAX  in  patients  up  to  90  years  of  age.*  In  one  study,  improvement  was  “pro- 
nounced” in  76%,  “good”  in  an  additional  18.5%.*  atarax  has  been  successfully 
used  in  such  cases  as  senile  anxiety,  agitation,  hyperemotivity  and  persecution 
complex.*  On  ATARAX,  patients  became  “.  . . quieter  and  more  manageable.  They 
slept  better  and  demonstrated  improved  relations  with  other  patients  and  hospital 
personnel.  Even  their  personal  hygiene  improved,  and  they  required  less  super- 
visory management."* 


ATARAX  is  safe 


Yet  even  in  the  aged,  ATARAX  has  given  “no  evidence  of  toxicity. . . . Complete  liver 
function  tests  and  blood  studies  were  made  on  all  patients  after  two  months  of 
therapy.  . . . There  were  no  significant  abnormalities.”*  With  still  other  elderly 
patients  "tolerance  to  the  drug  was  excellent,  even  in  cases  where  the  patients 
were  given  relatively  high  doses.”*  Similarly,  no  parkinsonian  effects  have  been  ob- 
served on  ATARAX  therapy. 


Nor  does  atarax  make  your  patients  want  to  sleep  all  day.  Instead,  they  can  better 
take  care  of  themselves,  because  ATARAX  leaves  them  both  calm  and  alert.  In  sum, 
atarax  “.  . . does  not  impair  psychic  function  and  has  a minimum  of  side  effects. 
...  It  appears  that  atarax  is  a safe  drug.  . . ."* 


in  any 


These,  undoubtedly,  are  the  results  you  want  when  emotional  problems  beset  your 
geriatric  patients.  For  the  next  four  weeks,  won’t  you  prescribe  tiny  atarax  tablets 
rir  pleasant-tasting  ATARAX  syrup -both  so  readily  acceptable  to  the  elderly. 


‘Pocumentation  on  request 
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10  mg.  tablets- '.i- 6 years,  one  tab- 
let t.i.d.;  over  5 years,  two  tablets 
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she  cherished  a secret  grudge  against  this 
misshapen  boy  and  openly  displayed  a pref- 
erence for  her  healthier  children.  William 
sensed  the  hostility  of  his  mother.  Even  be- 
fore he  reached  maturity  he  was  convinced 
that  she  consciously  worked  for  English  as 
against  German  interests.  Thus,  he  acquired 
a passionate  hatred  of  everything  English, 
including  his  mother. 

Frederick’s  cold  and  hoarseness 

Now  Frederick  had  been  waiting  a long 
time  to  ascend  the  throne.  He  was  past  55 
years  of  age  and  anxious  to  gain  the  reins 
of  power.  In  January,  1887,  just  when  it  ap- 
peared that  his  father,  who  was  over  91, 


Gerhardt,  Professor  of  Surgery, 
University  of  Berlin 


would  be  called  to  his  reward,  he  developed 
a cold  and  hoarseness  which  did  not  respond 
to  treatment.  According  to  the  custom  of  the 
day  he  went  from  one  spa  to  another  but 
without  noticeable  improvement. 

Upon  his  return  to  Potsdam  in  March, 
1887,  Dr.  Gerhardt  on  indirect  laryngoscopic 
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examination  (direct  laryngoscopy  had  not 
yet  been  discovered)  pronounced  the  lesion 
polypoid  thickening  of  the  left  vocal  cord 
and  treated  it  by  galvano-cautery.  By  May 
the  growth  had  reappeared  and  there  was 
evident  immobility  of  the  left  cord.  Gerhardt 
and  Von  Bergmann  now  concurred  that  the 
lesion  was  malignant  and  advised  immediate 
thyrotomy  without,  however,  informing  the 
patient.  To  this,  neither  Frederick’s  father 
nor  Bismarck  would  consent. 

One  can  imagine  the  consternation  of 
Princess  Victoria  when  informed  of  the  fatal 
nature  of  her  husband’s  illness.  One  can  feel 
her  misgivings  of  entrusting  the  life  of  her 
mate  to  the  German  surgeons  whom  she  con- 
sidered nothing  less  than  humbugs.  Con- 
vinced, as  she  was,  of  the  pre-eminence  of 
the  English  medical  profession,  as  of  every- 
thing else  English,  she  summoned  from  her 
native  land  the  most  distinguished  laryngolo- 
gist of  England,  Sir  Morrell  Mackenzie. 

Conflicting  diagnoses 

Mackenzie’s  achievements  in  laryngology 
were  not  unknown  to  the  Germans.  Honors 
and  distinctions  had  been  conferred  upon 
him.  He  had  been  one  of  the  first  to  capitalize 
on  Garcia’s  discovery  of  the  laryngeal  mirror, 
and  Czermak’s  teaching,  and  in  1871  had  pub- 
lished a report  on  100  cases  of  laryngeal 
tumors.  Despite  his  professional  reputation 
and  eminence,  however,  Mackenzie’s  wel- 
come to  the  German  camp  was  far  from 
cordial.  Instead  of  corroborating  Gerhardt’s 
and  Von  Bergmann’s  diagnosis  of  malignancy, 
which  by  this  time  had  been  accepted  as 
final  by  the  German  medical  profession,  Mac- 
kenzie pronounced  the  prince’s  illness  to  be 
clinically  benign  and  amenable  to  treatment. 
The  resulting  schism  precipitated  the  most  j 
acrimonious  polemic  in  all  medical  literature.  [ 
Mackenzie  now  performed  two  biopsies,  j 
both  of  which  were  confirmed  by  Virchow  | 
as  non-malignant.  The  unquestioned  author-  i 
ity  of  Virchow,  of  course,  gave  added  weight  j 
to  Mackenzie’s  sanguine  prognosis.  Where-  ! 

upon  both  the  German  and  English  press  | 

extolled  his  professional  competence  and 
courage  in  having  saved  the  royal  patient 
from  the  hands  of  the  German  surgeons.  But,  j 
neither  Gerhardt  nor  Von  Bergmann  would  i 

be  gainsaid.  They  now  claimed  that  Macken-  } 

! 
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Von  Bergmann,  Consulting  Surgeon 


zie  had  performed  biopsies  upon  the  normal 
cord  so  as  to  confirm  his  clinical  diagnosis. 
This  was  obviously  untrue,  as  Virchow  had 
pronounced  the  lesion  to  be  pachyderma,  not 
normal  tissue. 

In  spite  of  Mackenzie’s  treatment  the 
prince  failed  to  improve.  He,  therefore,  pre- 
vailed upon  him  to  go  to  the  Isle  of  Wight  for 
a climatic  change  and  further  treatment.  To 
the  German  people  and  to  their  medical  pro- 
fession this  was  “the  most  unkindest  cut  of 
all”  for  it  practically  accused  their  renowned 
surgeons  of  lacking  the  required  skill  to  treat 
the  royal  patient.  Personal  spite,  jealousy, 
and  animosity  now  crept  into  the  pages  of  the 
English  and  German  reports.  The  Pall  Mall 
Gazette  described  Von  Bergmann  as  a sur- 
geon who  had  “never  completed  an  operation 
successfully.”  The  German  reptile  Press,  as 
Mackenzie  called  it,  now  alleged  that  he  was 
a Jew  and  that  his  real  name  was  Moritz 
Markowitz.  However,  neither  climatic  change 
nor  the  mutual  indictments  and  incrimina- 
tions of  the  English  and  German  press  bene- 
fited the  patient  and  he  was  obliged  to  return 


Sir  Morrell  Mackenzie,  Eminent 
Laryngologist  of  London 

to  Potsdam  in  the  fall  of  1887.  The  malig- 
nant nature  of  the  prince’s  illness  could  now 
no  longer  be  hidden.  At  court  the  courtiers 
were  whispering  the  word  of  terror  in  the 
anterooms  and  the  press,  as  might  be  ex- 
pected, began  to  speculate  upon  the  political 
consequences  of  Frederick’s  demise.  Macken- 
zie now,  belatedly,  admitted  the  cancerous 
character  of  the  prince’s  illness. 

JJnser  Fritz  reigned  100  days 

In  January,  1888,  an  emergency  trache- 
otomy was  performed  by  Von  Bergmann’s 
assistant,  and,  according  to  Mackenzie,  very 
badly  done.  In  March,  William  I died  and 
the  moribund  Frederick,  wearing  a trache- 
otomy tube,  was  crowned  emperor  of  Ger- 
many and  King  of  Prussia.  He  had  reigned 
only  one  hundred  days  when  his  son,  William 
H (Der  Kaiser) , ascended  the  throne.  To  the 
credit  of  Mackenzie  let  it  be  said  that,  in 
spite  of  repeated  threats  to  his  life,  he  re- 
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mained  with  his  patient  to  the  bitter  end. 
The  death  of  Frederick  III  did  not  terminate 
the  paper  war  regarding  his  illness.  On  the 
contrary,  it  intensified  the  feud  which  had 
embroiled  Mackenzie  with  the  German  sur- 
geons. The  literature  now  became  ablaze  with 
insinuations  and  innuendoes.  Injured  pride 
and  jeolousy  provoked  charges  bordering  on 
absurdity. 


Gerhardt  claimed  that  the  disease  had 
been  discovered  while  actually  “in  germ” 
thereby  insinuating  that  surgery  would  have 
cured  the  patient.  Von  Bergmann  asserted 
that  the  operation  proposed  was  no  more 
dangerous  than  that  of  inserting  a tube.  In 
defense,  Mackenzie  intimated  that  Gerhardt’s 
galvano-cautery  had  changed  a benign  to  a 
malignant  lesion.  Because  of  this  statement 
he  was  censured  by  the  Royal  College  of 
Surgeons. 


SURGERY  FOR  CARCINOMA 

OF  LARYNX 

PRIOR  TO  1889 

Europe  including  Russia 

No.  of 

3 yr.  5 yr. 

cases 

cure  cure 

Thyrotomy  

. 22 

2 

Partial  Laryngectomy  

35 

1 

Total  Laryngectomy  

138 

6 2 

There  are  as  many  discrepancies  to  the 
controversy  concerning  Frederick’s  illness  as 
there  are  to  the  altercation  at  Little  Rock.  In 
retrospect,  however,  certain  facts  appear  to 
be  well  established: 


1.  That  the  German  surgeons  arrived  at 
the  correct  diagnosis,  clinically,  without 
pathologic  confirmation. 

2.  That  Mackenzie  failed  to  make  the  cor- 
rect diagnosis  even  though  one  of  the  cardinal 
signs  of  an  infiltrative  lesion  was  present. 
He  says  in  his  book  that,  “the  affected  cord 
did  not  move  with  the  same  freedom  as  its 
fellow.” 

3.  That  is  view  of  cordal  infiltration, 
nothing  short  of  a total  laryngectomy  would 
have  saved  the  life  of  the  patient.  But,  in 
1887,  total  laryngectomy  was  attended  by  a 
very  high  rate  of  mortality. 

4.  That  Mackenzie’s  procrastination  inad- 
vertently prolonged  Frederick’s  life. 

Speculation  regarding  the  course  of  Euro- 
pean history  had  Frederick  lived  a normal 


Mackenzie  Memorial 
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i life  span  may  appear  futile,  yet  the  evidence 
. is  incontrovertible  that  his  untimely  death 
I and  the  accession  of  the  Kaiser  resulted  in 
; world  tragedy.  Frederick’s  biographers  are 
in  agreement  that  he  was  a noble,  peace- 
I loving  character.  As  Antony  says  of  Brutus, 
j|  “This  was  the  noblest  Roman  of  them  all. 

His  life  was  gentle  and  the  elements  so  mixed 
I up  in  him  that  Nature  might  stand  up  and 
say  to  all  the  world,  ‘This  was  a man.’  ” Fred- 
erick’s democratic  attitude  favored  domes- 
tic tranquillity.  International  relations  with 
France,  Russia,  and  England  were  cordial 


Dropping  the  Pilot 


and  there  appeared  to  be  every  prospect  of 
continued  world  peace. 

“Der  Tag” 

By  way  of  contrast,  the  Kaiser,  who  suc- 
ceeded him,  was  an  imperious,  saber-rattling 
Prussian  who  shared  with  Bismarck  and  the 
nobility  the  enthusiasm  for  the  glorious  Ger- 
man army.  His  maiden  proclamation  to  the 
army  was  prophetic.  He  concluded  by  saying, 
“Thus  we  belong  to  each  other.  I and  the 
army.  We  were  born  for  each  other.”  His 
conviction  that  he  was  a divine  institution 
induced  him  to  dismiss  Bismarck,  whose  wis- 
dom and  sagacity  had  guided  the  German 
ship  of  state  through  many  a political  storm. 
Not  content  with  Germany’s  place  in  the  sun, 
he  challenged  British  sea  power  by  building 
a navy.  The  personnel  of  the  navy  could  now 
join  with  that  of  the  army  by  toasting,  “Der 
Tag.”  The  historian,  Frank  J.  Simonds,  put 
it  tersely  when  he  said,  “World  War  I was 
‘made  in  Germany.’  ” 

“Der  Tag”  came  all  too  soon  with  the 
assassination  of  the  Archduke  Ferdinand  at 
Sarajevo  in  June,  1914.  The  Kaiser’s  morals 
were  those  of  Frederick  the  Great  and  Bis- 
marck. His  world  ambition  coupled  with  his 
burning  hatred  of  England  precipitated  the 
greatest  tragedy  in  all  human  history. 

In  conclusion.  Sir  Morrell  Mackenzie  out- 
lived his  illustrious  patient  by  only  four 
years.  In  spite  of  his  mistakes  he  was  vindi- 
cated by  his  confreres  who  recognized  in  him 
a man  of  sterling  character.  In  circumstances 
that  try  men’s  souls  he  remained  true  to  him- 
self and  to  the  noblest  traditions  of  his  pro- 
fession. His  memory  is  preserved  by  a beauti- 
ful marble  marker  placed  at  the  head  of  his 
grave  by  the  London  Laryngological  Society 
which  bears  the  following  quotation  from 
Longfellow’s  poem: 

Lives  of  great  men  all  remind  us 
We  can  make  our  lives  sublime 
And,  departing  leave  behind  us 
Footprints  in  the  sands  of  Time. 


ji  Cfl/lCer  of  the  panCTCaS  com.  from  40  i^Wise,  R.  E.,  and  Johnston,  D.  O.:  S.  Clin.  North  Amer.  699 

I — ^ — (June),  1956. 
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What  to  do 
when  the  doctor  leaves* 

Mrs.  Betty  Swords,  Denver 


I HAVE  A LARGE  BONE  TO  PICK  with  yOU  doctorS 
• — in  fact,  enough  large  bones  to  reconstruct 
a tyrannosaurus  rex.  You  tell  us  what  to 
do  until  the  doctor  comes;  but,  when  it  gets 
to  the  hard  part,  what  to  do  when  he  leaves? 
Nothing!  Say  a doctor  has  come  to  treat  my 
child’s  “cold”  (which  can  be  anything  from 
a runny  nose  to  pneumonia) , he  leaves  me 
with  my  mind  at  ease  but  my  hands  full  of 
prescriptions. 

“This  isn’t  aureomycin,”  says  the  druggist 
as  he  reverently  removes  a small  vial  from 
his  safe,  “it’s  newer.”  His  tone  assumes  that 
naturally  I wouldn’t  want  to  be  caught  using 
last  week’s  miracle  drug,  even  if  I will  be 
using  last  year’s  clothes  and  the  kids’  lolly- 
pops  will  have  to  be  severely  rationed. 

Really,  doctor,  I’m  the  old-fashioned  kind, 
and  it  doesn’t  embarrass  me  in  the  least  to 
use  last  week’s  or  even  last  year’s  miracle 
drug.  In  fact.  I’d  probably  be  using  arnica 
and  sassafras  if  I could  get  them  (and  knew 
what  they  were  for) . After  the  armored  car 
has  delivered  the  precious  medicines,  I find 
that  one  is  to  be  given  every  three  hours, 
one  every  four,  one  after  meals,  and  I’ll  be 
lucky  if  only  one  has  to  be  given  through 
the  night.  When  I have  two  sick  children 
I just  put  on  a large  pot  of  coffee  and  pre- 
pare to  make  a night  of  it.  I’ve  even  had  to 
make  a time-table  so  I won’t  find  myself  at 
two  in  the  morning  forcing  down  the  char- 
treuse goop  instead  of  the  shocking  pink. 

Why  is  it  that  medicines  must  be  so  vio- 
lently colored  and  just  as  violently  indelible? 


’Here  is  a timely  contribution  from  a housewife  and  mother. 
Read  it,  doctor,  and  see  yourself  as  others  bless  you.  Have  a 
chuckle,  but  don’t  overlook  its  serious  implication;  you  might 
detect  a hole  in  your  professional  relations  which  needs  a 
patch! 


I wish  the  druggists  would  label  each  bottle 
with  the  method  to  remove  the  stain.  Why, 
after  a mere  cold  my  children’s  pajamas  look 
as  though  they  had  been  tied  and  died!  The 
doctor,  coward  that  he  is,  has  sneaked  off 
and  I’ve  had  to  develop  my  own  methods  of 
giving  the  medicine  through  trial  and  error; 
the  “error”  being  still  visible  on  the  walls 
and  furniture  through  a new  coat  of  paint. 
I find  that  in  giving  the  medicine  (“giving” — 
ha!)  pinning  the  child  to  the  floor  with  the 
foot  is  not  advisable.  A knee  gives  much 
better  leverage. 


But  if  I have  to  administer  the  medicine 
single-handed,  here’s  how  I go  about  it.  First 
I wind  the  upper  part  of  the  child  in  a sheet, 
taking  care  to  leave  the  mouth  exposed.  Next 
I clamp  him  between  my  legs  and  get  a half- 
nelson on  his  head  (I  think  it’s  a half-nelson; 
I get  all  my  holds  from  the  wrestlers  on  TV) . 
Now  when  I get  the  medicine  to  his  mouth. 
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I blow  in  his  face  to  make  him  swallow.  The 
real  trick  is  for  me  to  blow  first.  After  the 
medicine  has  been  administered  — to  the 
walls,  floors,  parents  and  a liberal  coating  to 
the  child’s  outside  — the  question  always 
arises  whether  the  doctor  expected  that  to 
happen  and  prescribed  the  dosage  according- 
ly, or  do  we  have  to  do  it  all  over  again? 
Personally,  I maintain  the  doctor  has  had  a 
lot  of  experience  prescribing  for  children, 
and  let  it  go  at  that.  (I’m  a bit  of  a coward 
myself.) 

Of  course,  getting  the  medicine  down 
them  when  they’re  sick  isn’t  the  hardest  part, 
which  comes  when  the  doctor  says,  “He’s  do- 


ing fine;  just  keep  him  quiet  for  a couple  of 
weeks  and  continue  the  medicine.”  That’s 
when  life  really  gets  rough.  Now  the  child 
looks  upon  each  medicinal  foray  not  only  as 
a break  in  the  deadly  monotony,  but  as  a 
personal  challenge  as  well.  And  I discover 
that  he’s  been  watching  the  wrestlers,  too. 

Honestly,  don’t  doctors  have  children?  If 
they  have  ever  been  roped  in  on  one  of  these 
medicinal  battles,  I wish  they’d  remember 
it  the  next  time  they’re  prescribing  for  a 
child.  Either  that  or  include  a book  on  judo 
and  a straight  jacket,  small  size.  If  they  don’t, 
there  will  be  some  of  us  parents  needing  a 
straight  jacket,  large  size!  • 


Diagnosis  and  treatment 

of  strep  throat 

James  R.  Leake,  M.D.,  Littleton,  Colorado 


To  practice  ^‘good  medicine’  insofar  as 
strep  throats  and  rheumatic  fever 
prevention  are  concerned,  throat  cultures 
are  a must.  Here  is  described  how  each 
of  us  can  do  the  job  correctly. 

Awareness  of  the  potential  seriousness  of 
the  “strep  throat”  has  been  forcefully  awak- 
ened in  us  in  recent  years.  We  know  that  the 
strep  throat  itself  is  a toxic,  temporarily  dis- 
abling, disease.  We  know  that  the  typical 
case  is  manifested  by  sudden  onset  of  sore 
throat,  fever,  chills,  headache  and,  in  chil- 
dren, perhaps  vomiting.  We  know  that  an 
untreated  strep  throat  is  found  in  the  history 
of  most  new  nephritis  and  rheumatic  fever 
cases,  usually  one  to  two  months  previously. 
We  know  that  the  treatment  of  choice  for 
strep  throat  is  penicillin  to  which  the  or- 
ganism is  extremely  sensitive.  These  facts  we 
know  and  accept. 


Clinical  difficulties 

However,  there  are  other  facts  that  we 
know  but  frequently  ignore.  Not  all  cases  of 
strep  throat  can  be  recognized  clinically.  Or- 
dinary looking  sore  throats  may  be  caused  by 
beta  hemolytic  streptococcus.  Non-symto- 
matic  contacts  of  the  strep  throat  case  may 
have  streptococci  on  culture.  Severe  pharyn- 
gitis with  exudate  may  be  caused  by  an  ade- 
novirus, an  organism  on  which  penicillin  has 
no  effect.  We  know  that  the  usual  pharyn- 
gitis does  beautifully  on  one  or  two  days  of 
penicillin  i.m.  plus  two  to  three  days  more  of 
oral  penicillin.  But  the  American  Heart  Asso- 
ciation has  proved  that  although  the  beta 
hemolytic  streptococcus  is  sensitive  to  peni- 
cillin, it  is  not  irradicated  “for  sure”  by  less 
than  ten  days  of  penicillin  therapy.  In  other 
words,  when  we  give  Johnny  his  second  shot 
we  hope  we  have  treated  him  adequately  but 
are  not  sure.  We  repress  our  doubts  in  the 
office  while  we  hurry  on  to  the  next  patient. 
We  know  throat  cultures  are  available  to  help 
us  decide  absolutely  about  the  presence  or 
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absence  of  the  sinister  strep,  but  how  can  we 
send  every  sore  throat  down  to  the  local  lab 
or  hospital?  The  patients  resent  the  extra 
time  spent  for  what  to  them  may  seem  a 
minor  illness,  and  they  can  scarcely  afford 
the  extra  $5.00  charge  the  average  lab  will 
levy. 

Few  physicians  realize  that  in  a case  of 
pharyngitis,  extra  time  and  expense  can  be 
minimized  and  an  unsure  treatment  program 
prevented.  Bear  with  us  while  we  outline 
how  “you  too”  can  do  these  tests,  just  what 
your  initial  expense  and  equipment  will  be, 
and  what  you  can  reasonably  charge  the  pa- 
tient. These  (see  Figure  1)  are  the  items  of 
equipment  necessary: 


a.  SWABS 

b.  BLOOD  AGAR 

c.  ALCOHOL  UMP 

d.  WIRE  LOOP 

e.  INCUBATOR 


1.  Throat  swabs 

2.  Individual  wrappers  or  test  tubes  in 
which  to  autoclave  the  swabs  or  just  a sterile 
jar  (less  ideal) 

3.  Blood  agar  plates 

4.  Alcohol  lamp 

5.  Platinum  wire  loop  for  “streaking”  the 
plates 

6.  Incubator 


Laboratory  item  costs 

Let’s  start  with  the  last  item  first  since  it 
is  the  most  awesome.  True,  a regular  lab  type 
incubator  will  cost  about  $125  but  such  an 
instrument  is  not  required  for  the  office  prac- 
tice. A satisfactory,  accurate  incubator  can 
be  found  in  your  Montgomery- Ward  or  Sears- 
Roebuck  catalog,  $18.95  and  $22.95,  respec- 
tively (designed  for  hatching  chicken  eggs 
but  just  as  suitable  for  growing  bacteria). 
Incidentally,  just  putting  your  blood  agar 
plates  on  a radiator  or  under  a light  bulb  is 
not  satisfactory.  Those  organisms  which  are 
most  pathogenic  to  man  are  most  sensitive 
to  non-body  temperatures. 

The  wire  loop  can  be  ordered  from  surgi- 


cal supply  houses*  for  $2.10.  They  call  them 
“needles”  . . . you  make  the  “loop”  yourself. 
Throat  swabs  cost  $1.55  per  thousand  in  ten 
packages  of  100.  The  alcohol  lamp  you  prob- 
ably have  already.  It  costs  $.85  or  $1.05. 
Blood  agar  plates  can  be  obtained  at  a cost 
of  from  15c  to  50c  per  plate.  In  the  large 
cities,  where  petri  dishes  are  returned  to  the 
lab,  expense  is  minimal.  In  smaller  com- 
munities you  may  have  to  order  plates  by 
mail.  One  such  labt  sends  disposable  plastic 
culture  plates  at  50c  apiece  (cheaper  in  large 
lots) . 

Two  important  questions  should  now  be 
answered.  What  is  the  proper  technic  for 
swabbing  the  throat  and  streaking  the  plate? 
And  how  do  you  interpret  the  findings?  (i.e., 
what  does  the  beta  hemolytic  streptococcus 
look  like  on  a blood  agar  plate?)  We  will 
answer  both  questions  as  lucidly  as  possible 
but  remember  that  “a  picture  is  worth  10,000 
words.”  Visit  your  local  hospital  and  have 
the  lab  technician  demonstrate  proper  cul- 
ture technic.  Have  him  save  typical  “posi- 
tive” culture  plates  for  you  to  inspect.  You 
don’t  have  to  be  an  expert  to  recognize  the 
bug.  And  other  bugs  are  of  lesser  importance. 

Throat  culture  technic 

The  technic  is  as  follows:  After  examin- 
ing the  throat,  a sterile  swab  is  removed 
from  its  container.  Using  a tongue  depressor 
and  being  careful  not  to  touch  the  lips  or 
tongue,  the  swab  is  passed  vigorously  over 
the  tonsillar  areas  laterally  and  over  the 
posterior  pharynx.  Obviously,  the  best  areas 
are  those  covered  with  exudate.  Admittedly, 
in  some  squirming  youngsters,  a blind  stab 
at  the  back  of  the  throat  is  the  best  that  can 
be  done. 

The  still  moist  swab  is  then  rolled  and 
wiped,  without  delay,  onto  the  surface  of  the 
blood  agar  near  one  edge  of  the  plate  and 
the  swab  discarded.  Next  take  the  wire  loop 
(see  Figure  2) , sterilize  it  by  making  it  “red 
hot”  in  the  flame  of  the  alcohol  lamp,  cool 
it  by  touching  to  the  edge  of  the  agar,  then 
pass  it  back  and  forth  through  the  swabbed 
area  over  about  one  half  the  surface  of  the 
blood  agar  plate.  Turn  the  plate  one  quarter 


’Prices  quoted  are  from  A.  S.  Aloe  in  Denver. 

fHyland  Laboratories,  4501  Colorado  Blvd.,  Los  Angeles  39. 

Calif. 
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KEEP  PLATE  PROTECTED  HOLD  PLATE  VERTICALLY 

WHILE  FLAMING  LOOP  HOLD  LOOP  LIKE  A PENCIL 

Figure  2 

turn,  re-flame  the  wire  loop,  cool  it,  and 
pass  it  back  and  forth  as  before.  This  time 
the  streaks  will  be  at  right  angles  to  the 
first  streaks,  again  one  half  of  the  plate  will 
be  covered  (one  quarter  having  been  cov- 
ered twice,  leaving  one  quadrant  still  bare). 
Turn  the  plate  a final  quarter  turn,  re-flame 
and  cool  the  loop  and  streak  the  remaining 
quadrant,  starting  the  passes  in  the  previ- 
ously streaked  area.  Now  the  entire  plate 
has  been  utilized  (Figure  3) . The  reason  for 
this  procedure  is  to  dilute  out  the  bacteria 
so  that  individual  colonies  will  be  formed 
in  one  of  the  last  quadrants.  The  swabbed 
area  and  the  first  quadrant  will  have  a con- 
glomerate growth  in  which  individual  bac- 
teria are  impossible  to  identify.  The  inverted 
plate  is  put  in  the  incubator  at  a temperature 
of  37°  C (98.6°  F)  and  the  patient  is  given 
his  first  injection  of  penicillin,  if  there  is  no 
history  of  previous  allergic  reaction.  A dos- 
age of  300,000  to  600,000  units  of  rapid  acting 
procaine  penicillin  is  administered  depend- 
ing on  the  size  of  the  patient  and  the  severity 
of  the  sore  throat.  If  penicillin  cannot  be 
taken,  a broad  spectrum  antibiotic  should  be 
prescribed. 


Reading  the  culture 

When  the  patient  returns  24  hours  later 
his  throat  culture  is  read  (cultures  can  be 
ready  as  early  as  12  to  18  hours) . If  beta 
hemolytic  streptococci  are  present  they  will 
be  seen,  when  viewed  in  reflected  light,  to 
form  small  round  colorless  translucent  col- 
onies. They  are  not  unlike  colonies  of  some 
other  bacteria  with  one  striking  difference, 
the  presence  of  hemolysis.  This  is  manifested 
in  the  opaque  red  blood  agar  plate  by  a clear 
zone  surrounding  the  colonies  when  the  plate 
is  held  up  and  observed  by  transmitted  light. 
Most  bacterial  colonies  show  no  hemolysis 
on  culture.  Occasionally  “strep  viridans”  will 
show  a dirty  greenish  zone  of  incomplete 
hemolysis  surrounding  its  colonies.  “Hemo- 
philus hemolyticus,”  an  unimportant  organ- 
ism in  the  throat,  may  show  hemolysis  unless 
your  blood  agar  plates  happen  to  be  made 
with  sheep’s  blood  which  inhibits  the  growth 
of  this  particular  organism.*  If  you  are 
equipped  to  do  “gram  stains,”  pick  up  a few 
of  the  colonies  with  the  wire  loop,  smear 
them  on  a glass  slide,  fix  by  flaming,  stain 
and  you  will  find  hemophilus  hemolyticus 
to  be  a gram  negative  (pink)  rod.  “Hemo- 
lytic staphylococci,”  which  are  gram  positive 
like  the  streptococci,  produce  large  opaque 
yellow-white  colonies.!  When  not  sure,  as- 
sume the  bacteria  to  be  the  gram  positive 


*For  the  information  of  your  local  lab,  sterile  sheep’s  blood 
can  be  obtained  in  bottles  of  100  cc.  (enough  for  200  plates) 
from  The  Brown  Laboratory,  P.O.  Box  424,  Topeka,  Kansas. 
tThese  bacteria  can  sometimes  be  further  differentiated  by 
picking  up  a few  of  the  colonies  on  a wire  loop  and  putting 
them  in  a few  ccs.  of  H2O2  in  a small  test  tube.  Staphylococci 
will  cause  bubbles  to  appear. 


Between  steps,  turn  plate  1/4  turn,  flame  loop,  cool  it  in  Agar  and  streak  back  and  forth  as  shown. 
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beta  hemolytic  streptococcus.  It  is  better  to 
overtreat  than  undertreat  in  this  instance. 

Follow-up  procedure  next  day 

Check  the  patient  briefly  to  make  sure  he 
had  no  penicillin  reaction.  (If  he  did,  the 
reaction  should  be  quickly  controlled  since 
rapid  acting  procaine  penicillin  was  given.) 
If  hemolytic  streptococci  are  found  on  cul- 
ture and  the  patient  is  not  allergic  to  peni- 
cillin then  give  1.2  million  units  of  a long 
acting  penicillin*  which  will  give  a full  ten 
days  of  treatment.  For  children,  600,000  units 
is  sufficient.  If  preferred,  oral  penicillin  200,- 
000  units  three  times  a day  for  nine  days  can 
be  given  but  this  would  cost  the  patient 
about  $9.00  as  compared  to  about  $4.00  for 
the  “shot.”  If  a “positive”  culture  is  found 
in  one  member  of  a family,  it’s  an  excellent 
idea  to  obtain  throat  cultures  on  all  family 
members,  even  though  asymptomatic.  If  no 
beta  hemolytic  streptococci  were  found  in 
your  patient,  give  another  injection  of  pro- 
caine penicillin  or  a prescription  for  oral 
penicillin.  (Almost  any  sore  throat,  if  need- 
ing penicillin  at  all,  deserves  more  than  one 
day’s  treatment.) 

Costs  to  doctor  and  patient 

What  has  this  “extra”  procedure  cost  the 
doctor  in  an  individual  case?  Certainly  not 
more  than  $1.00  in  time  and  materials.  What 
will  this  sore  throat  cost  the  patient?  On  the 
first  day  he  may  pay  $3.00  for  the  office  call, 
$2.00  for  the  penicillin,  and  $1.50  for  the 


*Bicillin,  Wyeth  (benzathine  penicillin  G)  is  a satisfactory 
preparation. 


throat  culture,  a total  of  $6.50.  On  the  second 
day,  if  examination  is  needed  and  beta  hemo- 
lytic streptococci  were  found,  the  cost  would 
be  $3.00  plus  $4.00  for  the  long  acting  peni- 
cillin. This  adds  up  to  $13.50  for  diagnosis, 
ten  days  of  treatment,  and  a prophylaxis 
against  nephritis  and  rheumatic  fever.  Alter- 
nate procedures  and  costs  would  depend  on 
whether  or  not  beta  hemolytic  strep  were 
present,  and  whether  a second  exam  and  in- 
jection proved  to  be  necessary.  Charges  will 
vary,  of  course,  depending  on  prevailing  costs 
in  each  area.  Suggested  charges  are  based 
on  assumed  charges  of  $3.00  office  calls,  $1.50 
throat  cultures,  $2.00  penicillin  shots  and 
$4.00  Bicillin  shots. 

Summary 

The  potential  dangers  from  beta  hemo- 
lytic streptococci  infections  are  well  known. 
If  we  can  preserve  a family  by  preventing 
one  young  father  from  dying  the  relentless 
and  horrifying  death  of  nephritis  or  keep 
one  ambitious  mother  from  the  perpetual 
exhaustion  and  semi-invalidism  of  valvular 
heart  disease,  we  have  practiced  the  most 
rewarding  form  of  preventive  medicine.  The 
two  essentials,  how  to  diagnose  positively 
these  “simple”  sore  throats  by  throat  cul- 
tures, and  how  to  treat  properly  and  easily 
with  penicillin  these  “everyday”  infections, 
are  outlined  in  this  article.  • 


The  author  wishes  to  express  his  appreciation  to  bacteriolo- 
gists James  Tong  of  the  Denver  Veterans’  Administration 
Hospital  and  Virginia  Glasmann  of  Lowry  Air  Force  Base  Hos- 
pital in  Denver  for  their  help  and  advice  in  preparing  this 
paper. 


AMA  plans  new  exhibits  in  ’58 

To  reach  more  and  more  Americans  with  au- 
thentic up-to-date  health  information,  the  AMA’s 
Bureau  of  Exhibits  announces  a number  of  major 
plans  for  1958.  First,  a new  exhibit  titled  “How 
We  Breathe”  will  be  ready  for  bookings  after 
January  1,  1958.  This  exhibit  will  present  a three- 
dimensional  model  of  the  organs  involved  in 
breathing — the  nose,  pharynx,  larynx,  bronchial 
tubes  and  lungs.  Other  features  include  actual  pre- 
served human  lungs;  a unit  to  demonstrate  the 
mechanism  of  breathing  and  the  part  played  by 
the  diaphragm  and  rib  cage,  and  a section  show- 
ing the  exchange  of  oxygen  from  lungs  to  the 


blood  and  carbon  dioxide  from  blood  to  the  lungs. 

Two  other  exhibits  also  are  well  along  in  the 
planning  stages  for  next  year:  (1)  the  brain  and 
nervous  system,  featuring  a human  brain  em- 
bedded in  plastic,  and  (2)  the  endocrine  system. 
Further  details  will  be  announced  later. 

Finally,  small  editions  of  the  popular  “Life 
Begins”  exhibit  are  being  built,  incorporating  most 
of  the  information  in  the  large  exhibit,  but  dis- 
playing only  one  fetus  embedded  in  plastic.  Other 
fetuses  in  varying  stages  of  development  will  be 
shown  pictorially.  This  type  of  exhibit  is  extreme- 
ly lightweight  and  should  prove  most  attractive 
to  those  medical  societies  far  away  from  Chicago. 
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Foreign  body  granulomas  following 

hysterosalpingography 

DeWitt  Dominick,  M.D.,  Cody,  Wyoming 


Apparent  recurrence  of  pelvic  cancer 
proved  in  error  when  “metastases”  were 
found  to  be  foreign-body  granulomas 
resulting  from  Brominal  injected  through 
the  tubes  years  earlier. 


Symmers^  describes  the  simulation  of  cancer 
by  oil  granulomas  of  therapeutic  origin.  In 
six  cases  reported  by  him,  two  cases  under- 
went radical  surgery  of  the  pelvis  with  ex- 
cision of  the  rectum.  In  one  case  a radical 
mastectomy  was  done;  in  another,  castration 
was  carried  out,  all  before  the  histologic 
studies  revealed  the  true  nature  of  the  oil 
granulomas.  In  the  two  remaining  cases  he 
reports  timely  pathologic  diagnosis  of  oil 
granulomas  were  made  before  radical  sur- 
gery was  carried  out. 

Aaron  and  Levine-  report  endometrial  oil 
granulomas  following  hysterosalpingography. 
In  this  case  iodocholoral  was  used  which  was 
also  found  to  develop  endometrial  oil  granu- 
lomas. Cantar,  Camholtz  and  Smith®  describe 
fifty  cases  of  foreign  body  granulomas  follow- 
ing the  use  of  Salpix,  and  a case  simulating 
intra-abdominal  tuberculosis.  Bergman*  de- 
scribed foreign  body  granulomas  following 
salpingography  with  a contrast  media  con- 
taining carboxolmethylcellulose.  He  reports 
ten  cases  of  granulomas  on  the  ovaries.  Final- 
ly, Rubin®  reports  lipiodol  granulomas  local- 
ized in  the  fallopian  tubes  after  the  injection 
of  Diodrast.  He  describes  this  material  de- 
veloping granulomas  in  a matter  of  two  to 
three  days  and  persisting  for  years.  In  review 


of  the  literature,  no  reference  to  Brominal  or 
any  granulomas  resulting  therefrom  was 
found. 

CASE  REPORT 

Mrs.  H.  S.  is  a 46-year-old  mother  whose  illness 
began  in  April,  1954.  She  complained  of  a lump 
developing  in  the  lower  abdomen  and  of  failure 
to  menstruate  for  two  and  one-half  years.  Pelvic 
examination  revealed  a cervix  that  was  closed,  a 
small  cystocele  and  rectocele,  and  a mass  the  size 
of  a grapefruit  felt  possibly  to  be  in  the  uterus. 
Two  frog  tests  for  pregnancy  were  negative.  On 
May  14,  1954,  a dilitation  and  curettage  was  done. 
A stenosed  type  of  cervical  os  and  a small  uterus 
were  found.  The  abdomen  was  then  opened  and 
a right  ovarian  cyst  weighing  800  grams  presented. 
Right  salpingo-oophorectomy  and  appendectomy 
were  performed.  The  left  ovary  and  the  uterus 
seemed  to  be  normal.  Nothing  else  of  note  was 
found. 

This  patient  had  an  uneventful  course  and 
was  discharged  from  the  hospital  on  May  19,  1954. 
Dr.  James  B.  McNaught,  Professor  of  Pathology 
at  the  University  of  Colorado  School  of  Medicine, 
reported  the  cyst  to  be  a feminizing  mesenchy- 
moma. Dr.  E.  Stewart  Taylor,  Head  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  advised  that 
the  other  ovary  and  the  uterus  be  removed  as  a 
precaution.  (Dr.  Emil  Novak  recently  reported 
studies  of  ovarian  tumors  with  180  ovarian  granu- 
losa cell  and  thecomatous  tumors  in  which  25  per 
cent  showed  clinical  malignancy  with  10  per  cent 
of  these  being  bilateral.) 

Second  operation:  The  patient  did  well  until 
December,  1954,  when  she  bled  vaginally  for  five 
days.  She  reported  this  in  January  and  operation 
was  advised  on  the  presumption  that  she  probably 
had  metastatic  tumor  in  the  left  ovary.  On  January 
8,  1955,  the  abdomen  was  reopened  and  many 
small  seeds  of  tumor-like  masses  were  found  in 
the  cul  de  sac,  one  the  size  of  an  ovary  and  one 
on  the  left  ovary  the  size  of  a walnut.  It  was  felt 
that  probably  these  were  metastases  from  the  mes- 
enchymoma so  supravaginal  hysterectomy  and 
left  salpingo-oophorectomy  were  done  and  all  the 
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seeds  on  the  peritoneal  surface  that  could  be  found 
were  removed.  A small  seed  was  felt  on  the  liver. 
Pathological  studies  of  these  seeds  revealed  that 
they  arose  from  oily-like  substances.  There  was 
no  evidence  of  mesenchymoma. 


Fig.  1.  X-ray  taken  of  the  pelvis  of  the  patient 
following  her  third  surgical  operation.  The  date 
of  the  x-ray  is  April,  1955.  This  shows  the  opaque 
shadows  indicating  granulomatous  areas. 

These  findings  led  to  a more  rigorous  search 
into  the  past  history.  Review  of  slides  of  the  right 
ovary  containing  the  mesenchymoma  showed 
granulomatous  action  from  an  oily  substance.  It 
was  found  that  in  1941  she  had  had  sterility  studies 
elsewhere  by  another  physician  and  a uterosal- 
pingogram  had  been  done  with  a product  called 
Brominal.  Brominal  is  a brominated-ethyl-ester  of 
acids  from  olive  oil,  put  out  by  Abbott.  Report  by 
the  physician  at  that  time  said  that  “The  uterine 
cavity  was  normal  in  size  and  contour;  uterus  was 
in  good  condition.  There  was  a definite  spill  of 
the  Brominal  substance  into  both  sides  of  the 
pelvis.” 

Following  this  sterility  study  the  patient  be- 
came pregnant.  She  was  delivered  Sept.  1,  1942, 
after  four  days  of  labor  and  a difficult  forceps 
operation.  The  baby  did  not  survive.  She  became 
pregnant  again  in  1946  and  came  under  my  care. 
Because  of  the  past  history  she  was  delivered  by 
cesarean  section  of  a male  child,  October  4,  1946. 
At  this  cesarean  section  nothing  unusual  was 


noted  on  the  peritoneal  surface  of  the  uterus  or 
the  pelvic  floor. 

Recapitulation 

This  case  represents  several  important 
features.  First,  the  fact  that  the  patient  de- 
veloped a large  cystic  right  ovarian  tumor 
which  proved  to  be  mesenchymoma.  Second, 
that  the  granulomatous  type  tissue  found  at 
the  time  of  her  third  operation  was  not  noted 
by  previous  operators.  Finally,  that  the  his- 
tory of  a Brominal  injection  was  not  obtained 
until  after  receiving  the  pathology  report  of 
oil-containing  granulomatous  tissue. 

These  interesting  facts  prompted  a review 
of  the  literature  of  the  different  chemicals 
and  media  used  in  the  work  of  uterosalpingo- 
grams. 

Summary 

The  preceding  case  is  a study  of  a woman 
operated  on  for  a tumor  of  the  ovary  which 
was  found  to  be  a mesenchymoma.  Because 
of  the  fear  of  malignancy  following  mesen- 
chymomas (25  per  cent  in  a series  of  180 
cases  reported  by  Novak),  this  patient  was 
followed  and  when  she  had  symptoms  of 
bleeding  it  was  felt  the  left  ovary  should  be 
removed.  At  the  time  of  surgery  numerous 
implants  were  found  in  the  pelvis  which  ini- 
tially were  thought  to  be  metastasis  of  the 
mesenchymoma.  These  proved  to  be  granu- 
lomatous tissue  from  the  Brominal  injected 
in  the  uterus  fourteen  years  earlier.  At  the 
present  time  this  woman  is  perfectly  well.  • 

REFERENCES 

^Symmers,  W.  St.  C. : British  Medical  Journal,  Dec.  1955 — 2, 
1536-1539. 

^Aaron,  J.  B.,  and  Levine,  W.:  American  Journal  of  Obstetrics, 
Dec.,  1954,  68,  1594-1597. 

^Cantar,  H.  I.,  Camholtz,  J.  H.,  and  Smith,  A.  L.:  Obstetrics 
and  Gynecology  in  New  York,  1956,  171-174. 

^Bergman,  F.,  et  al.:  Stockholm,  Jan.  1955 — 43.  17-29. 
sRubin,  I.  C.,  Radiology  33—1939,  350. 


AMA  prepares  new  placement  aid 

A new  throw-away  leaflet — “Look  Before  You 
Leap” — is  being  produced  by  the  AMA’s  Physi- 
cians Placement  Service  as  a check  list  for  physi- 
cians seeking  a location.  Since  many  physicians 


still  apparently  are  not  aware  of  the  placement 
services  available  to  them  through  their  state 
medical  associations  and  the  American  Medical 
Association,  this  leaflet  will  be  distributed  in  ade- 
quate supplies  to  state  societies,  hospitals  and 
medical  schools. 
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Modern  virology* 


O.  S.  Philpott,  M.D.,  Denver 


If  one  were  to  write  a novel  or  slick  paper 
article  on  Viruses,  an  apt  title  would  be 
“The  Vagaries  of  Viruses.”  These  organ- 
isms have  been  known  for  several  generations 
but  only  recently  have  they  assumed  in- 
creased prominence  in  the  field  of  scientific 
medicine.  The  intense  investigation  of  infan- 
tile paralysis  undoubtedly  stimulated  in- 
creased interest  in  other  viruses.  Another 
contributory  factor  is  the  more  prevalent  use 
of  the  electron  microscope.  Most  viruses  are 
too  small  for  high  power  or  oil  immersion 
examination,  but  now  even  the  tiniest  of  these 
filterable  organisms  may  be  examined  and 
studied  and  many  heretofore  undisclosed 
secrets  are  being  revealed.  This  means  a num- 
ber of  unknown  diseases  may  now  be  classi- 
fied to  be  or  not  to  he  of  virus  etiology. 

Ordinarily  a virus  will  not  grow  on  an 
artificial  medium,  but  does  do  well  on  living 
animal  tissues.  It  is  also  now  known  that 
certain  viruses  are  very  specific  in  their  cul- 
ture requirements  and  need  specific  types  of 
cells  for  growth,  such  as  epithelial  cells, 
fibroblast  or  others.  When  these  necessary 
specific  cells  are  furnished,  virus  cultures 
may  be  maintained  indefinitely.  In  the  prepa- 
ration of  a proper  host  medium  there  has  been 
a revival  of  a process  described  as  trypsiniza- 
tion.  By  this  means  trypsin  is  used  in  prepar- 
ing a suspension  of  cells  as  a host.  This 
preparation  serves  a double  purpose  in  pro- 
viding an  excellent  culture  medium  and  also 
a ready  and  easily  available  source  of  host 
cells  to  study  for  pathologic  changes  produced 
in  those  cells  by  the  virus.  Cytopathogenic 
study  has  supplied  much  important  informa- 
tion and  is  aiding  in  the  intensified  study  now 
in  progress  regarding  certain  viruses.  Appar- 
ently the  viruses  are  highly  individualistic — 


•Read  at  the  St.  Joseph’s  Hospital  Clinics,  Aug.  8,  1957. 


some  cause  enlargement  of  the  cell,  as  in 
molluscum  contagiosum,  and  some  produce 
inclusion  bodies — some  without  visibly  af- 
fecting the  size  of  the  cell  produce  allergens 
or  toxins  and  these  may  indirectly  cause  very 
severe  consequences  such  as  encephalitis  or 
glomerulo-nephritis  sometimes  seen  in  small- 
pox. At  times  the  cytoplasm  bears  the  brunt 
of  virus  reaction  and  at  other  times  the  nu- 
cleus. Recently  the  University  of  Southern 
California  Medical  School,  through  Dr. 
Richard  Baker  and  his  associates,  has  made 
observations  on  the  growth  and  development 
of  the  measles  virus  in  human  cells  by  means 
of  combining  fluorescence  and  electron  mi- 
croscopy. This  technic  shows  promise  of 
becoming  a valuable  tool  in  the  study  of  and 
conquest  of  virus  infection. 

Study  of  nucleic  acids 
Viral  investigation  has  developed  another 
technic  which  has  proved  extremely  valuable. 
Formerly  tissue  cultures  were  so  overcome 
by  secondary  invaders  that  the  virus  under 
study  was  either  destroyed  or  obscured  by 
invading  micro-organisms  which  could  not  be 
controlled.  The  use  of  some  of  the  newer 
antibiotics  now  makes  it  possible  to  grow  pure 
virus  cultures  without  contamination. 

In  the  renewed  investigation  of  viruses, 
chemistry  has  not  been  neglected  and  is  yield- 
ing important  findings.  The  study  of  nucleic 
acid  has  been  especially  rewarding.  It  has 
been  reported  by  Dr.  Wendell  M.  Standley^ 
that  a virus  could  be  broken  down  into  many 
protein  and  nucleic  acid  sub-units  and  that 
these  could  be  re-assembled  to  form  the  large 
biologically  active  virus  once  again.  Dr. 
Standley  further  states  that  the  elucidation 
of  the  study  of  nucleic  acid  in  all  its  aspects 
is  the  most  important  scientific  problem  we 
face  today. 
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The  investigation  of  a virus  disease  is  gen- 
erally conducted  along  similar  lines  to  that 
which  we  have  long  used  for  infectious  dis- 
eases. The  objective  and  subjective  clinical 
symptoms  are  to  be  carefully  considered. 
Laboratory  investigations  include  scrapings, 
smears,  and  aspirations.  Biopsies  are  per- 
formed. Microscopic  examinations  are  carried 
out  because,  while  most  viruses  do  require 
the  electron  microscope,  there  are  virus  dis- 
eases such  as  chickenpox,  herpes  and  small- 
pox which  have  large  enough  organisms  to  be 
studied  under  the  ordinary  microscope.  Se- 
rum should  be  collected  in  the  proper  manner 
and  studied  for  complement  fixation,  agglu- 
tination, precipitation  or  neutralization  ef- 
fects. At  the  present  time,  with  the  exception 
of  the  more  commonly  performed  comple- 
ment fixation  test,  these  tests  are  so  time- 
consuming  and  laborious  that  the  expense  of 
doing  them  is  prohibitive  in  most  cases.  As 
was  stated  before,  many  viruses  require  live 
animal  cells  for  cultures,  but  animal  inocula- 
tion is  desirable  at  times.  A fertile  egg  mem- 
brane or  the  cornea  of  a rabbit  may  be 
impregnated  in  some  cases.  In  sudden  or 
unexplained  death,  postmortem  examina- 
tions, both  gross  and  microscopic,  are  essen- 
tial. 

Viruses  diseases  and  antibiotics 

At  the  present  time  the  therapy  of  most 
virus  diseases  is  largely  empiric  and  sup- 
portive. Vaccine  therapy  has  been  effective 
for  some  of  the  virus  diseases  and  offers  some 
promise  for  the  future.  Of  course,  there  was 


no  specific  treatment  for  poliomyelitis  until 
Dr.  Salk’s  vaccine  was  perfected  which,  for- 
tunately, has  proved  its  worth  many  times 
over  as  a preventive.  It  is  claimed  by  several 
that  some  antibiotics  such  as  chloramphenicol 
and  aureomycin  are  effective  viricides,  al- 
though the  latest  consensus  seems  to  point  to 
the  fact  that  those  diseases  supposedly  bene- 
fited were  not  true  viruses,  but  likely  Rick- 
ettsial infections.  There  are  arguments  ex- 
pressed for  and  against  the  use  of  antibiotics 
in  virus  diseases,  some  authorities  claiming 
their  use  to  be  more  harmful  than  beneficial. 
My  own  feeling  is  that  they  should  be  used 
in  selected  cases. 

Virology  is  one  of  the  last  unconquered 
medical  frontiers,  but  it  is  beginning  to  yield 
under  constant  bombardment.  For  this  rea- 
son, if  for  no  other,  it  seems  important  that 
all  physicians  should  be  more  familiar  with 
the  viruses. 

Medical  journals  carry  many  more  articles 
on  viruses  than  formerly  and  virus  research  is 
greatly  accelerated,  some  of  this  acceleration 
being  due  to  the  urgent  drive  to  solve  the 
etiology  of  cancer.  Many  competent  authori- 
ties think  that  the  answer  to  that  riddle  may 
lie  in  the  heart  of  a virus;  in  fact,  the  secret 
of  life  itself  may  reside  in  a virus,  for  re- 
searchers have  already  reached  a point  one 
step  to  an  inanimate  neucleotide — another 
step  to  a living  virus!  • 


^Standley,  Wendell  M.,  The  Virus  Etiology  of  Cancer.  Cancer 
Bulletin,  Vol.  7,  No.  3,  May,  1957. 


Montana  interim  session 

Make  plans  to  attend  the  11th  Annual  Interim 
Session  to  be  held  in  the  Veteran’s  Administration 
Center,  Fort  Harrison,  March  28-29. 


AMA  offers  aid  in  battling 
the  1040  form 

Don’t  let  those  income  tax  forms  get  you 
down!  Now’s  the  time  to  write  to  the  AMA  Law 
Department  for  its  new  booklet — “The  Federal 


Income  Tax  Guide  for  Physicians” — for  answers 
to  some  of  your  most  perplexing  tax  problems. 
This  timely  new  booklet  has  been  compiled  from 
court  decisions  as  well  as  rulings,  regulations  and 
publications  of  the  Internal  Revenue  Service.  It 
has  been  designed  to  give  physicians  a better 
understanding  of  their  rights  and  obligations  un- 
der federal  income  tax  laws.  The  Law  Depart- 
ment staff  has  only  one  word  of  advice:  Do  not 
consider  this  booklet  as  a substitute  for  the  serv- 
ices of  a personal  tax  advisor!  Incidentally,  this 
material  is  also  scheduled  to  appear  in  the  Journal 
of  the  AMA. 
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Malpractice  claims  in  Colorado 

A seven-year  study  by  the  Medicolegal  Committee 


This  seven-year  study  of  “malpractice” 
claims  in  Colorado  covers  the  years  1950  to 
1956,  inclusive.  It  supplements  the  five-year 
study  reported  in  The  Rocky  Mountain  Med- 
ical Journal  in  August,  1956.  It  is  not  feasible 
to  include  the  year  1957  in  the  present  sta- 
tistics because  many  of  the  more  recent  cases 
are  in  the  process  of  negotiation  or  litigation. 

During  the  seven  years  under  considera- 
tion, 123  monetary  claims  have  been  made 
against  Colorado  physicians  for  alleged  neg- 
ligence or  “malpractice.”  This  is  a ratio  of 
one  claim  per  annum  to  eighty-nine  physi- 
cians. The  average  number  of  claims  per  an- 
num was  eighteen. 

Distribution  of  claims  by  years 


1950  18  claims 

1951  16  claims 

1952  16  claims 

1953  19  claims 

1954  21  claims 

1955  12  claims 

1956  21  claims 


Total  123  claims 

Distribution  of  claims  by  specialties 

Surgery  46  claims 

General  Medicine  20  claims 

Orthopedics  19  claims 

Obstetrics  16  claims 

Neuropsychiatry  6 claims 

Anesthesiology  4 claims 

Otolaryngology  4 claims 

Roentgenology  3 claims 

Pediatrics  2 claims 

Ophthalmology  2 claims 


Total  123  claims 


Fifty-seven  of  the  123  claims  resulted  in 
monetary  payments,  either  by  settlement  out 
of  court  or  by  court  action.  Thus  46  per  cent 
of  the  claims  against  physicians  were  sus- 


tained. Payments  to  claimants  averaged  $3,- 
157.01.  The  largest  individual  payment  in 
seven  years  was  $13,000. 

Total  payments  to  claimants  over  the 
seven-year  period  amounted  to  $179,949.46. 
Legal  costs  for  defense  amounted  to  $76,- 
073.59.  If  these  figures  are  totalled,  then  av- 
eraged for  the  seven  years  and  divided  by 
the  number  of  members  in  the  Society,  the 
result  shows  the  average  annual  insurance 
cost  per  member.  This  figure  is  $25.05. 

Some  explanation  should  be  made  regard- 
ing figures  that  precede  and  follow.  The  fig- 
ures on  losses  and  legal  costs  are  furnished 
by  the  insurance  companies.  The  committee 
is  indebted  to  them  for  their  courteous  co- 
operation. In  calculating  averages  over  a 
seven-year  period  we  are  confronted  with  a 
variable  membership,  which  has  increased 
from  1,336  to  1,649  members.  Accordingly,  we 
have  studied  each  year  separately,  and  have 
averaged  the  results.  Among  the  claims  for 
1956,  there  are  still  five  cases  to  be  closed. 
When  the  results  of  these  claims  are  known, 
there  may  be  a slight  modification  in  the 
present  statistics,  but  the  change  will  not  be 
substantial. 

The  statistical  nature  of  a “claim”  should 
be  explained.  We  have  considered  a suit 
against  two  or  more  doctors  as  one  claim 
when  there  is  only  one  cause  of  action.  Yet 
a patient  may  sue  an  entire  clinic,  hoping  to 
collect  money  from  someone.  In  such  cases 
the  insurance  carriers  may  be  put  to  addi- 
tional expense  in  defending  two  or  more 
physicians.  These  additional  items  of  ex- 
pense are  included  in  our  present  study. 

As  previously  mentioned,  payments  to 
claimants  over  the  seven-year  period  amount- 
ed to  $179,949.46.  The  distribution  by  years 

is  as  follows:  continued  on  68 
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a new  era 


in  sulfa  therapy 


ONLY  ONE  TABLET  A DAY 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced  even 
further  than  that  recommended  earlier.'  Now,  clinical  evidence  has  established 
that  a single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  per- 
formance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract 

infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum 
convenience  and  acceptance  to  patients 

NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  t^lets  or  4 teaspoon- 
fuls of  syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls  of 
syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated, 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

SYRUP;  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finlana,  M.:  J_.  Clin.  Med.  49:410,  1957. 


LEDERLE  laboratories  division,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
♦Reg.  U.  S.  Pat.  Off. 
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Payments  to  claimants 


1950  $ 29,775.00 

1951  14,200.00 

1952  52,500.00 

1953  13,113.01 

1954  37,386.45 

1955  8,500.00 

1956  24,475.00 


Total  $179,949.46 

The  cost  of  defense,  as  already  stated, 
amounted  to  $76,024.09.  The  break-down  fol- 
lows: 

Cost  of  defense 


1950  $ 19,289.34 

1951  7,417.72 

1952  15,558.00 

1953  13,377.74 

1954  5,263.67 

1955  6,094.44 

1956  9,072.68 


Total  $ 76,073.59 

A study  of  the  ratio  of  defense  costs  to 
monetary  payments  shows  that  the  insurance 
carriers  are  spending  approximately  42  cents 
out  of  every  expense  dollar  for  attorneys’ 
fees  and  other  incidentals  to  defense.  This 
emphasis  on  defense  is  highly  gratifying. 
Often  it  is  cheaper  for  the  insurance  carrier 
to  settle  a claim  for  its  nuisance  value  than 
to  fight  it  through  the  courts;  yet  any  un- 


warranted payment  invites  additional  claims 
in  kind. 

The  Medicolegal  Committee  studies  each 
case  carefully  in  conference.  These  meetings 
are  attended  by  the  defendant  physician,  his 
insurance  attorney,  and  at  times  by  con- 
sultants when  the  committee  needs  specialist 
information.  When  a claim  appears  to  be 
valid,  the  committee  recommends  prompt 
settlement;  otherwise  it  recommends  vigor- 
ous defense — even  to  the  Colorado  State  Su- 
preme Court.  The  soundness  of  this  policy 
is  reflected  in  the  favorable  insurance  ex- 
perience reported  above.  Many  states  have 
far  greater  losses  in  proportion  to  their  medi- 
cal population. 

It  behooves  a physician  to  be  foresighted 
in  his  defense.  Surprisingly,  in  our  study  we 
found  that  six  physicians  did  not  carry  medi- 
cal liability  insurance.  One  doctor  had  let 
his  insurance  lapse.  A few  doctors  carry  in- 
surance which  is  inadequate.  It  is  a fact  of 
life  that  there  are  always  a few  lawyers  who 
are  willing  to  sue  doctors.  Here  the  lawyer  , 
loses  nothing;  but  the  doctor  may  lose  a great 
deal. 

THE  MEDICOLEGAL  COMMITTEE 

W.  Walter  Wasson,  M.D. 

William  A.  Liggett,  M.D. 

Samuel  B.  Child,  M.D. 

Fred  H.  Hartshorn,  M.D. 

H.  G.  Harvey,  Jr.,  M.D. 

C.  S.  Bluemel,  M.D.,  Chairman. 


One  step  ahead  of  Blue  Shield? 

Someone  has  said  that  our  profession  must  al- 
ways be  one  step  ahead  of  Blue  Shield.  This  is 
roughly  equivalent  to  saying  that  the  horse  should 
be  in  front  of  the  cart.  The  main  point  is  that  we 
doctors—for  our  own  sake  as  well  as  for  the  good 
of  our  patients — must  always  lead  and  guide  this 
prodigious  child  of  ours.  Blue  Shield — not  vice 
versa. 

Fifteen  years  is  not  a long  period  in  the  brief 
span  of  the  average  man’s  adult  life.  Yet,  fifteen 
years  ago  Blue  Shield  was  little  more  than  a 
gleam  in  the  eyes  of  a few  groups  of  doctors  in 
various  parts  of  the  U.  S.  A.  Today  Blue  Shield 
is  a nationwide  association  of  medically-approved 
non-profit  prepayment  plans  that  are  now  paying 
aggregate  benefits  at  a rate  of  more  than  half  a 
billion  dollars  per  year  for  covered  services  ren- 
dered by  physicians. 


These  seventy-odd  locally-sponsored  and  local- 
ly controlled  plans  are  engaged  in  an  endless  ef- 
fort to  help  our  profession  provide  an  ever  : 
greater  degree  of  medical  care  security  to  more 
than  forty  million  Blue  Shield  subscriber-mem- 
bers. 

If  Blue  Shield  has  a big  job  to  do,  we  doctors 
have  a bigger  one,  for  Blue  Shield  is  “our  baby” 

— to  nurture  and  direct.  We  cannot  escape  the  > 
ultimate  responsibility  for  what  Blue  Shield  is, 
and  for  what  it  shall  become.  Nor  would  any  of  u 
us  want  to  deny  our  profession  the  credit  for  r 
having  built  this  mechanism  that  serves  as  a c 
bridge  of  mutual  benefit  between  doctors  and  ? 
patients. 

We  doctors  need  Blue  Shield — and  Blue  Shield  f 
needs  the  guidance  that  only  our  profession  can  : 
give  it,  if  Blue  Shield  is  to  do  the  job  for  which 
we  created  it. 
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EFFfCTIVE,  DEPENDABLE  THERAPY  FOR  VAOINITIS 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported^  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt^  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management.  J.  M. 
A.  Alabama  25:182  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L. : Pruritus 
Vulvae,  North  Carolina  M.  J.  16:510  (Dec.)  1955. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Those  who  are  trying  to  follow  the  course  of 
medical  legislation  find  an  unusual  situation  de- 
veloping in  this  session  of  Congress.  All  of  Wash- 
ington is  being  subjected  to  forces,  some  com- 
pletely new,  that  often  work  at  cross-purposes  to 
each  other.  The  result  could  be  a moratorium  on 
health  legislation — or  again  it  could  be  a flood 
of  new  laws. 

At  the  start  of  the  session,  a new-born  interest 
in  science  completely  dominated  the  scene — by  a 
frantic  spending  of  billions  of  dollars  we  would 
overtake  Russia.  That  was  the  theme  in  Washing- 
ton, and  it  persisted  despite  a few  quiet  voices  that 
asked  whether  Russia  really  had  far  outdistanced 
the  U.  S.  or  was  merely  exploiting  a slight  ad- 
vantage. 

Even  before  the  American  satellite  started  on 
its  orbit,  some  of  the  panic  had  subsided,  and 
most  of  the  legislators  had  decided  that  advent 
of  the  space  age  had  not  removed  all  of  the  old 


problems  and  opportunities  in  legislation  and  poli- 
tics. The  familiar  issues  were  still  there,  medical 
panaceas  included. 

The  shock  of  Russian  achievements  will,  at  any 
rate,  produce  legislation  designed  to  shore  up  our 
educational  system.  This  seems  to  be  generally 
accepted.  For  the  medical  profession,  two  provi- 
sions are  of  major  interest.  Scholarships  would  be 
either  four  years — possibly  six — offering  some  as- 
sistance to  pre-med  students  and  in  some  cases  to 
those  in  their  first  year  of  medical  school.  Also, 
fellowships  would  be  available  for  medical  and 
other  graduates  if  they  wanted  to  teach  or  go  into 
research. 

The  administration’s  idea  was  a program  that 
would  cost  a billion  dollars;  several  leading  Demo- 
crats joined  in  a bill  proposing  three  billion  dol- 
lars as  a stimulant  to  mathematics  and  science. 

But  there  are  other  factors  to  be  reckoned 
with.  For  the  first  time  a President  set  down  in 
black  and  white  in  his  budget  just  how  he  pro- 
posed to  withdraw  the  federal  government  from 
some  activities,  or  limit  its  participation,  and  turn 
the  programs  back  to  the  states.  Mr.  Eisenhower 
wants  to  slow  down  on  the  Hill-Burton  hospital 
construction  program  and  change  its  emphasis,  he 
wants  to  mesh  in  some  veterans’  benefits  with 
social  security  payments,  he  would  have  the  states 
do  more  and  the  U.  S.  less  in  public  assistance 
(where  medical  payments  are  a growing  factor), 
and  he  hopes  to  get  Congress  to  drop  the  $50 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 
comprehensive  conM  Q||E||||Q||||  YQIN 

SULFASUXIDINE  * PECT  J N-KAOL IN-NEOM YCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 


BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 

LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 

Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA 
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million  a year  program  of  grants  to  help  build 
water  treatment  plants. 

Whether  Congress  will  follow  the  President’s 
lead  in  the  back-to-the-states  movement  is  another 
question.  At  least  he  has  said  specifically  what  he 
thinks  should  be  done,  and  when. 

There  was  no  expectation  that  the  Russian 
scare  would  dilute  politics  this  election  year — and 
it  hasn’t.  If  anything,  the  partisans  are  struggling 
harder  than  ever  to  make  records  that  will  reflect 
glory  on  them  next  November.  Some,  of  course, 
would  be  pressing  for  their  projects  regardless 
of  the  election. 

So  this  is  the  prospect,  in  brief: 

The  Defense  Department  and  science  will  get 
the  major  attention  and  the  major  money,  but 
some  may  spill  over  into  medicine. 

There  is  some  interest  in  a tight  domestic 
budget  and  returning  certain  activities  to  the 
states,  but  old  fashioned  politics  combined  with 
a fear  of  a continuing  recession  may  again  open 
up  the  federal  purse. 

Medical  legislation,  always  a popular  subject, 
may  get  more  and  more  attention  as  the  session 
rolls  on.  If  so,  the  Forand  bill  among  others  would 
come  immediately  to  the  fore. 

Notes 

Several  developments  in  the  legislative  field 
on  Jenkins-Keogh  bills  came  early  in  the  session. 
The  American  Thrift  Assembly,  representing  some 
10  million  self-employed,  urged  favorable  House 
Ways  and  Means  action,  and  the  American  Medical 


Association  pointed  out  that  the  proposal  for  tax 
deferment  of  money  paid  into  retirement  plans 
could  help  solve  the  problem  of  maldistribution 
of  physicians. 

In  the  Senate,  a majority  of  the  Small  Business 
Committee  introduced  a tax  relief  bill  with  a J-K 
provision.  The  section  would  allow  anyone  not 
now  benefiting  from  a qualified  pension  plan  to 
set  aside  10  per  cent  of  annual  income  ($1,000, 
maximum).  The  bill  went  to  Senate  Finance  Com- 
mittee. 

A limited  number  of  medical  scientists  from 
this  country  and  Russia  will  give  lectures  in  each 
other’s  countries  this  year  in  an  exchange  pro- 
gram worked  out  by  the  State  Department  and 
the  Soviet  government.  Also  planned  are  ex- 
changes of  medical  journals  between  medical  li- 
braries and  of  medical  films.  All  these  are  part 
of  a broad  scientific,  cultural  and  educational  pro- 
gram between  the  two  nations.  Details  haven’t 
been  worked  out.  ' 

Six  members  of  the  Health  Resources  Ad- 
visory Committee  have  been  named  by  Defense 
Mobilizer  Gordon  Gray.  The  committee,  headed 
by  Dr.  Elmer  Hess,  advises  government  on  health 
and  medical  problems  in  time  of  war  or  national 
emergency.  Members  are  Dr.  George  C.  White- 
cotten,  Oakland,  Calif.;  Dr.  Franklin  Yoder,  Chey- 
enne, Wyo.;  Dr.  Mary  Louise  Gloechner,  Con- 
shocken.  Pa.;  Harold  Oppice,  DDS,  Chicago;  Dr. 
William  Walsh,  Washington,  D.  C.;  and  Frances 
Graff,  RN,  Grand  Rapids,  Mich. 
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WYOMING 


We  are  proud  of  Wyoming’s  excellent  representa- 
tion. 


Postgraduate  course  in  allergy 
June  16-19,  1958, 


Wyoming  physicians  attend 
post-graduate  course 

Eighteen  Wyoming  physicians  attended  the 
General  Practice  Review  held  at  the  University 
of  Colorado  Medical  Center,  Denver,  Colorado, 
January  13-18,  1958.  Those  who  attended  were 
as  follows:  Lester  F.  Allison,  Powell;  James  W. 
Anderson,  Lovell;  Walter  Cockley,  Cheyenne;  R. 
L.  Fernau,  Riverton;  S.  J.  Giovale,  Cheyenne; 
David  W.  Gregg,  Greybull;  E.  J.  Guilfoyle,  New- 
castle; M.  J.  Hannum,  Gillette;  E.  George  Johnson, 
Douglas;  L.  D.  Kattenhorn,  Powell;  John  A.  Kne- 
bel,  Buffalo;  R.  E.  Kunkel,  Thermopolis;  N.  E. 
Morad,  Casper;  E.  C.  Ridgway,  Cody;  K.  N. 
Roberts,  Casper;  P.  M.  Schunk,  Sheridan;  Kayo 
Smith,  Torrington;  Nels  A.  Vicklund,  Thermopolis. 
Total  attendance  was  254,  from  thirty  states. 


Jackson  Hole,  Wyoming 

Herbert  J.  Rinkel,  M.D.,  F.A.C.P.,  Guest  Director, 

IN  COOPERATION  WITH  THE  E.N.T.  SECTION  OF 
THE  Wyoming  State  Medical  Society 

Monday,  June  16,  1958 
9:00-9:30 — Introduction  to  Allergy. 

9:30-10:00 — Basic  Immunology  and  Terminology. 
10:00-11:00 — The  Symptoms  of  Allergy. 

11:00-12:00 — History  Taking  and  Analysis  of 
Symptoms. 

Noon  recess — Group  luncheon. 

1:30-2:30 — Physical  Examination  of  the  Allergic 
Individual. 

2:30-3:30 — The  Differential  Diagnosis  of  Chest 
Syndromes. 

3:30-4:30 — The  Etiology  of  Pollenosis  (Slides). 

continued  on  76 
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Average  prophylactic  dose: 

1 tablet  four  times  daily. 
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Bottles  of  100. 


LAiOft ATORIES  new  vork  II.  i 


for  March,  1958 


73 


Symptomatic  relief  of  aches,  pains,  fever,  coryza,  and  rhinorrhea  associated 
with  upper  respiratory  tract  infections. 


Prevention  of  secondary  pyogenic  infections  due  to  tetracycline-sensitive  or 
ganisms  — which  often  follow  viral  infections  of  the  upper  respiratory  tract. 


LABORATORIES  INC.  SYRACUSE,  NEW  YORK 


MEDICATION 


“flu,”  “grippe,”  “virus”  and  the  common  cold 


Tetrex- 


with 


TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Each  rmEX~APC  WITH  BRI5TAMIN  Capsule  contains: 


A broad’Spectrum  antibiotic 

TETREX  (tetracycline  phosphate  complex) 125  mg. 

* Si  {tetracycline  HCI  aefivity) 


.i. 


An  established  anafgesic>antipyretic  combination 


Aspirin  ........... 

Phenocetin 





Caffeine  


150  mg; 

....120  mg. 
30  mg. 


.A  dependable  antihistamine 


BRISTAMIN  (phenyltoloxamifie,  Bristol) 25  mg. 


Dosage;  Adults  1 2 capsules  ot  onset  of  symptoms,  followed  by  2 capsules  3 or  4 
times  a day  for  3 to  5 days,  C/ti'/cfren,  6 to  12  yrs.:  One-half  adult  dose. 

Supplied:  Bottles  of  24  and  100  copsuies. 
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Tuesday,  June  17,  1958 

9:00-10:00 — The  Role  of  Non-Pollen  Inhalants. 
10:00-11:00 — The  Technic  of  Making  and  Number- 
ing Solutions. 

11:00-12:00 — The  Whealing  Response  of  the  Skin. 

Noon  recess — Group  luncheon. 

1:30-2:30— The  Diagnosis  and  Therapy  of  a Simple 
Dust  Case. 

2:30-3:30 — The  Co-Seasonal  Usage  of  Titration. 
3:30-4:30 — The  Perennial  Use  of  Titration. 

Evening 

7:30-8:30 — Round  Table  Discussion  followed  by  a 
30-minute  travelogue. 

Wednesday,  June  18,  1958 

9:00-10:00 — The  Effect  of  Seasonal  Variations  in 
the  Management  of  Clinical  Allergy. 

10:00-11:00 — The  Importance  of  Seasonal  Varia- 
tions in  Airborne  Allergens. 

11:00-12:00 — Evaluation  of  Co-Seasonal  or  Peren- 
nial Treatment  of  the  Inhalants. 

Noon  recess — Group  luncheon. 

1:30-2:30 — The  Diagnosis  of  Penicillin  and  Tri- 
chophyton Allergy. 

2:30-3:30 — The  Nature  of  Food  Allergy. 

3:30-4:30 — The  Diagnosis  of  Food  Allergy. 

Evening 

7:30-8:30— Round  Table  Discussion  followed  by  a 
30-minute  travelogue. 

Thursday,  June  19,  1958 

9:30-10:00 — The  Diagnosis  of  Foods  in  the  E.N.T. 
Office. 

10:00-11:00— Migraine. 

11:00-12:00 — The  Coordination  of  Inhalant  and 
Food  Tests. 

Noon  recess — Group  luncheon. 

1:30-3:30 — The  Clinical  Application  of  Titration 
and  Individual  Food  Testing. 

3:30-4:00 — Questions  Concerning  Seasonal  Hay 
Fever  and  Asthma. 


4:00-4.30 — Questions  Concerning  Food  Allergy, 
Penicillin  and  T.O.E. 

For  reservations  write  directly  to  Russell  I. 
Williams,  M.D.,  Chairman,  Fourth  Floor,  Hynds 
Building,  Cheyenne,  Wyoming. 


Physicians  delivering  100  or  more  infants 

The  Wyoming  Department  of  Public  Health 
has  released  its  annual  list  of  Wyoming  physicians 
delivering  100  or  more  live  babies  in  the  preceding 
year.  The  figures  are  for  the  calendar  year  1957, 
and  the  list  includes  sixteen  physicians. 


1.  Clarke  M.  Young,  Casper  300 

2.  Robert  H.  Bowden,  Casper  282 

3.  Bernard  J.  Sullivan,  Laramie  255 

4.  Bane  T.  Travis,  Cheyenne  ...228 

5.  Ralph  O.  Shwen,  Cheyenne  172 

6.  Otis  Schleyer,  Cheyenne  169  ! 

7.  Edward  W.  McNamara,  Rawlins  150 

8.  A.  A.  Engelman,  Worland  144 

9.  John  Straub,  F.  E.  Warren  AFB  132 

10.  G.  Myron  Harrison,  Rock  Springs  132 

11.  Guy  M.  Halsey,  Rawlins  125 

12.  Jack  Lipman,  F.  E.  Warren  AFB 121 

13.  Glenn  W.  Koford,  Cheyenne  113 

14.  Theodore  L.  Holman,  Casper  112 

15.  John  H.  Waters,  Evanston  105  ^ 

16.  David  W.  Gregg,  Greybull  100 


Obituary 

O.  S.  PAVY 

Odra  S.  Pavy,  M.D.,  71,  Laramie,  died  at  his 
home  Tuesday,  January  21,  1958. 

He  was  born  in  Greensburg,  Indiana,  March 
21,  1886.  He  was  educated  at  Franklin  College, 
Franklin,  Indiana,  and  received  his  medical  degree 
from  the  University  of  Cincinnati  College  of  Medi- 
cine in  1922.  He  interned  at  St.  Anthony’s  Hospital, 
Denver,  Colorado.  Wyoming  licensure  was  re- 
ceived on  December  30,  1922.  He  practiced  for  a 
few  years  in  McFadden  but  for  the  last  thirty- 
three  years  practiced  in  Laramie. 

He  is  survived  by  his  wife. 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

of  DENVER 

NON-SECT  ARIA  N— NON-PROFIT 

Providing  medicinal  and  surgical  aid  to  sick  and  crippled  children  of  the  Rocky 

Mountain  Region 

Approved  by  The  Joint  Commission  on  Accreditation  of  Hospitals 
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NOW...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

‘‘Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris.  Circulation  (Jan.)  1958. 


'Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Dr.  Walter  Wasson,  Denver,  Colorado, 
awarded  highest  honor  of  American 
College  of  Radiology 

Dr.  Walter  Wasson,  center,  Denver,  Colorado, 
radiologist,  receives  congratulations  from  two 
Denver  colleagues  following  Dr.  Wasson’s  receiv- 


ing the  Gold  Medal  of  the  American  College  of 
Radiology  at  special  ceremonies  in  connection 
with  the  medical  organization’s  35th  annual  meet- 
ing in  Chicago,  Feb.  7,  1958.  Dr.  John  S.  Bouslog, 
left,  is  a Past  President  of  the  College  of  Radi- 
ology and  the  Colorado  State  Medical  Society  and 
is  associated  with  Dr.  Wasson  in  the  practice  of 
radiology  in  Denver.  Dr.  K.  D.  A.  Allen  admiring 
medal,  right,  also  from  Denver,  is  a member  of 
the  College’s  governing  body,  the  Board  of  Chan- 
cellors. Gold  Medal  award,  only  the  eighteenth  in 
nearly  forty  year  history  of  the  College  of  Radi- 
ology, is  presented  for  outstanding  contributions 
to  this  medical  specialty.  Past  recipients  include 
Mme.  Marie  Curie,  famous  discoverer  of  radium. 


Pueblo  County  Medical  Society 
25th  Annual  Spring  Clinics 

April  25  and  26,  1958 

All  meetings  will  be  held  at  the  Minnequa  Club  in 
Pueblo. 

Program 
Friday,  April  25 
Afternoon 

1:00 — Registration.  Woman’s  Auxiliary  in  charge. 
Presiding,  Walter  S.  Johnson,  M.D. 

2:00 — Invocation. 

Welcoming  address  by  Eugene  B.  Ley,  M.D.,  Presi- 
dent, Pueblo  County  Medical  Society. 

2:15 — “The  Surgical  Management  of  Carcinoma 
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of  the  Cervix,”  Joseph  W.  Kelso,  M.D.,  Professor 
of  Gynecology,  School  of  Medicine,  University  of 
Oklahoma. 

3:00 — Intermission  to  view  exhibits. 

3:30 — “Diagnosis  and  Treatment  of  Cancer  of  the 
Breast,”  J.  Garrott  Allen,  M.D.,  Professor  of  Sur- 
gery, University  of  Chicago. 

4:15 — Question  period. 

4:45 — Adjourn. 

Evening 

7:30 — Chuck  Wagon  Dinner,  Minnequa  Club.  Dress 
Western. 

Saturday,  April  26 
Morning 

9 :30 — Registration. 

continued  on  82 
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there  Is  one  tranquiliier  clearly  Indicated  in  psptiC  UlCSr. 


*Te8t8  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”’- 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax  : 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATAHAX  is  “the  safest  of  the  mild  tran- 
quilizers.”® (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

iUppSiid;  lO,  2S  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  plot  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

rSfitiflOiS;  1.  Striib,  I.  H.  t Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.t  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  IS- 
IS, 19ST. 


New  York  17,  New  York 

Division^  Chas.  Pfizer  & Inc, 
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helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult, ..  because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That's  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. . .available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg,;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2,25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5,0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg, 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest,  Edward  J.,  and  Todd.  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  o.  522;  p.  1074-5. 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 


Organization  cont.  from  78 


Presiding,  Kon  Wyatt,  M.D. 

10:00 — “The  Evaluation  of  Steroid  Drugs  in  the 
Treatment  of  Rheumatism,”  C.  S.  Gillmor,  M.D., 
Attending  Physician,  St.  Joseph’s  Hospital,  Kansas 
City,  Mo. 

10:45 — View  exhibits. 

11:15 — “Surgery  of  the  Gallbladder,”  J.  Garrott 
Allen,  M.D. 

12:15 — Luncheon  and  question  period.  Presiding, 
L.  L.  Ward,  M.D. 


Special  public  service  award 

The  House  of  Delegates  unanimously  approved 
the  presentation  of  a special  award  to  television 
station  KLZ,  Denver,  at  its  Midwinter  Clinical 
Session  Thursday,  February  20,  1958. 


Afternoon 

Presiding,  Robert  D.  Schilling,  M.D. 

2:00 — “Gynecologic-Urologic  Accidents  and  Their 
Management,”  Joseph  K.  Kelso,  M.D. 

3:00 — View  exhibits. 

3:30 — “The  Rehabilitation  of  the  Rheumatoid 
Arthritic  Patient,”  C.  S.  Gillmor,  M.D. 

4:30 — “We  Can  Crash  Without  Injury,”  Horace  E. 
Campbell,  M.D.,  Vice  Chairman,  Committee  on 
Automobile  Injuries,  American  Medical  Associa- 
tion. 

5:15 — Question  and  answer  period. 

5:30 — Adjourn. 

Evening 

6 :30 — Refreshments. 

7:30 — Banquet.  Formal. 

Be  sure  to  see  the  Cornell-Liberty  Mutual  Survival 
car. 


Presentation  of  the  award  was  made  by  Presi- 
dent Clare  C.  Wiley,  left,  to  Mr.  Hugh  Terry, 
right.  President  of  KLZ-TV,  at  the  Society’s  ban- 
quet that  evening.  Inscribed  upon  the  certificate 
is  the  following  memorial:  \ 

In  appreciation  of  outstanding  services  ren- 


82 


Rocky  Mountain  Medical  Journal 


You  • ••••  C3.ri  order 
REPRINTS  of  any 
feature  article  or  adver- 
tisement appearing  in 
The  Rocky  Mountain 
Medical  Journal 


(Orders  must  be  placed  within 
30  days  of  date  of  publication) 

The  cost  is  very  reasonable.  For 
further  information  write  to 
your  Medical  Journal  business 
or  editorial  office,  or  to — 

Publishers  Press 

{Printers  of  The  Rocky  Mountain 
Medical  Journal) 

T830  Curtis  Street,  Denver,  Colorado 


COCKS-CLARK 

ENGRAVING  CO. 

PHOTOENC RAVERS 
DESIGNERS 


2200  ARAPAHOE  $T. 
DENVER  2,COLORADO 


PROMPT  SERVICE 


dered  toward  furtherance  of  the  ideals  and  pur- 
poses of  this  Society  in  producing  the  television 
series  “MILE  HIGH  MEDICAL  REPORT.”  Given 
by  Order  of  the  House  of  Delegates  of  The  Colo- 
rado State  Medical  Society  at  its  Clinical  Session 
February  20,  1958. 


Obituaries 

JAMES  FRANKLIN  MORNING 

Dr.  James  F.  Morning  died  in  Santa  Monica, 
California,  November  9,  1957,  from  the  effects  of 
a broken  right  hip. 

Dr.  Morning  viras  born  in  Brookfield,  Missouri, 
August  2,  1868.  As  a high  school  student  he  worked 
in  a drug  store,  studied  pharmacy,  and  became  a 
registered  pharmacist  at  the  age  of  19.  He  then 
entered  the  University  of  Iowa  College  of  Medi- 
cine but  transferred  later  to  the  Rush  Medical 
College,  and  was  graduated  in  1891. 

Dr.  Morning  started  to  practice  in  Yutan,  Ne- 
braska, before  returning  to  Chicago  for  post- 
graduate training  in  eye,  ear,  nose  and  throat. 
He  came  to  Denver  in  1900  and  practiced  until 
his  retirement  in  1950. 

Dr.  Morning  was  interested  in  allied  fields  and 
was  lecturer  on  the  faculty  of  the  University  of 
Denver  Dental  School  in  histology,  pathology  and 
bacteriology  from  1909  to  1919.  He  was  a long- 
time member  of  the  American  Medical  Associa- 
tion and  of  the  Colorado  State  Medical  Society. 
The  latter  society  honored  him  with  a 50-year 
pin  shortly  after  his  retirement. 

WILLARD  JUSTIN  WHITE 

Dr.  Willard  J.  White  of  Longmont,  Colorado, 
died  January  20,  1958,  after  a three  months’  ill- 
ness. He  was  born  in  W^allingford,  Vermont,  April 
19,  1872,  and  received  his  medical  degree  from 
Barnes  Medical  College,  St.  Louis,  in  1896. 

Dr.  White  practiced  medicine  in  Illinois  before 
moving  to  Longmont  in  1900  where  he  practiced 
until  his  retirement  in  1950.  During  World  War  I 
Dr.  White  served  with  the  Army  Medical  Corps 
until  December,  1920.  He  held  the  rank  of  major 
in  the  medical  officers  reserve  corps  for  many 
years  following  his  active  service. 

Dr.  White  served  on  the  faculty  of  the  Uni- 
versity of  Colorado  Medical  School  from  1902  to 
1914  while  it  was  located  in  Boulder  and  taught 
in  the  law  school  until  he  entered  military  service. 
He  was  active  in  the  Boulder  County  Medical 
Society  and  was  a member  of  several  national 
medical  societies. 

Dr.  White  showed  a definite  interest  and  as- 
sumed an  active  role  in  civic  affairs.  For  several 
years  he  was  the  city  physician  and  fire  chief  and 
served  on  the  Board  of  Education  for  Longmont 
for  twenty  years,  half  of  the  time  as  its  president. 

In  1950,  at  the  time  of  his  retirement.  Dr.  White 
was  honored  at  a dinner,  where  a plaque  was  pre- 
sented to  him  inscribed,  “Presented  to  Dr.  Willard 
J.  White,  dean  of  Longmont  physicians,  by  pro- 
fessional associates  of  many  years.” 
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New  Mexico  doctors  take  stand 
on  welfare  problem 

The  New  Mexico  Medical  Society,  with  a 
membership  of  509  physicians,  has  been  in  the 
middle  of  a complex  and  controversial  political 
storm  during  the  last  few  weeks  over  the  handling 
of  the  state’s  welfare  program. 

State  President  Samuel  R.  Ziegler  reports  that 
after  long  and  heated  debate  and  much  publicity, 
the  Welfare  Department  accepted  the  Society’s 
offer  to  render  free  medical  care  to  welfare  pa- 
tients rather  than  accept  a further  reduction  in 
payments  from  the  welfare  fund.  The  schedule 
originally  accepted  by  physicians  represented 
roughly  one-fourth  of  a doctor’s  usual  fee. 

The  doctors’  offer  came  after  the  State  De- 
partment of  Public  Welfare  claimed  that  because 
of  a gradual  increase  in  the  number  of  patients 
the  medical  pool  fund,  established  in  1952  with 
state  and  federal  money,  was  running  dry.  The 
fund  is  used  to  provide  medical,  surgical,  hospital, 
dental,  and  nursing  care  and  drugs  for  welfare 
patients. 

The  Department  of  Public  Welfare  wanted  the 
doctors  to  reduce  their  fees.  The  doctors  said  “no” 
to  that  plan  and,  instead,  offered  to  give  free 
medical  care.  The  Welfare  Department  agreed  to 
accept  the  offer  which  is  to  be  effective  from 
January  31  to  June  30,  at  which  time  the  physi- 
cians will  meet  with  Welfare  Department  officials 
and  review  the  experience.  Doctors  hope  that 
meanwhile  the  department  will  institute  and  en- 
force better  screening  of  applicants  in  the  depart- 
ment’s thirty-one  county  offices. 


Component  society  officers  named 

New  officers  have  been  elected  in  several 
component  societies  of  the  Utah  State  Medical 
Association.  The  doctors  who  will  be  holding  the 
reins  for  1958  are  as  follows: 

Box  Elder  County — President,  A.  J.  Mohr;  Vice 
President,  J.  G.  Felt;  Secretary,  Grant  M.  Reeder; 
Councilor  to  USMA,  D.  L.  Bunderson. 

Cache  Valley — President,  George  W.  Gasser; 
Vice  President,  C.  L.  Payne;  Secretary,  Reed  M. 
Broadbent;  Councilor  to  USMA,  C.  J.  Daines. 

Central  Utah — President,  Dean  Rigby;  Vice 
President,  Morris  Fine;  Secretary,  L.  H.  Stewart; 
Councilor  to  USMA,  Stanford  Rees. 

Salt  Lake  County — President,  Dean  Spear; 
President-Elect,  John  F.  Waldo;  Secretary,  Donald 
E.  Smith;  Treasurer,  Emil  G.  Hohnstrom;  Coun- 
cilor to  USMA,  R.  W.  Sonntag. 

Southern  Utah— President,  Arnold  L.  Graff; 
Vice  President,  G.  R.  Aiken;  Secretary,  A.  G. 
Noorda;  Councilor  to  USMA,  James  S.  Prestwich. 

Uintah  County — President,  Vernon  C.  Young; 
Vice  President,  Tyrell  R.  Seager;  Secretary,  Ver- 
non C.  Young;  Councilor  to  USMA,  R.  Bruce 
Christian. 

Utah  County — President,  John  M.  Bowen;  Vice 
President,  Preston  G.  Hughes;  Secretary,  W. 
Doyle  Cranney;  Councilor  to  USMA,  Ralph  Jor- 
genson. 

Weber  County — President,  Warren  B.  West; 
Vice  President,  Floyd  W.  Seager;  Secretary,  Gale 
H.  Keyes;  Councilor  to  USMA,  I.  Bruce  McQuarrie. 

Carbon  County — President,  John  K.  Wright; 
President-Elect,  O.  W.  Phelps;  Secretary,  A.  R. 
Demman;  Councilor  to  USMA,  A.  R.  Demman. 


CAMBY 


Camby  says,  CAMBRIDGE  DAIRY  has  be@n 
producing  QUALITY  MILK  for  Denver  babies  since  1892.'' 


We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 

SKyline  6-3651  690  So.  Colorado  Blvd. 
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ACHROCIDIN 

TETRACYCLINE-ANTiHISTAMtNE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  offering  in  one  tablet  the 
drugs  often  prescribed  separately  for  treating  upper  respira- 
tory infections. 

Traditional  and  nonspecific  nasopharyngeal  symptoms 
of  malaise  and  chilly  sensations  are  rapidly  relieved,  and 
headache,  muscular  pain,  and  pharyngeal  and  nasal  dis- 
charges are  reduced  or  eliminated. 

Early  effective  therapy  is  provided  against  such  bacterial 
complications  as  sinusitis,  otitis,  bronchitis  and  pneumonitis 
to  which  the  patient  may  be  highly  vulnerable  at  this  time. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  reduced 
according  to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (Sugar-coated) 

Each  tablet  contains: 

Achromycin®  Tetracycline 125  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  1 00 


SYRUP  (Lemon  -lime  flavored) 

Each  teaspoonful  (5  cc.)  contains: 
Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl  ..  125  mg. 


Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


actenitis 


bronchitis 


pneumonitis 


checks 

symptoms 


prevents 

sequelae 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

*Trodemark 
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when  you  encounter 

• respiratory  infections 

• gastrointestinal 
infections 

• genitourinary 
infections 

• miscellaneous 
infections 


for  all 

tetracycline-amenable 
infections, 
prescribe  superior 


SUMYCIN 

Squibb  Tetracycline  Phosphate  Complex 


In  your  patients,  sumycin  produces: 


1.  Superior  initial  tetracycline  blood  levels— faster  and  higher 
than  ever  before— assuring  fast  transport  of  adequate  tetra- 
cycline to  the  site  of  the  infection. 


Squibb 

Squibb  Quality— 
the  Priceless  Ingredient 


2,  High  degree  of  freedom  from  annoying  or  therapy-inter- 
rupting side  effects. 


Supply: 

Sumycin  Capsules  (per  Capsule) 


Tetracycline  phosphate 
complex  equiv.  to 
tetracycline  HCl  (mg.) 


Packaging : 
Bottles  of  16  and  100 


Sumycin  Suspension  (per  5 cc.)  125 
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(per  cc.— 20  drops) 


2 oz.  bottles 
10  cc.  dropper  bottles 
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Obituary 

R.  R.  SIGLER 

Richard  Robert  Sigler,  M.D.,  of  Bozeman,  Mon- 
tana, died  in  Mesa,  Arizona,  on  January  2,  1958. 
Dr.  Sigler  was  a graduate  of  the  University  of 
Louisville  School  of  Medicine,  1924.  After  serving 
a residency  at  the  Mayo  Clinic,  he  moved  to  Boze- 
man in  1928  to  engage  in  the  general  practice  of 
medicine.  He  retired  from  active  practice  in  1946 
because  of  ill  health  and  became  a prominent 
cattle  breeder  in  the  Gallatin  Valley.  Dr.  Sigler 
was  a Fellow  of  the  American  College  of  Surgeons 
and  of  the  International  College  of  Surgeons.  He 
was  also  a member  of  this  Association  and  the 
American  Medical  Association. 


Publication  rales  and  suggestions  to  authors 

1.  Who  may  submit  articles.  The  size  of  Rocky 
Mountain  Medical  Journal  ordinarily  permits  ac- 
ceptance only  of  articles  prepared  by  members  of 


the  state  societies  we  serve,  by  guest  speakers  at 
the  official  meetings  of  these  state  societies,  and 
by  guest  speakers  at  local  meetings  within  our 
region.  Further,  in  order  to  represent  our  five- 
state  membership  as  fairly  as  possible,  this  Journal 
seldom  accepts  more  than  one  scientific  article 
by  the  same  author  in  any  one  year.  All  authors 
should  bear  in  mind  that  subjects  of  wide  general 
interest,  rather  than  those  relating  to  narrow 
specialty  problems,  are  preferred. 

2.  Method  of  preparation.  All  material  for  pub- 
lication (yes,  all,  from  scientific  articles  down  to 
the  smallest  item  of  organization  news)  must  be 
typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  each  page  con- 
secutively numbered,  and  preferably  on  standard 
8V2  X 11  inch  plain  white  paper.  Carbon  copies 
are  not  acceptable;  material  must  be  original  type- 
writing, on  paper  heavy  enough  to  permit  editing 
(“onion  skin”  or  similar  extra-thin  paper  cannot 
be  accepted).  In  the  case  of  all  scientific  material, 
the  title  of  the  article  and  the  author’s  name,  city 
and  state  must  appear  at  the  top  of  the  first  page. 
The  titling  or  signing  of  organization  news  items, 
editorials,  and  other  non-scientific  material  is  a 
matter  of  choice  to  be  determined  jointly  by  the 
appropriate  state  editor  and  the  author  or  source 
of  the  material.  If  physician  authors  possess  more 
than  one  degree,  the  M.D.  only  is  used.  Lesser 
degrees  of  non-M.D.  authors  or  co-authors  may 
be  used.  Second  and  subsequent  pages  of  articles 
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in  eaeh  tablet). 


TMB-200 


Supply; 

No.  880,  PMB-200 
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5830 


for  March,  1958 


87 


should  be  identified  in  the  upper  left-hand  corner 
of  the  page  with  the  consecutive  page  number  and 
the  author’s  surname.  The  last  page  should  carry, 
after  the  close  of  the  article,  the  author’s  exact 
mailing  address. 

3.  Where  to  submit  material.  All  material  sub- 
mitted for  publication  must  be  sent  to  the  ap- 
propriate editor  for  the  state  in  which  the  material 
originates.  These  editors,  with  their  mailing  ad- 
dresses, are  listed  monthly  on  the  “mast-head” 
page  of  the  Journal  (the  second  page  in  the  front 
advertising  section).  Scientific  articles,  case  re- 
ports and  any  other  scientific  material  should  be 
sent  to  the  Scientific  Editor  for  that  state.  Edi- 
torials, presidential  addresses,  correspondence,  so- 
ciety news,  announcements,  programs,  personal 
items,  and  all  other  non-scientific  material  should 
be  sent  to  the  Associate  Editor  for  that  same 
state. 

4.  Acceptance  or  rejection.  The  appropriate 
editor  will  (1)  tentatively  accept  the  article,  (2) 
return  it  to  the  author  with  suggestions  for  re- 
vision, or  (3)  reject  it.  Material  he  approves  he 
will  edit  and  forward  to  the  publication  office  in 
Denver  for  final  checking  and  scheduling.  An 
article  which  meets  this  Journal’s  publication 
standards  and  has  been  tentatively  accepted  by 
the  appropriate  editor  of  any  one  of  our  five  states 
will  be  rejected  by  the  publication  office  in 
Denver  only  (1)  in  the  event  of  duplication  or 
near  duplication  of  material  too  recently  pub- 


lished or  of  material  already  accepted  and  await- 
ing publication  from  another  of  the  five  states,  or 
(2)  because  space  limitations  make  it  unlikely 
that  the  Journal  can  publish  the  material  within 
a reasonable  time  (i.e.,  inability  to  publish  scien- 
tific material  within  one  year  of  acceptance,  or 
to  publish  non-scientific  material  while  it  is 
timely). 

5.  Order  of  publication.  Ordinarily,  articles 
will  be  published  in  the  order  of  their  receipt  by 
the  publication  office  in  Denver.  Articles  whose 
value  is  distinctly  seasonal,  whose  value  would  be 
obviously  lost  if  publication  were  delayed,  or 
which  reflect  priority  of  original  investigation  or 
research,  are  given  appropriate  special  considera- 
tion. State  presidential  addresses,  programs,  state 
society  minutes,  and  timely  organization  an- 
nouncements are  always  given  priority  and  are 
published  in  the  next  available  space.  Aside  from 
these  considerations,  scientific  articles  and  case 
reports  normally  will  appear  in  the  Journal  be- 
tween three  and  twelve  months  following  accept- 
ance. 

6.  Length  of  articles.  Scientific  papers  should 
be  “boiled  down”  whenever  possible  not  to  ex- 
ceed ten  pages  of  double-spaced  typewritten 
standard  8V2  x 11  inch  sheets.  The  shorter  papers 
are  more  acceptable  to  editors  and  readers,  and 
earlier  publication  is  probable. 

7.  Illustrations.  A limited  number  of  illustra- 
tions or  “cuts,”  usually  up  to  six,  will  ordinarily 


be  accepted  within  our  own  publication  budget  if 
the  Editorial  Board  believes  they  enhance  the 
value  of  the  article.  In  rare  instances  when  more 
illustrations  are  considered  essential  by  the  author, 
he  will  be  asked  to  pay  actual  costs  above  six. 
Clear  photos,  simple  diagrams  or  line  drawings 
in  black  on  white,  printing  rather  than  writing, 
reproduce  well  in  the  Journal.  Cuts  should  be 
mounted  separately,  and  the  paper  or  cardboard 
mounts  should  be  the  same  size  as  that  upon 
which  the  article  is  typed.  Each  should  have  its 
captions  below:  Fig.  1,  Fig.  2,  etc. 

8.  Tables.  Tables  should  be  simple,  presenting 
only  brief  relevant  data,  amply  spaced.  Each 
should  have  its  number  and  title  above:  Table  1, 
Title;  Table  2,  Title;  etc.  Long,  large,  or  compli- 
cated tables  ordinarily  are  not  acceptable. 

9.  Case  reports.  When  carefully  prepared,  case 
reports  are  especially  popular  with  our  readers. 
They  should  be  introduced  with  a brief  general 
statement  concerning  the  condition  or  disease, 
telling  why  the  case  is  presented.  The  case  report 
usually  follows  (reproduced  in  smaller  type)  with 
its  separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Make  it  brief,  including  only  rele- 
vant, positive  laboratory  and  other  data.  Patients’ 
names,  initials,  and  hospital  numbers  are  unim- 
portant; age,  sex,  and  sometimes  occupation  are 
significant.  Minimize  the  number  of  dates;  then 
make  it  month,  date,  year — as  February  9,  1957; 
not  2/9/57.  In  conclusion,  after  the  case  presenta- 


tion itself  (again  for  large  type)  review  or  sum 
it  up  under  such  heading  as  Discussion,  Comment, 
Summary  or  Conclusion.  When  in  doubt,  refer  to 
past  issues  of  our  Journal  and  note  the  style  of 
an  article  similar  to  the  one  you  are  preparing. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at 
the  bottom  of  the  first  typewritten  page  of  the 
article  should  state  the  Society  and  date  of  pres- 
entation, and  institutional  origin,  if  any.  Special 
titles  or  position  of  the  author,  acknowledgments, 
etc.,  will  be  added  according  to  simplicity,  edi- 
torial policy  and  discretion. 

11.  Bibliographies.  Reference  lists  rarely  add 
to  the  practical  value  of  an  article  for  the  majority 
of  readers,  but  many  authors  are  sensitive  about 
their  references — especially  long  studious  ones 
and  those  indicating  other  publications  by  the 
same  author.  Mechanically,  they  are  usually  un- 
justified consumers  of  time,  space  and  money.  We 
will  make  every  effort  to  publish  some  of  the 
short  reference  lists,  not  to  exceed  twelve  items. 
Longer  ones  must  be  deleted. 

12.  Editorials.  We  would  like  to  have  many 
more  submitted  by  our  several  State  Society  ed- 
itors and  by  the  membership  at  large.  Readers 
must  get  tired  of  the  thunder  from  the  publica- 
tion headquarters  in  Denver;  frankly,  we  do,  too! 
Speak  out,  and  we’ll  sign  your  whole  name — not 
just  initials — or  respect  your  request  for  anonym- 
ity. If  you  don’t  like  something  we  do  or  say, 
please  let  us  in  on  it;  we  could  even  stand  to 
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hear  about  it  if  something  happens  to  please  you. 
Perhaps  a “Letter  to  the  Editor”  would  help  you 
get  something  off  your  mind.  We’re  asking  for 
it  and  have  a place  to  put  it — in  the  Journal, 
that  is! 

13.  Proofs.  Galley  proofs  of  any  scientific 
article  ready  for  publication  are  submitted  by  the 
Journal  to  the  author,  and  prompt  correction  and 
return  of  the  proof  are  essential.  Authors  should 
correct  typographical,  grammatical,  or  rhetorical 
errors  which  might  still  remain,  but  they  are  not 
privileged  to  re-insert  or  re-write  sentences,  para- 
graphs, tables,  etc.,  which  an  editor  may  have 
deleted  or  condensed  or  paraphrased.  In  other 
words,  when  an  article  reaches  the  galley-proof 
stage,  the  author  may  not  re-edit  his  article;  that 
is  the  privilege  of  the  Journal’s  editors.  In  the 
event  an  author  is  convinced  the  editors  have  mis- 
understood his  meaning  or  have  inadvertently 
changed  his  meaning  by  their  editing,  he  should 
take  it  up  by  correspondence  immediately  and 
ask  for  reconsideration  of  the  matter.  Unauthor- 
ized re-editing  or  re-writing  by  an  author  of  an 
article  in  galley  proof  will  result  in  rejection  of 
that  article  even  though  it  may  have  previously 
been  fully  accepted. 

14.  Reprints.  A majority  of  authors  desire  re- 
prints of  their  articles  for  later  personal  distribu- 
tion. The  printing  firm  handling  this  Journal  pro- 
vides reprints  on  a non-profit  cost  basis,  but  if 
reprints  are  desired  they  must  be  ordered  at  the 
time  the  author  submits  his  corrected  proof  of 
the  article  in  advance  of  original  publication  (See 
Rule  No.  13  above,  regarding  proofs).  A reprint 
order  blank  providing  full  details  is  attached  to 
the  galley  proof  when  it  is  mailed  to  the  author. 

15.  These  regulations  are  the  result  of  long 
experience  and  periodic  consultations  of  your 
Editorial  Board  and  staff  on  behalf  of  a better 
Journal  and  greater  national  identity  for  Rocky 
Mountain  medicine.  Cooperation  of  physicians  in 
this  region  will  make  our  Rocky  Mountain  Medical 
Journal  even  better  than  colleagues,  other  editors, 
and  the  A.M.A.  tell  us  it  is.  Delays  in  publication, 
disappointments,  and  misunderstanding  will  be 
minimized. 


National  Health  Service 

I want  you  to  put  me  an’ t’  lad  an’ t’  misses  on 
yer  panel.  We’re  not  satisfied  wi’  t’other  chap. 

What’s  wrong? 

It’s  the  lad.  Look  at  t’  brid’  of  ’is  nose! 

M’  nose  is  alright.  Dad. 

Shurrup  or  I’ll  lam  thee  on  t’  lug.  I’m  tellin’ 
doctor  what’s  wrong  wi’  thee.  An’  ’e’s  coughin’  an’ 
barkin’. 

No  I aren’t. 

. . . an’  ’eaving  ’is  ’eart  out  . . . sick  in  yer 
waitin’  room. 

That  were  nowt.  M’  gob-stopper  got  stuck. 

Now  ’ave  a care  Sam!  ’ave  a care!  I’ll  lam  thee. 
An’  ’e  picks  ’is  nose  an’  me  an’  ’er  ’ave  told  ’im 
but  ’e  won’t  lay  off.  ’Eadstrong!  Put  that  instru- 
ment down  or  doctor’ll  slice  thee  up.  Always  on 
a fidgit.  An’  you  can  see  ’ow  ’is  nose  is  ever  on  t’ 
drip.  Wipe  it,  Sam! 

Wot  wiv? 

An’  she  wants  to  know  if  owt  can  be  done 
about  them  eyes.  They  call  ’im  scissors  at  school 
. . . an’  ’e’s  very  sensitive:  very  sensitive  is  Sam. 

Jack  Rag  started  that,  Dad.  But  I got  ’im.  Eh? 

I poured  m’  school  dinner  down  ’is  Wellington. 

That’s  another  thing.  Won’t  eat.  She  gave  ’im 
jellied  eels  for  breakfast  an’  pig’s  cheek  for  tea 
an’  ’e  puts  ’is  nose  up  at  it.  I think  it’s  the  gastric. 

Tell  ’im  about  yer  ulcer,  Dad. 

I’m  tellin’  ’im  about  thee  at  t’  moment.  I’ll  tell 
’im  about  m’sel  in  a bit. 

Tell  ’im  about  Ma’s  catarrh,  then. 

Qui-ert!  ’Ow  can  doctor  sort  thee  out  w’  thee 
chiggin’  an’  bleatin’  all  t’  time?  An’  stop  scrattin’. 
’E’s  wick  wi’  worms.  Now  will  you  put  us  on  yer 
panel? 

Why  do  you  want  to  leave  your  other  doctor? 

Well  I ’ad  to  call  ’im  out  last  night  to  t’  missis 
. . . it’s  ’er  catarrh;  an’  ’e  said  ’e  didn’t  think  the 
call  was  necessary.  She  were  right  upset  because 
that  there  catarrh  ’as  plagued  ’er  for  years.  So  I 
said  to  ’er  this  morning  I said.  Right,  old  flower, 
we’ll  take  our  custom  helsewhere! — The  Lancet, 
Oct.  6,  1956. 
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specific  rheumatic  types 


Effective,  fast  anti-rheumatic  activity  without 
experimentation — that’s  the  simple  truth  about  P-B- 
SAL-C  (Ulmer)  combinations  which  have  been  dem- 
onstrated in  a wide  range  of  rheumatic  diseases. 

Relief  is  not  only  fast,  but  is  sustained  on  small 
daily  dosage.  Specially  fabricated  combinations  of 
P-B-SAL-C  provide  a choice  in  specific  rheumatic 
disorders.  In  severe  joint  pain  (particularly  in  persons 
over  40,  say  leading  medical  authorities),  P-B-SAL-C 
with  COLCHICINE  can  be  used  diagnostically  to 
ascertain  or  disprove  a gouty  condition.  Colchicine 
is  specific  for  the  diagnosis  and  control  of  gout. 

And  for  muscular  spasm  associated  with  severe 
joint  pain,  P-B-SAL-C  WITH  ESOPRINE  provides 
a two-way  action  to  help  control  both  pain  and  spasm. 

Where  arthritis  is  complicated  by  cardiovascular 
conditions,  P-B-SAL-C  SODIUM  FREE  brings  relief 
without  disturbing  electrolyte  balance.  Neither  so- 
dium nor  potassium  are  contained  in  this  combination. 

In  routine  therapy,  high  plasma  salicylate  levels 
are  quickly  reached  with  the  basic  combination, 
P-B-SAL-C. 

Whichever  P-B-SAL-C  combination  is  prescribed, 
you’re  assured  that  thousands  of  patients  have  ex- 
perienced rapid  relief  and  sustained  it  at  a very  moder- 
ate cost.  Let  us  forward  your  name  to  our  nearest 
detail  man  for  complete  information. 

P-B-SAL-C 

(ULMER) 


THE  ULMER  PHARMACAL  COMPANY 

MINNEAPOLIS  3,  MINNESOTA 

RM-358 
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New  Books  Received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 


The  Chronically  III:  By  Joseph  Fox,  Ph.D.  N.  Y.,  Philosophical 
Library,  Inc.,  1957.  Price:  $3.95. 

Fads  and  Fallacies  in  the  Name  of  Science:  By  Martin  Gardner. 
N.  Y.,  Dover  Publications,  Inc.,  1957.  Price:  $1.50. 

Clinical  Gastroenterolog-y : By  Eddy  B.  Palmer,  M.D.,  F.A,C.P. 
N.  Y.,  Hoeber-Harper,  1957.  Price:  $18.50. 

Headache;  Diagnosis  and  Treatment:  By  Robert  E.  Ryan, 
B.S.,  M.S.,  F.A.C.S.  2nd  edition.  St.  Louis,  C.  V.  Mosby  Co  ' 
1957.  Price:  $6.75. 


The  Story  of  Peptic  Ulcer:  Conceived  by  Richard  D.  Tonkin, 
M.D.,  F.R.C.P.  (London).  Philadelphia,  W.  B.  Saunders  Co' 
1957.  Price:  $2.25. 


Introduction  to  Anesthesia;  The  Principles  of  Safe  Practice:  By  i 
Robert  D.  Dripps  and  James  E.  Eckenhoff,  and  Leroy  D.  i 
Vandam.  Philadelphia,  W.  B.  Saunders  Co.,  1957.  Price:  $4.75.  I 

A Text-Book  of  X-ray  Diagnosis:  By  British  Authors  (in  four  j 
volumes).  3rd  edition,  edited  by  S.  Cochrane  Shanks  and 
Peter  Kerley.  Volume  I:  Head  and  neck.  Philadelphia,  W.  B.  1 
Saunders  Co.,  1957.  Price:  $18.00. 

Management  of  Complications  in  Eye  Surgery:  Edited  by  R.  M.  j 
Fasanella,  M.D.  Philadelphia,  W.  B.  Saunders  Co.,  1957  Price-. 
$16.00. 

Stedman’s  Medical  Dictionary:  Edited  by  Norman  Burke 
Taylor.  19th  edition.  Baltimore,  Williams  & Wilkins,  1957. 
Price:  $12.50. 

May’s  Manual  of  Diseases  of  the  Eye:  By  Charles  A.  Perera.  1 
22nd  edition.  Baltimore,  Williams  & Wilkins,  1957.  Price: 
$6.00. 

Practical  Electrocardiography:  By  Henry  J.  L.  Marriott,  M.D.  i 
2nd  edition.  Baltimore,  Williams  & Wilkins,  1957.  Price:  $5.00. 

Orthopedics  for  the  General  Practitioner:  By  W.  E.  Kenney, 
M.D.,  and  C.  B.  Larson,  M.D.  St.  Louis.  C.  V.  Mosby  Co.,  ' 
1957.  Price:  $11.50.  , 

Allergy  in  Pediatric  Practice:  By  W.  B.  Sherman,  M.D.,  and  ' 
W.  R.  Kessler,  M.D.  St.  Louis,  C.  V.  Mosby  Co.,  1957.  Price: 
$9.25. 


Practical  Use  of  the  Office  Laboratory  and  X-ray;  Including 
the  Electrocardiograph:  By  Paul  Williamson,  M.D.  St.  Louis, 
C.  V.  Mosby  Co.,  1957.  Price;  $10.75. 

Symposium  on  Diseases  and  Surgery  of  the  Lens;  By  George 
M.  Haik,  M.D.,  F.A.C.S.  St.  Louis,  C.  V.  Mosby  Co.,  1957. 
Price:  $10.50. 


Report  of  1957  National  Health  Forum:  Steps  for  Today  To- 
ward Better  Mental  Health.  Published  by  the  National  Health 
Council.  1957.  Price:  $1.50. 

The  Incurable  Wound  and  Further  Narratives  of  Medical  De- 
tection: By  Berton  Roueche.  Boston,  Little  Brown  Co.,  1958. 
Price:  $3.50. 

Aids  to  Bacteriology:  By  H.  W.  Scott- Wilson,  B.Sc.,  B.M., 
B.Ch.  (Oxon).  9th  edition.  London,  Bailllere,  Tindall  & Cox, 
1957.  Price:  $3.50. 

The  Relation  of  Psychiatry  to  Pharmacology:  By  Abraham 
Wikler,  M.D.  Baltimore,  Published  for  the  American  Society 
for  Pharmacology  and  Experimental  Therapeutics,  by  Williams 
& Wilkins.  1957.  Price:  $4.00. 
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A few  suggestions  on  how  to  give  your  patient  a diet  he  can  “stick  to’ 

The  Low 
Calorie  Diet 


— and  a glass 
of  beer,  at 
your  discretion, 
for  a 
morale-booster 


A diet  that  calls  for  lamb  chops  when  they 
aren’t  on  the  restaurant  menu  is  an  invitation 
to  “slip  off.”  But  a diet  outline  that  lets 
your  patient  fill  in  the  details  provides  incen- 
tive to  stick  to  his  diet. 

He  must  remember  that  a candy  bar  equals 
a hamburger  in  calories  only.  An  alternative 
must  be  equivalent  in  nutrition,  too. 


Fresh  fruits  or  vegetables  such  as  celery 
and  radishes  make  good  low-calorie  nibbles. 
Spices  and  herbs,  lemon  and  vinegar  add 
zest  with  few  or  no  calories. 

Have  your  patient  keep  a calorie  count. 
Then  with  a glass  of  beer*  to  brighten  meals,  he 
is  more  likely  to  follow  a balanced  diet  later. 

*104  Calories/8  oz.  glass  (Average  of  American  Beers! 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

Pf  you'd  like  reprints  of  1 2 special  diets,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  1 7,  N.  Y. 
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Book  Reviews 

Textbook  of  Pathology  With  Clinical  Applications:  By  Stanley 
L.  Robbins,  M.D.  Philadelphia,  W.  B.  Saunders  Company,  1957. 
1351  p.  Price:  $18.00. 

This  excellent  book  was  written  for  students 
and  clinicians  rather  than  for  pathologists.  For  the 
first  of  these  (the  students),  its  value  is  enhanced 
by  the  fact  that  no  chapter  presupposes  knowledge 
of  information  that  is  to  appear  in  a later  chapter. 

For  the  clinician  its  value  is  increased  by  brief 
clinical  summaries  correlating  the  clinical  and 
pathological  findings  of  the  disease  under  discus- 
sion. 

The  book  is  lengthy  and  can  probably  be  read 
best  only  by  assignment  (for  the  student)  or  by 
diligent  application  of  a reading  schedule  (for  the 
clinician). 

A good  bibliography  follows  each  chapter  and 
allows  for  further  reference  to  any  subject. 

B.  L.  Pear 

General  Urology:  By  Donald  R.  Smith,  M.D.,  Los  Altos,  Cali- 
fornia. Lange  Medical  Publications,  1957.  328  p.  Price;  $4.50. 

This  book  meets  the  need  for  a low-priced 
volume  on  general  urology.  It  should  be  of  par- 
ticular value  to  the  medical  student  and  the  non- 
urologist. It  is  well  organized,  well  diagrammed, 
and  adequately  illustrated  by  pertinent  histologic 
and  pyelographic  photographs.  It  is  a really  good, 
practical  contribution. 

Sam  W.  Downing,  M.D. 


A Manual  of  Pharmacology  and  Its  Applications  to  Thera- 
peutics and  Toxicology:  By  Torald  Sollmann,  M.D.,  Professor 
Emeritus  of  Pharmacology  and  Materia  Medica,  School  of 
Medicine,  Western  Reserve  University,  Cleveland,  Ohio.  8th  [ 
edition.  Philadelphia,  W.  B.  Saunders  Company,  1957.  1535  p. 
Price:  $20.00.  I 

This  is  the  eighth  edition  of  an  encyclopedic 
textbook  on  pharmacology.  Contributions  in  the 
form  of  new  drugs  and  publications  at  an  ever 
increasing  rate  in  recent  years  have  tended  to 
cause  confusion  to  the  clinician.  The  manual  aims 
to  summarize  critically  the  chief  features  of  these 
contributions. 

As  in  previous  editions,  the  text  in  ordinary 
type  presents  the  material  that  all  students  should 
aim  to  know;  small  type  contains  data  that  would 
be  consulted  as  special  occasions  arise.  To  save 
space,  the  detailed  bibliography  in  the  back  of  the 
volume  is  restricted  to  publications  since  January 
1,  1940.  Earlier  references  are  in  previous  editions. 

The  authenticity  and  completeness  of  this  text 
is  unquestionably  one  of  the  best.  However,  it 
would  seem  that  the  book  could  have  been  written 
in  a more  readable  style.  Nevertheless,  it  is  an 
excellent  complete  reference  for  any  student  or 
practitioner  desiring  a text  on  pharmacology. 

Paul  F.  Miner,  M.D. 

Psychosomatic  Medicine,  A Clinicai  Study  of  Fsychophysiologic 
Reactions:  By  Edward  Weiss,  M.D.,  and  O.  Spurgeon  English, 
M.D.  3rd  edition.  Philadelphia,  W.  B.  Saunders  Co.,  1957.  557  p. 
Price:  $10.50. 

This  latest  revision  of  what  is  perhaps  the  best 
general  work  , on  the  subject  is  recommended  to 
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1.  Clyman,  S.  G. : Postgrad.  Med.  21:209,  1967. 

2.  Bleiberg,  J.t  J.  M.  Soc.  New  Jersey  55:37,  195S. 

3.  Abrams,  B.  P,  and  Shaw,  C. : Clin.  Med.  S :839,  1956. 

4.  Welsh,  A.  L..  and  Ede,  M.r  Ohio  State  M.  J.  50:837,  1954. 

5.  Bleiberg,  J. : Am.  Practitioner  5:1404,  1957. 
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TASTY, 

FAST’ACTING 
ORAL  FORM 
OF  CITRATE-BUFFERED 
ACHROMYCIN  V 


• accelerated  absorption  in  the  gastro- 
intestinal tract 

• early,  high  peaks  of  concentration  in  body 
tissue  and  fluid 

• quick  control  of  a wide  variety  of  infections 

• unsurpassed,  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 


aqueous 
ready-to-use 
freely  miscible 


ACHROMYCIN  V SYRUP; 


Orange  Flavor.  Each  teaspoonful  (5  cc.) 
contains  125  mg.  of  tetracycline,  HCI  equivalent, 
citrate-buffered.  Bottles  of  2 and  16  fi.  oz. 

DOSAGE; 

6-7  mg.  per  lb.  of  body  weight  per  day. 

•Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


every  physician,  regardless  of  his  specialty.  The 
first  third  of  the  volume  goes  beyond  the  title  in 
scope  and  is  actually  an  excellent  review  of  per- 
sonality development,  psychopathology,  history- 
taking, interviewing  and  treatment.  It  is  this  part 
that  should  help  any  doctor  to  understand  better 
the  specialty  of  the  psychiatrist,  and  himself  to  be 
a better  clinician.  Whether  it  can  also  enable  him 
(as  Dr.  Weiss  and  Dr.  English  apparently  hope) 
successfully  to  perform  “minor  psychotherapy”  is 
a moot  question.  However,  if  the  book  does  not 
wholly  succeed  in  this  regard,  the  fault  lies  not 
in  the  authors’  exposition  but  in  the  peculiar  diffi- 
culty of  teaching  anyone  (including  certainly  the 
psychiatrist)  how  to  be  an  effective  psychothera- 
pist. 

The  other  two-third  of  “Psychosomatic  Medi- 
cine” is  devoted  to  “Special  Applications  to  Gen- 
eral Medicine  and  the  Specialties.”  There  is  a 
wealth  of  interesting  and  useful  material  here.  To 
select  a few  examples:  how  to  counsel  the  patient 
who  complains  of  impotence,  what  to  do  for  the 
patient  who  can’t  sleep,  what  is  the  effect  of  dental 
devices  designed  to  disrupt  thumb-sucking,  etc. 
Brief  case  histories  are  freely  interspersed  to  illus- 
trate the  material  under  discussion,  and  (as  in  the 
previous  edition)  charts  and  tables  summarize 
diagnostic  points  and  treatment  suggestions. 

The  authors’  basic  orientation  is  psychoanalytic. 
It  is  to  their  credit  that  they  manage  to  present 
their  views  in  such  a way  as  is  likely  neither  to 
alienate  and  bewilder  the  general  physician  reader 
nor  to  offend  the  analytic  psychiatrist. 

Aaron  Paley,  M.D. 

Principles  of  Urology:  By  Meredith  F.  Campbell,  M.D.,  F.A.C-S. 
Philadelphia,  W.  B.  Saunders  Co.,  1957.  622  p.  Price:  $9.50. 

This  is  another  of  the  “general  textbooks  of 
urology”  which  have  lately  flooded  the  bookstores. 
As  is  true  of  other  Campbell  edited  and  written 
volumes,  it  is  well  done.  An  interesting  and  per- 
haps valuable  innovation  in  the  book  is  a chapter 
devoted  to  questions.  It  is  not  intended  to  be  a 
comprehensive  urologic  text,  yet  it  well  fulfills  its 
stated  purpose  of  being  a guide  for  the  physician 
who  is  not  a urologic  specialist. 

Sam  W.  Downing,  M.D. 


Goepp’s  Medical  State  Board  Questions  and  Answers:  Edited 
by  Harrison  F.  Flippin,  M.D.,  and  others.  9th  Edition.  Phila- 
delphia, W.  B.  Saunders  Co.,  1957.  569  p.  Price:  $9.00. 

This  book  is  loaded  with  practical  and  funda- 
mental information.  It  has  questions  on  all  facets 
of  medicine,  surgery  and  allied  specialties.  Many 
of  the  questions  in  this  book  are  similar  to  those 
used  in  the  Basic  Sciences  Examination.  The  book 
is,  however,  somewhat  pedantic  in  its  descriptive 
answers.  B.  Malburg,  M.D. 

Doctor  as  a Witness:  By  John  Evarts  Tracy,  Professor  of  Law, 
Emeritus.  Phila.,  W.  B.  Saunders  Co.,  1957.  221  p.  Price:  $4.25. 

Throughout  this  book  are  interspersed  many 
useful  tips  and  much  valuable  information  for 
the  medical  witness.  Due  to  the  author’s  preoccu- 
pation with  legal  problems  and  definitions,  the 
answers  to  the  questions  which  arise  in  the  mind 
of  the  doctor-witness  are  sometimes  difficult  to 
find.  Nevertheless,  the  book  is  interesting  and  well 
written. 

This  reviewer  found  the  following  areas  of  par- 
ticular interest: 

1.  The  elucidation  of  the  concept  that  incapac- 
ity to  work  is  a “social  illness”  not  based  on  or- 
ganic pathology. 

2.  Answers  on  direct  examination  and  on  cross 
examination. 

3.  Compensation  of  the  doctor  witness. 

4.  Proposed  improvements  in  the  laws  as  to 
the  use  of  expert  medical  testimony. 

This  book,  or  a similar  book  preferably  writ- 
ten by  a physician,  should  be  required  reading  for 
recently  licensed  physicians  and  should  be  re- 
read and  studied  by  anyone  who  anticipates  being 
called  upon  to  give  medical  testimony. 

Fred  H.  Hartshorn,  M.D. 

Problems  in  Amocbiasis:  By  Charles  William  Rees,  Ph.D. 
Springfield,  Thomas,  1955.  119  p.  Price:  $4.75. 

This  book  contains  103  pages  written  in  bold 
type.  It  is  very  technical  and  in  the  main  is  of  chief 
interest  to  the  biochemist,  physiologist,  bacteriolo- 
gist, and  research  worker  in  amoebiasis.  It  em- 
phasizes the  role  of  amoebiasis  in  the  problem  of 
enteritis.  A large  race  of  Entamoeba  histolytica 
with  large  trophozoites  is  compared  with  another 
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Therapeutic  Nutrition  in  Chronic  Disease 


and  Protein  Nutrition 
in  Vascular  Disease 


Whether  the  eventual  solution  of  the  problem  of 
atherogenesis  will  come  out  of  the  field  of  dietetics,  bio- 
physics, or  pharmacology,  one  fact  remains  undeniable: 

Adequate  protein  nutrition  is  considered  of  impor- 
tance for  the  age  group  most  commonly  affected  by 
disease  of  the  vascular  system,  so  that  the  demands  of 
good  nutritional  health  might  be  met. 

Meat  is  outstanding  among  protein  foods.  It  supplies 
all  the  essential  amino  acids,  and  closely  approaches  the 
quantitative  proportions  needed  for  biosynthesis  of 
human  tissue. 

In  addition,  it  is  an  excellent  source  of  B vitamins, 
including  Be  and  B12,  as  well  as  iron,  phosphorus,  potas- 
sium, and  magnesium. 

When  curtailment  of  fat  intake  is  deemed  indicated, 
meat  need  not  always  be  denied  the  patient.  Visible  fat 
obviously  should  not  be  eaten.  But  the  contained  per- 
centage of  invisible  (interstitial)  fat  is  well  within  the 
limits  of  reasonable  fat  allowance. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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race  of  small  Entamoeba  and  small  trophozoites. 
Chemotherapy  is  discussed  in  the  final  chapter  of 
the  treatise.  This  points  out  to  the  general  prac- 
titioner that  no  regimen  of  treatment  has  been 
followed  by  success  in  eliminating  E.  Histolytica 
from  all  of  the  patients. 

Irving  H.  Schwab,  M.D. 


The  Fight  for  Fluoridation;  By  Donald  R.  McNeil.  N.  Y., 
Oxford  University  Press,  1957.  241  p.  Price;  $5.00. 

The  story  of  the  long  search  for  the  cause  of 
“mottled  enamel”  was  immersed  in  the  vast  litera- 
ture of  fluoride  and  its  relation  to  dental  decay 
until  McNeil  admirably  condensed  it. 

At  the  outset  of  his  endeavor  it  is  well  to  point 
out  that  his  knowledge  of  the  subject  was  no 
wider  than  that  of  the  average  layman.  From  the 
immense  material  that  was  put  at  his  disposal  he 
has  sifted  out  the  salient  episodes  and  woven  a 
story  that  will  be  eagerly  read  by  scientist  and 
layman  alike.  It  was  William  B.  Hazeltine,  Pro- 
fessor of  History  at  the  University  of  Wisconsin, 
who  realized  the  necessity  of  preparing  such  a 
volume  now,  before  it  was  too  late.  And  why  “too 
late”?  Because  so  few  were  left  who  had  been  on 
the  scene  and  who  had  seen  the  happenings  during 
these  early  years  of  the  investigation  to  whom 
McNeil  might  have  access. 

The  book  will  be  read  with  particular  interest 
by  those  in  the  public  health  professions  in  Colo- 
rado since  so  much  of  the  very  early  investigation 
took  place  in  the  state.  It  was  here  that  the  project 
was  born  when  on  May  8,  1908,  the  Colorado 
Springs  Dental  Society  inaugurated  the  first  spe- 
cific investigation  into  the  cause  of  mottled  enamel, 
an  episode  which  is  reviewed  with  pride  by  the 
dental  profession  of  the  state.  To  accurately  chron- 
icle the  events  of  the  first  two  decades  was  the 
most  difficult  of  McNeil’s  assignment.  It  is  no 
accident  that  he  devotes  the  third  chapter  of  the 
book  to  Wisconsin,  since  it  was  there  that  the  facts 
and  evidence  produced  earlier  became  crystallized 
into  almost  statewide  practicality  in  the  fluorida- 
tion of  public  water  supplies.  Wisconsin  is  still 
foremost  in  the  number  of  fluoridated  municipal 
water  systems. 

It  was  in  Wisconsin  that  perhaps  the  first  or- 
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ganized  opposition  to  water  fluoridation  came  out 
into  the  open,  and  in  the  chapters  following,  the 
book  sets  forth  in  detail  the  bitter  struggles  in 
several  cities  between  those  who  recognized  the 
value  of  fluoridation  and  those  who  opposed  it.  In 
a chronicle  such  as  this,  the  historical  aspect  is 
foremost  and  the  author  has  maintained  a com- 
mendable neutrality. 

As  a documenter  of  episodes,  events  and  atti- 
tudes, McNeil  has  done  himself  proud.  If  nothing 
more  could  be  said,  the  areas  of  controversy  are 
clearly  outlined,  which  may  be  in  the  nature  of 
guideposts  in  the  further  development  of  this 
movement.  The  references  are  meticulously  docu- 
mented and  there  is  a comprehensive  index.  In 
view  of  the  growing  public  interest  in  water  fluor- 
idation as  a proved  preventive  of  dental  decay,  this 
book  will  furnish  profitable  information. 

Frederick  S.  McKay,  D.D.S. 

One  Surgeon’s  Practice;  By  Frederick  Christopher,  M.D. 
Phila.,  W.  B.  Saunders  Co.,  1957.  151  p.  Price:  $4.00. 

I consider  this  small  volume  of  151  pages  a 
real  masterpiece  of  advice  for  the  high  school 
student  searching  for  a career,  for  the  premedical 
student  who  is  quite  sure  he  wants  to  go  into 
medicine,  and  for  the  medical  student,  the  intern, 
the  surgical  resident,  and  for  the  practicing  sur- 
geon. It  is  written  by  a man  of  authoritative  back- 
ground, for  he  has  built  up  a most  successful  pri- 
vate practice,  has  published  a textbook  of  surgery 
which  was  carried  through  five  editions,  of  which 
150,000  copies  were  sold  during  twenty  years  under 
his  editorship,  and  he  is  willing  to  reverently  ad- 
mit that  his  success  has  not  been  due  solely  to  his 
own  ingenuity  and  intelligence. 

Men  responsible  for  the  curriculum  of  training 
for  young  surgeons  would  profit  by  carefully  con- 
sidering the  helpful  quotations  on  pages  22  and 
23  concerning  research  and  teaching  institutions. 
There  are  many  interesting  anecdotes  of  great 
teaching  value  and  although  some  portions  of  the 
book  may  seem  more  or  less  elementary,  depend- 
ing on  the  reader’s  experience,  there  are  included 
many  useful  bits  of  information  not  taught  in 
medical  schools  included  in  the  chapters  on  Sur- 
gical Writing,  Nonprofessional  Activities,  and  Sur- 
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relief  in  minutes . . lasts  for  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release”  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  “timed-release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours— 
provides  “around-the-clocJd* 
freedom  from  congestion  on 
just  three  tablets  a day 


Also  available:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


firsts  he  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 


UteiT^the  inner  core 
disintegrates  to  give  3 to  4 
more  hours  of  relief 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid’ 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate^"*  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 

of  treatment-interrupting 
side  effects'  * 

. . . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions; 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually  reduce 
' the  daily  dosage  to  minimum 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
- at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 


in  any  case 
it  calls  for 


corticoid-salicylate  compound^^B^^  tSlDlOtS 

Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D..  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.;  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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gical  Fees.  Real  sage  advice  is  given  on  the  im- 
portant problem  of  determining  fees. 

The  chapter  on  the  Imponderable  Rewards  of 
Surgery  is  good  for  any  surgeon  to  reread  during 
days  of  discouragement  such  as  we  all  have,  and 
would  be  most  stimulating  and  inspiring  to  the 
medical  student,  intern  and  resident. 

Dr.  Christopher  presents  a unique  idea  in  the 
last  paragraph  on  page  139  when  he  suggests  writ- 
ing a letter  of  sympathy  to  the  bereaved  family 
when  the  surgeon’s  patient  has  died,  which  re- 
minds all  of  us  that  we  should  never  be  too  busy 
to  say  or  write  words  of  appreciation  or  encour- 
agement. 

Included  at  the  end  of  the  book  are  references 
for  interesting  additional  reading  on  many  phases 
of  surgical  practice. 

The  epilogue  on  page  141  well  summarizes  both 
the  man  and  the  book.  It  is  as  follows: 

“The  achievement  of  a satisfying  surgical  ca- 
reer is  not  easy.  Unremitting  mental  and  physical 
drive  and  patient  fortitude  are  vital  in  overcoming 
discouragements,  but  these  qualities,  of  course,  are 
the  same  as  those  which  are  necessary  for  success 
in  practically  every  field  of  endeavor. 

“All  doctors  are  rewarded  by  deep  spiritual 
satisfactions.  In  the  case  of  the  surgeon  these  are 
particularly  clear  and  impressive.  All  who  con- 
template the  study  of  medicine,  or  those  students 


of  medicine  who  are  considering  surgery  as  a 
specialty,  should  be  given  every  encouragement 
and  hope.  There  is  much  to  be  done;  there  is  room 
for  many.” 

Chauncey  A.  Hager,  M.D. 

Textbook  of  Urology:  By  Victor  F.  Marshall.  M.D.,  F.A.C.S., 
Associate  Professor  of  Clinical  Surgery  (Urology),  Cornell 
Medical  School;  Attending  Surgeon-in-Charge,  Urology,  James 
Buchanan  Brady  Foundation  of  New  York  Hospital.  N.  Y., 
Hoeber-Harper,  1956.  276  p.  Price:  $5.50. 

This  book  has  been  developed  from  twenty 
formal  lectures  given  to  third-year  medical  stu- 
dents. The  well-written  text  is  accompanied  by 
excellent  illustrations  and  diagrams  which  accen- 
tuate and  clarify  important  points  in  the  reading 
material.  Emphasis  is  placed  on  the  clinical  man- 
agement of  common  disorders  often  seen  by  the 
non-specialist.  The  book  is  primarily  suited  to  the 
undergraduate  medical  student  and  the  generalist, 
although  a specialist  in  urology  will  certainly 
benefit  by  reading  it. 

Thomas  E.  Kilfoyle,  M.D. 

Bronchopulmonary  Diseases.  Basic  Aspects,  Diagnosis,  and 
Treatment:  Edited  by  Emil  A.  Naclerio,  M.D.,  with  foreword 
by  Richard  H.  Overholt.  N.  Y.,  Hoeber-Harper,  1957.  956  p. 
Price:  $24.00. 

In  previous  years,  it  was  the  fashion  for  out- 
standing authorities  with  years  of  clinical  and  in- 
vestigative background  to  write  treatises  on  their 
respective  subjects,  alone,  and  as  a single  author. 
Such  great  clinicians  as  Loomis,  Austin  Flint, 
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n6W  for  angina 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


For  angina  patients— perhaps,  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 

Division,  Chas,  Pfizer 'if  Co.,  Inc. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“iO”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3.  to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem.”^ 

1.  Waldman,  S.,  and  Pelner,  L,:  Am.  Pract.  & Digest  Treat,  5:1075  (July)  1957. 
♦trademark- 
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NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  Tentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threetolA 
relief  in  a variety  of  throat  irritations. 

And  Tentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS*  contains: 

• Homarylamine—B.  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — a.  combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied:  Vials  of  12. 

Each  ‘PENTAZETS’  troche  contains: 


Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin 50  units 

Tyrothricin , 1 mg. 

Neomycin  sulfate  6 rag. 

(equivalent  to  3.5  mg.  neomycin  base) 
Benzocaine 5 mg. 
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James  MacKenzie — to  mention  only  a few — pre- 
sented material  from  their  personal  points  of  view 
and  gave  the  readers  the  feeling  of  attending 
courses  with  them,  and  literally  sitting  “at  the 
feet  of  the  mighty.”  While  some  parts  of  the  sub- 
ject were  weaker  than  others,  there  was  a co- 
hesiveness about  the  whole  work  that  was  a de- 
light to  the  reader.  There  was  almost  a personal 
touch  to  the  presentation  afforded  in  few  texts 
today.  While  such  great  writers  as  Fishberg,  Fried- 
berg,  and  Lichtman  still  carry  on  the  great  tradi- 
tion, we  have  moved  more  and  more  to  the  area 
of  the  massive  text  edited  by  one  author  with  a 
long  list  of  contributors. 

Dr.  Naclerio  was  the  Guest  Editor  recently  for 
the  American  Journal  of  Surgery  for  the  “Sym- 
posium on  Bronchopulmonary  Diseases.”  Because 
this  preliminary  symposium  was  so  enthusiastical- 
ly received,  it  was  felt  that  a book  of  wider  scope 
was  necessary  to  include  all  the  best  of  current 
knowledge  on  the  subject.  Accordingly,  the  ma- 
terial was  culled  and  further  articles  were  re- 
quested by  other  authors  to  fill  out  the  gaps. 

The  editor  called  upon  142  different  specialists 
in  the  fields  of  chest  medicine,  thoracic  surgery, 
anaesthesia,  physiology,  pharmacology,  anatomy, 
pathology,  endoscopy,  allergy,  cardiology,  oto- 
laryngology, as  well  as  others,  to  contribute  to 
this  book.  Every  possible  corner  of  the  field  of 


bronchopulmonary  disease  has  been  covered.  The 
book  is  almost  1,000  pages  long,  and  divided  into 
thirty-one  sections,  beginning  with  anatomy  and 
embryology,  physiology  and  pathology,  diagnosis, 
roentgenology,  and  proceeding  through  the  com- 
mon and  the  uncommon  thoracic  problems. 

As  one  reads  through  this  extensive  treatise, 
there  are  sections  which  stand  out  and  others 
which  are  very  ordinary.  On  the  whole,  the  sub- 


"No  sherry  for  you.  Doctor.  You  might  have  to  go  out 
on  a call!" 


and  inflammation 

withBUFFERir 

!N  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesinm 
carbonate  and  aluminum  glycinate. 

Reference;  1.  J.A.M.A.  158:386  (June  4)  1955. 
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jects  are  covered  very  completely  and  are  of  high 
quality.  The  reader  will  wish  many  times  that  the 
contributors  had  been  given  an  opportunity  to  dip 
into  their  associates’  assignments.  There  can  be  no 
doubt  but  that  this  work  should  be  on  the  shelves 
of  the  chest  specialist  in  medicine  and  surgery. 
It  is  doubtful,  however,  that  the  general  practi- 
tioner will  find  it  important  except  as  an  occa- 
sional reference.  As  a textbook  for  the  novice  in 
the  field,  it  offers  completeness  as  well  as  a fine 
bibliography,  but  the  shortcomings  lie  principally 
in  the  areas  of  therapy  such  as  the  chapter  on 
“Inhalation  Therapy.”  This,  as  well  as  other  chap- 
ters, have  been  written  on  such  a high  plane  as 
to  be  intelligible  only  to  the  initiated.  To  the  be- 
ginner, such  a presentation  will  only  bring  a re- 
sponse of  an  angry  slamming  shut  of  the  book,  or 
a hasty  retreat  to  simpler  presentations  almost  in 
self-defense.  It  is  with  such  lacks  that  the  re- 
viewer found  himself  most  critical.  On  the  other 
hand,  the  section  on  tuberculosis  was  presented 
in  a masterly  fashion,  headed  by  Roger  Mitchell  of 
the  University  of  Colorado. 

Thus,  while  this  book  is  well  printed,  easily 
read,  and  certainly  carefully  edited,  one  finds  the 
same  lacks  and  weaknesses  as  in  books  by  single 
authors,  but  without  the  over-all  wisdom  of  the 
solo  clinician  sitting  back  in  his  chair  and  speak- 
ing his  piece,  based  on  years  of  distinguished  ex- 
perience and  judgment. 

Allen  Hurst,  M.D. 


The  Treatment  of  Burns:  Curtis  P.  Artz,  M.D.,  F.A.C.S.,  Lt. 
Col.  MC,  USA  (Ret.),  and  Eric  Reiss,  M.D.  Phila.,  W.  B. 
Saunders  Co.,  1957.  250  p.  Price:  $7.50. 

The  medical  profession  has  long  needed  a short, 
concise  text  detailing  the  management  of  thermal 
burns.  In  this  book  the  authors  draw  on  their  vast 
clinical  and  experimental  knowledge  to  write  a 
clear,  readable,  authoritative  book.  They  discuss 
in  detail  initial  care,  with  restoration  of  circulat- 
ing blood  volume,  and  follow  this  with  a detailed 
discussion  of  the  exposure,  and  closed  methods  of 
management  of  the  burned  wound.  Later  all  com- 
plications are  discussed,  and  proper  treatment  of 
each  evaluated.  The  only  possible  shortcoming  in 
the  book  is  in  the  field  of  burns  in  infants  and 
children.  The  literature  on  the  proper  treatment 
of  the  thermal  burn  has  been  scattered  throughout 
many  journals;  now  we  have  a good  reference 
book  which  should  be  available  to  all  who  see 
burns. 

F.  A.  Garcia,  M.D. 

From  Sterility  to  Fertility:  By  Elliot  E.  Philipp,  M.A.,  M.B., 
B.Chir.,  F.R.C.S.,  M.R.C.O.G.  N.  Y.,  Philosophical  Library, 
1957.  120  p.  Price:  $4.75. 

Although  the  book  was  written  especially  for 
childless  couples,  readers  in  general  will  find 
much  of  interest  and  value  in  this  “guide  to  the 
causes  and  cure  for  childlessness.”  In  simple  lan- 
guage, the  author,  a British  consulting  gynecolo- 
gist, discusses  the  following  facets  of  the  infertility 
problem:  history  and  background,  definition,  fre- 
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quency,  and  methods  of  treatment.  Excellent 
charts  enhance  the  value  of  discussions  about  male 
and  female  reproductive  organs  and  the  reasons 
for  infertility  in  both  sexes.  Pertinent  information 
is  given  regarding  fertile  periods,  sexual  inter- 
course, artificial  insemination  and  adoption.  “From 
Sterility  to  Fertility”  is  highly  recommended  to 
the  laity,  but  especially  to  those  unfortunate 
couples  rmable  to  have  children. 

H.  P.  Marvin,  M.D. 

An  Atlas  of  Cardiac  Surgery:  By  George  A.  Rodriguez,  M.D. 
Phila.,  W.  B.  Saunders  Company,  1957.  250  p.  Price:  $18.00. 

Because  it  has  been  very  difficult  to  keep  pace 
with  the  recent  rapid  advances  in  cardiac  surgery, 
this  Atlas  answers  a definitive  need.  In  one  vol- 
ume, clearly  and  briefly,  the  important  surgical 
steps  are  illustrated  in  line  drawings  by  the  author 
with  accompanying  short  explanatory  notes.  It  is 
surprising  the  amount  of  material  which  is  cov- 
ered. Surgery  of  the  great  vessels,  the  heart 
valves,  congenital  defects,  and  revascularization 
procedures  are  exceedingly  well  illustrated  from 
a purely  surgical  standpoint.  Of  definite  impor- 
tance, these  procedures  are  preceded  by  a chapter 
on  surgical  anatomy,  the  clearness  and  complete- 
ness of  which  is  not  to  be  found  in  any  former 
standard  text. 

This  Atlas  should  be  most  valuable  to  students 
or  residents  being  introduced  to  the  subject  for 
the  first  time.  It  should  be  of  real  value  to  the 
internist  who  wishes  a brief  resume  as  to  what 
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his  colleague,  the  cardiac  surgeon,  is  attempting 
to  accomplish.  To  those  working  in  the  field  itself, 
this  Atlas  has  succeeded  in  summarizing  work 
which  otherwise  is  scattered  profusely  through 
many  journals. 

The  operative  procedures,  which  are  illustrated 
by  the  author  himself,  were  made  only  after  ob- 
serving such  procedures  in  over  twenty  medical 
centers  throughout  the  country,  and  he  succeeds 
in  showing  those  procedures  which  are  becoming 
the  accepted  standardized  ones. 

It  is  unfortunate  that  up-to-the-minute  as  this 
Atlas  might  be  now,  with  the  continuing  advances 
in  this  field,  some  parts  of  it  will  very  likely  be- 
come obsolete.  It  is  the  hope  of  this  reviewer  that 
Dr.  Rodriguez  will  in  the  future  be  the  author  of 
a “Second  Edition.” 


William  B.  Condon 


Practical  Electrocardiography:  By  Henry  J.  L.  Marriott,  M.D., 
Associate  Professor  of  Medicine,  University  of  Maryland. 
Second  Edition.  Baltimore.  Williams  & Wilkins  Company,  1957. 
226  p.  Price:  $5.00. 


This  book  was  written  to  give  a simple  compre- 
hensive manual  for  fourth-year  students.  Since 
the  first  edition  was  published  in  1954,  the  text 
has  been  completely  revised  and  new  sections  in- 
cluded on  the  following  subjects:  the  Tp  wave, 
the  U wave,  relation  of  standard  to  unipolar  leads, 
systolic  and  diastolic  overloading  of  the  ventricles, 
parasystole,  coronary  sinus  rhythm,  main-stem 
extrasystoles,  differentiation  between  ventricular 
and  supraventricular  tachycardias,  intra-atrial 
block,  nodal  and  ventricular  escape,  A-V  dissocia- 
tion with  interference,  infarction  without  Q waves, 
“electrocardiographogenic”  disease,  post  - extra- 
systolic  T wave  changes,  hyperkalemia  and  hypo- 
calcemia. 


The  author  intentionally  omits  the  usual  dis- 
cussion of  the  physiology  of  electrocardiography. 
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How  to  provide  unsaturated  fatty  acids 

without  dieting 


With  type  as  well  as  amount  of  fat  in  the  human 
diet  now  assuming  such  importance,  the  new 
role  of  com  oil  as  a source  of  unsaturated  fatty 

acids  has  prompted  these  questions: 


I What  is  the  role  of  unsaturated  fats  in 
the  daily  diet? 

Ya'nswer:  There  is  now  ample  clinical  evidence 
that  unsaturated  fats  tend  to  lower 
the  serum  cholesterol  level  of  human 
subjects,  whereas  saturated  fats  have 
the  opposite  effect. 


2 


How  much  of  the  important  unsaturated 

fatty  acids  does  corn  oil  provide? 


MAZOLA  Corn  Oil  yields  an  average 
of  85  per  cent  unsaturated  fatty  acids. 
100  grams  of  MAZOLA  will  yield:  53 
grams  of  linoleic  acid  and  28  grams  of 
oleic  acid;  it  also  provides  1.5  grams 
of  sitosterols,  and  only  12  grams  of 
saturated  fatty  acids. 


O What  is  the  best  way  to  provide  unsatu- 
rated fatty  acids? 

T^nswer:  By  balancing  the  types  of  fat  in  the 
daily  diet.  Many  doctors  now  agree 
that  from  one  third  to  one  half  of  the 
total  fat  intake  should  be  in  the  form 
of  a vegetable  oil  such  as  corn  oil 
(MAZOLA). 


4 How  is  corn  oil  most  easily  taken  in  the 
usual  daily  diet? 

jawswer;  There  is  no  need  to  disturb  the  daily 
routine  of  meals  or  to  have  separate 
diets  for  individual  members  of  the 
family.  MAZOLA  Com  Oil  can  be 
used  instead  of  solid  fats  in  preparing 
and  cooking  foods,  it  is  also  ideal  for 
salad  dressings. 


U How  can  I obtain  further  information  on 
the  value  of  corn  oil  as  a source  of  un- 
saturated fatty  acids? 

answer:  The  subject  is  reviewed  in  the  book 
“Vegetable  Oils  in  Nutrition.”  Also 
available  is  a recipe  book  for  distribu- 
tion to  your  patients.  It  tells  how  to 
use  corn  oil  in  everyday  meals.  Both 
books  will  be  sent  free  of  charge  to 
physicians,  on  request. 


CORN  PRODUCTS  REFINING  COMPANY 
17  Battery  Place,  New  York  4,  N.Y. 
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Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


1 view  of  the  beuefleial  re- 
es  observed  when  antaci<ls 
and  diets  were  used  conconi- 
with  prednisone  and  predni- 
we  feel  that  these  measures 
I he  employed  prophylacti- 
:o  offset  any  gastrointestinal 
ffects.” — Dordick,  J.  R.  et  al.: 
Slate  J.  Med.  57:2019  (June 
)57. 


:lc“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler.  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
Stale  M.  A.  54:771  (Sept.)  1956. 


:k‘’The  apparent  high  inci- 
dence of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aliimihiim  hydroxide  gel.”— 
Bollet,  A.  J.  and  Biiiiim,  J.  J.: 
.1.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  co-deltra  or  co-hydeltra. 


loDeltra. 

PREDNISONE  BUFFERED 

Itiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy— 
plus  positive  antacid  protection 
against  gastric  distress 


I 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC..  Philadelphia  I,  Pa. 


! 
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AsYOurd«>ctor,  -dally 
concerned  with  yo't*' 
health. » 

doty  th  ©ocooraoc  yo« 

»o  bacawe  immunixed 

against  poliomyctHis. 

If  you  haven  t atarted 
Of  completed  yOur 
vaccination  series  yet. 
please  don't  delay. 

Get  youtitrst  shot  now. 

Your  second  shot— 
tvfo  weeks  from  now- 

Your  third  ahol— eight 
monthstrom  now. 


.fOO 


IT 


make  a note  to  send  for  your 

polio  reminder  cards  today. 

Remember— every  unvaccinated  person  under 
40  should  receive  one  of  these  reminder  cards 
from  his  doctor. 


Just  fill  in 
the  coupon 
and  mail  it  to 


Public  Relations  Department 
American  Medical  Association 
535  N.  Dearborn  Street 
Chicago  10,  Illinois 


The  book  corner  cont.  from  108 


Some  readers  may  criticize  the  content  because  of 
this  lack  of  description  of  vectors  and  gradients. 
However,  all  the  patterns  commonly  seen  in  elec- 
trocardiography are  presented  and  very  well  il- 
lustrated by  typical  tracings. 

Controversial  material  is  avoided  and  reviewers 
will  have  difficulty  in  finding  portions  with  which 
they  can  disagree.  On  page  138  it  is  stated:  “The 
transient  ventricular  standstill  that  occurs  when 
block  becomes  complete  is  the  underlying  basis 
for  true  Adams-Stokes  attacks.”  The  author  prob- 
ably should  have  stated  that  ventricular  standstill 
is  one  of  the  underlying  bases  for  true  Adams- 
Stokes  attacks,  as  ventricular  tachycardia  or  fi- 
brillation may  also  be  causes. 

This  book  is  highly  recommended  for  clinicians 
interpreting  a limited  number  of  electrocardio- 
graphic tracings  as  well  as  students.  For  a smaller 
book  on  the  subject  it  must  be  rated  as  excellent 
for  a practical  one  covering  clinical  electrocardi- 
ography. 

Paul  F.  Miner,  M.D. 

Clinical  Toxicology  of  Commercial  Products:  By  Marion  N. 
Gleason,  Robert  E.  Gosselin,  M.D.,  Ph.D.,  Harold  C.  Hodge, 
Ph.D.,  D.Sc.  Baltimore,  Md.,  Williams  and  Wilkins  Co.,  1957. 
1160  p.  Price:  $16.00. 

An  excellent  and  thorough  publication  in  which 
the  authors  have  compiled  one  of  the  largest  list- 


ings of  products  found  in  and  around  the  home 
which  might  be  ingested  accidentally  or  suicidally. 

The  book  is  designed  to  make  available  the 
information  which  is  urgently  needed  when  a 
patient  has  swallowed  some  product  which  might 
possibly  have  toxic  results.  Extremely  valuable  is 
the  listing  of  more  than  15,000  trade-named  prod- 
ucts, such  as  cosmetics,  insecticides,  rodenticides 
and  other  commonly  used  household  items. 

The  contents  are  divided  into  the  following 
seven  sections:  First  Aid  and  General  Emergency 
Treatment,  Ingredients  Index,  Therapeutics  Index, 
Supportive  Treatment,  Trade  Name  Index,  Gen- 
eral Formulations,  and  Manufacturers’  Names  and 
Addresses. 

This  is  an  extremely  valuable  reference  for 
the  doctor,  pharmacist,  medical  library,  poison 
control  center  or  any  facility  which  might  be 
called  upon  to  render  emergency  treatment  in 
cases  of  possible  poisonings. 

1st  Lt.  A.  Gordon  Moon,  M.F.C. 

Introduction  to  Anesthesia:  By  Robert  D.  Dripps,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Anesthesiology,  Schools 
of  Medicine,  University  of  Pennsylvania;  Anesthetist,  Hos- 
pital of  the  U.  of  P.;  James  E.  Eckenhoff,  M.D.,  Professor  of 
Anesthesiology,  Schools  of  Medicine,  University  of  Pennsyl- 
vania; Anesthetist,  Hospital  of  the  U.  of  P.;  and  Leroy  D. 
Vandam,  M.D.,  Clinical  Professor  of  Anesthesia,  Harvard 
Medical  School;  Director  of  Anesthesia,  Peter  Bent  Brigham 
Hospital,  Boston.  266  pages.  Price:  $4.75. 

Dr.  Dripps  and  co-authors  present  a well-writ- 
ten  and  well-organized  book  accurately  entitled 


when  anxiety  and  tension  "erupts”  In  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  jng.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  ... PATHILON  {25  Wig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000, 


‘Trademark  ® Registered  Trademark  for  Trldihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Introduction  to  Anesthesia.  It  is  broad  in  scope 
and  never  gets  involved  in  unnecessarily  fine 
detail.  Specialized  technics  such  as  hypothermia, 
hypotensive  anesthesia,  hypnosis,  and  nerve  blocks 
were  intentionally  omitted  from  the  book.  It  is 
divided  into  five  sections,  starting  with  the  pre- 
anesthetic period,  going  on  to  the  day  of  anes- 
thesia, during  operation,  the  postoperative  period, 
and  finally  special  topics.  In  the  first  section  there 
is  a brief  discussion  of  premedication  with  the 
“tranquilizing  drugs.”  Open  drop,  spinal,  intra- 
venous and  local  anesthesia  are  accurately  de- 
scribed and  explained.  Unusual  topics  included  are 
sterilization  of  anesthesia  equipment  and  surgeon- 
anesthetist  relationships.  I like  the  philosophy  on 
fires  and  explosions  where  they  recommend  the 
use  of  “applied  brains.”  Thus,  don’t  substitute  a 
greater  hazard  for  a lesser  one  just  in  order  to 
adhere  to  recommendations  of  the  National  Fire 
Protective  Association.  Then  follows  an  excellent 
illustration — a child  is  scheduled  for  fluoroscopi- 
cally  controlled  reduction  of  a fracture  under  gen- 
eral anesthesia  in  a darkened  room.  The  potential 
hazards  of  non-explosive  pentothal  or  chloroform 
are  greater  than  the  risk  of  an  explosion  while 
using  ether.  In  the  last  section  are  interesting 
chapters  on  cardiac  resuscitation,  pediatric  anes- 
thesia, obstetric  anesthesia,  and  narcotic  poisoning. 
The  illustrations  and  tables  are  well  done  and  the 
index  is  adequate. 

It  is  not  a reference  textbook  for  the  full-time 
anesthesiologist  but  the  adherence  to  fundamentals 
makes  the  book  especially  useful  to  part-time 
anesthetists,  interns,  residents,  nurses  and  those 
not  interested  primarily  in  anesthesia. 

Robert  L.  Barth,  M.D. 

Current  Surgical  Management:  A Book  of  Alternative  View- 
points on  Controversial  Surgical  Problems.  Editors:  John  H. 
Mulholland.  Edwin  H.  Ellison  and  Stanley  R.  Friesen.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  494  p.  Price:  $10.00. 

This  book  represents  a new  form  of  presenta- 
tion of  common  surgical  problems.  There  are 
approximately  seventy-five  contributors  whose 
names  are  immediately  familiar  because  they  are 
active  authors  in  the  current  surgical  literature 
on  the  subjects  presented. 

The  arrangement  is  by  subject  with  an  effort 


Specialists  on 

IMPLANT  EYES 

It  has  been  our  privilege 
to  work  with  leading 
specialists  in  building 
plastic  eyes  to  order  for 
all  types  of  implants. 

Also  serving  the  doctor 
and  his  patient  with 
regular  all-plastic  eyes 
and  glass  eyes.  Assort- 
ments sent  on  memo.  In  business  since  1906.  Write  or 
phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.,  910  16th,  Denver  2.  MA.  3-5638 


made  to  present  problems  only  in  which  there  are 
reasonable  grounds  for  controversy  in  the  surgical 
treatment.  The  book  is  494  pages  long  so  it  is 
evident  that  not  all  surgical  subjects  can  even  be 
mentioned.  The  book  is  in  no  way  a textbook,  but 
instead  is  an  excellent  series  of  discussions  on 
twenty-eight  major  topics  of  everyday  importance 
to  the  surgeon.  The  level  of  discussion  is  that  for 
the  experienced  surgeon  and  advanced  surgical 
resident. 

Having  these  varying  opinions  together  is  a 
real  convenience  and  especially  fruitful  because 
the  articles  were  written  to  serve  this  very  pur- 
pose. In  all  probability  there  will  be  more  pres- 
entations of  this  type  in  the  future.  The  reviewer 
recommends  this  book  most  highly  and  predicts 
that  no  one  will  be  disappointed  with  its  content 
or  style. 

Marvin  E.  Johnson,  M.D. 
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in  common 
mixed 
infections 

...tetracycline 

phosphate  Phosphate 

for  children : 

PANMYCIN  KM 
Syrup 


in  potentially 
serious 
infections 

...tetracycline 
phosphate 

plus  for  children: 

n„,„bioctn  panalba  KM 

Granules 


BROAD. SPECTRUM 
TETRACYCLINE 
IN  ITS  MOST 
EFFICIENT  FORM 

Produces  more  tetracycline 
in  the  blood  with  no  more  in 
the  dose.  No  calcium  to 
depress  blood  levels.'  Basic 
broad-spectrum  therapy  in 
bronchitis,  pharyngitis, 
otitis  media,  tonsillitis,  and 
other  common  respiratory 
infections. 

1.  Welch.  H.;  Wright.  W.  w,.  and 
Staffa.  A.  W.:  Antibiotic  Med. 

& Chn.  Therapy  4:620,  I9S7. 


THE  BREADTH  OF 
PANMYCIN  PHOSPHATE  PLUS 
THE  ANTIMICROCOCCAL 
DEPTH  OF  ALBAMYCINt 

Offers  maximum  antimicrobial 
action  at  the  earliest 
possible  moment.  The 
antibiotic  preparation  of  first 
resort  in  pneumonia  of 
unknown  etiology,  carbuncles, 
multiple  furunculosis, 
cellulitis,  and  infections 
resistant  to  previous  therapy. 


for  the 
7 monilia 


susceptible 

types 

...tetracycline 

phosphate 

plus 

nystatin 


COMYCIN* 


I Upjohn  I 

tne  Upjohn  Cc^ar.r, 


PANMYCIN  PHOSPHATE 
PLUS  THE  ANTIMONILIAL 
PROTECTION  OF  NYSTATIN 

Ttic  lofiica*  choffie  for 

rcqittfinj;  high  lllibes 
ol-anlibiotics  or  prolongEd 
anlfbi^c  therapy:  for 
patients  with  prcviotis 
moniUal  mmp  Heat  tone-  for 
di^stics;  {atients  on 
OjrticohtSi  the  pce@ant, 
debRlfated.  or  elderly;  and 
for  infants,  ea^claiiy  the 
premature. 
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Clinical 

judgment 

DICTATES 

THE 

CHOICE 


1. 


2. 


3. 


THE  CHOICE  OF  A 
SYSTEMIC  ANTIBIOTIC 
IS  A MATTER  OF 
CLINICAL  JUDGMENT 


PANMYCIN  PHOSPHATE  IN 
COMMON  MIXED  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  250  mg.  every  6 hours  or  500  mg.  every  12  hours.  CHILDREN: 
Approximately  8 mg.  per  pound  of  body  weight  daily,  in  four  equally  divided  doses  every 
6 hours,  or  two  equally  divided  doses  every  12  hours. 

SUPPLIED:  CAPSULES:  250  mg.  in  bottles  of  16  and  100;  125  mg.  in  bottles  of  25  and  100. 
PANMYCIN  KM  SYRUP:  Each  teaspoonful  (5  cc.)  contains  tetracycline  equivalent  to  125 
mg.  tetracycline  hydrochloride,  and  potassium  metaphosphate,  100  mg.,  mint 
flavor,  in  2 fluidounce  and  pint  bottles. 

PANALBA  IN  POTENTIALLY 
SERIOUS  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  1 or  2 capsules  three  or  four  times  a day,  depending  on  the  type 
and  severity  of  the  infection.  CHILDREN:  Proportionately  less. 

SUPPLIED:  Each  powder-blue-and-brown  capsule  contains  Panmycin  (tetracycline) 
Phosphate  complex  equivalent  to  250  mg.  tetracycline  hydrochloride,  and  Albamycin 
(as  novobiocin  sodium)  125  mg.;  in  bottles  of  16  and  100. 

Also  available:  panalba  km  granules  (Pediatric).  When  reconstituted,  each  5 cc. 
teaspoonful  contains  Panmycin  equivalent  to  tetracycline  hydrochloride,  125  mg.  and 
Albamycin  (as  novobiocin  calcium)  62.5  mg.,  and  potassium  metaphosphate  100  mg.;  in 
pleasantly  flavored  vehicle.  Dosage  is  based  upon  amount  of  tetracycline-6  to  8 mg.  per 
pound  of  body  weight  per  day  in  2 to  4 equally  divided  doses. 

COMYCIN  FOR  THE  7 MONILIA- 
SUSCEPTIBLE  TYPES 

USUAL  DOSAGE:  ADULTS:  1 or  2 capsuies  every  6 hours.  CHILDREN:  Proportionately  less. 
SUPPLIED:  Each  brown-and-pink  capsule  contains  tetracycline  phosphate  complex,  equiv- 
alent to  250  mg.  tetracycline  hydrochloride;  nystatin  250,000  units.  In  bottles  of  16 
and  100. 

I Upjohn  I 

The  Upjohn  Company,  Kalamazoo,  Michigan 


1,  Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


r ' : siiiM  mn  Mti 

{ mmmtmiim 
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3i  Elevated  serum  uric  acid  levels. 


2 • Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4i  Colchicine  test:  full  dose  (0.5 
mg. ) every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS... SUSPECT  GOUT; 


^BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  finding’s  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE:  0.25  Gm.  (%  tablet)  twice  daily  for 


one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 

Benemid  is  a trade-mark  of  Merck  & Co.,  Ine. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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Extensile  Exposure:  By  Arnold  K,  Henry,  M.B.,  M.Ch., 
F.R.C.S.I.  2d  edition.  Baltimore,  Williams  & Wilkins,  1957. 
320  p.  Price:  $10.00. 

The  second  edition  of  Henry’s  masterful  treatise 
on  surgical  approaches  to  the  extremities  has  been 
enlarged  to  include  approaches  in  the  neck  and 
hypogastric  regions. 

As  in  his  first  edition,  Arnold  K.  Henry,  who 
is  professor  of  anatomy  in  the  Royal  College  of 
Surgeons  in  Ireland,  has  intertwined  aphorisms, 
philosophy,  mnemonics,  and  wit  to  add  spice  and 
interest  to  his  very  practical  discussion  of  surgical 
anatomy.  The  text  of  his  first  edition  which  gave 
excellent  descriptions  of  extensile  exposures  in 
the  extremities  has  been  left  almost  entirely  in- 
tact. Numerous  illustrations  complement  the  text. 

The  sections  that  have  been  added  include  the 
following:  1.  Exposure  of  the  front  and  side  of 
the  neck  by  sternomastoid  muscle  eversion.  2.  Re- 
section of  the  posterior  segment  of  this  second 
left  costal  arch  to  permit  ligation  of  the  left  sub- 
clavian artery  from  behind  and  resection  of  the 
anterior  segment  to  allow  for  removal  of  pul- 
monary emboli.  3.  Descriptions  of  the  hypogastric 
route  for  prelusive  vascular  ligation  in  prostatec- 
tomies. 4.  Complete  access  to  the  hip  joint  nerves 
from  in  front  through  either  an  abdominal  extra- 
peritoneal  incision  or  a thigh  incision. 

This  book  would  be  an  excellent  addition  to 


any  surgeon’s  library  and  delightful  reading  for 
any  student  of  anatomy. 

W.  H.  Keener,  M.D. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE' 

Meprobamate. with  PATHILON®  Lederle 


Combines  Meprobamate  {400  ntg.j  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . zvith  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihejtethyl  Iodide  Lederle 
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Rocky  Mountain  Medical  Journal 


To  cut  daytime  lethargy 
(and  keep  rauwolfia  potency) 
in  treatment  of  hypertension: 


Mounting  clinical  evidence 
confirms  the  view  that 
Harmonyl  produces  much  less 
lethargy  while  reducing  blood 
pressure  effectively.  In  the  most 
recent  studyS  Harmonyl  was 
evaluated  in  comparison  with 
reserpine  and  other  rauwolfia 
alkaloids.  Harmonyl  was  the 
only  alkaloid  which  produced  a 
hypotensive  response  closely 
matching  that  of  reserpine, 
coupled  with  a greatly  reduced 
rate  of  lethargy.  Only  one 
Harmonyl  patient  in  20 
showed  lethargy,  while  an 
average  of  11  out  of  20  showed 
lethargy  with  reserpine,  and  10 
out  of  20  with  the 
alseroxylon  fraction.  Lujumt 
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in  anxiety  and  hypertension 
NEW  fast-acting 


‘^Harmonyl-N* 

(Harmonyl*  and  NembutalD) 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Deserpidine,  Abbott)  and  Nembutal 
( Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Half-Strength  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl.  QMtott 

©Filmtab— Film-sealed  tablets,  Abbott;  pat.  applied  for 
801060  *Trademark 


Report  on  legal  actions  against  the 
Hoxsey  cancer  treatment 

By  G.  P.  Larrick,  Commissioner  of  Food  and  Drugs 

At  Pittsburgh,  on  October  2,  1957,  U.  S.  District 
Judge  John  L.  Miller  ordered  the  Hoxsey  Cancer 
Clinic,  Inc.,  of  Pennsylvania  to  stop  dispensing  to 
out-of-state  patients  the  Hoxsey  treatment  or  any 
other  drugs  represented  to  be  the  Hoxsey  treat- 
ment for  internal  cancer. 

During  the  seven-day  trial  of  this  case  the 
government  for  the  third  time  presented  evidence 
that  the  Hoxsey  treatment  is  worthless  for  in- 
ternal cancer  and  results  in  harm  to  persons  who 
rely  upon  it  while  neglecting  to  obtain  competent 
medical  treatment.  Evidence  was  also  presented 
that  the  Portage,  Pennsylvania,  clinic  since  last 
June  had  been  treating  out-of-state  cancer  pa- 
tients with  other  simple  medicines  such  as  fig 
juice,  vitamin  pills,  brewers’  yeast  tablets  and 
antacid  preparations,  along  with  a prescription  for 
saturated  solution  of  potassium  iodide.  The  latter 
is  available  without  a prescription  from  any  drug 
store. 

The  Pennsylvania  clinic  and  its  officers  agreed 
to  drop  their  appeal  from  a previous  jury  verdict 
that  the  Hoxsey  pills  were  falsely  represented  for 
cancer.  They  agreed  to  pay  the  $14,000  costs  in 
that  case  and  to  dismiss  a suit  in  Washington, 
D.  C.,  aimed  at  stopping  further  government  in- 
vestigations of  the  clinic. 

We  believe  the  Pennsylvania  injunction  will 
effectively  stop  interstate  distribution  of  the  Hox- 
sey cancer  medicines  from  that  state.  Any  action 
against  distribution  within  Pennsylvania  will  have 
to  be  undertaken  by  the  state  authorities. 

At  Washington,  D.  C.,  on  October  11,  1957, 
Federal  Judge  Alexander  Holtzhoff  dismissed  a 
suit  by  Harry  M.  Hoxsey  calling  for  withdrawal 
of  a public  warning  against  the  Hoxsey  treatment 
which  has  been  displayed  in  U.  S.  Post  Offices 
and  other  public  buildings  throughout  the  country. 
This  suit  alleged  that  the  public  information  sec- 
tion of  the  Food,  Drug,  and  Cosmetic  Act  was 
unconstitutional  because  there  was  no  provision 
for  a hearing  before  issuance  of  a public  warning 
and  this  destroyed  the  plaintiff’s  business  without 
due  process  of  law.  The  court  held  that  the  law  is 
constitutional  and  that  even  without  specific  stat- 
utory authority  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  and  the  FDA  had  the  right  and 
the  duty  to  warn  the  public  in  cases  like  this. 

The  FDA  intends  to  seek  vigorous  enforcement 
of  both  the  Pennsylvania  injunction  and  the  1953 
injunction  issued  by  the  federal  court  of  Dallas. 

The  public  should  know,  however,  that  such 
actions  will  not  end  the  menace  of  this  treatment 
since  the  federal  government  does  not  have  the 
power  to  stop  a clinic  in  any  state  from  treating 
cancer  patients  within  that  state  with  the  nos- 
trums which  comprise  the  Hoxsey  treatment.  Mil- 
lions of  copies  of  false  promotional  literature  are 
still  in  circulation;  much  of  it  reporting  cures  of 
persons  who  are  now  dead. 

It  is,  therefore,  of  the  utmost  importance  that 
cancer  patients  and  their  families  who  may  be 
planning  to  try  the  Hoxsey  treatment  wherever 


it  is  available  acquaint  themselves  with  the  facts 
about  it.  Again  we  urge  all  such  persons  to  secure 
a copy  of  the  public  warning  by  writing  to  the 
Food  and  Drug  Administration,  U.  S.  Department 
of  Health,  Education  and  Welfare,  Washington  25, 
D.  C. 


Excerpta  Medica 

(The  manuscript  of  this  poem,  which  appeared  during  the 
first  quarter  of  the  19th  century,  was  said  to  have  been  found 
in  the  Museum  of  the  Royal  College  of  Surgeons,  London, 
near  a perfect  human  skeleton,  and  to  have  been  sent  by  the 
curator  to  the  Morning  Chronicle  for  publication.  It  excited 
so  much  attention  that  every  effort  was  made  to  discover  the 
author,  and  a reward  of  50  guineas  was  offered  for  informa- 
tion that  would  reveal  its  origin.  The  author  preserved  his 
incognito,  and,  we  believe,  has  never  been  discovered.) 

To  a Skeleton 

‘Behold  this  ruin!  ’Twas  a skull 
Once  of  ethereal  spirit  full. 

This  narrow  cell  was  Life’s  retreat; 

This  space  was  Thought’s  mysterious  seat. 
What  beauteous  visions  filled  this  spot! 

What  dreams  of  pleasure  long  forgot! 

Nor  hope,  nor  joy,  nor  love,  nor  fear 
Has  left  one  trace  of  record  here. 

‘Beneath  this  mouldering  canopy 
Once  shone  the  bright  and  busy  eye: 

But  start  not  at  the  dismal  void — • 

If  social  love  that  eye  employed. 

If  with  no  flawless  fire  it  gleamed. 


But  through  the  dews  of  kindness  beamed. 
That  eye  shall  be  forever  bright 
When  stars  and  sun  are  sunk  in  night. 

‘Within  this  hollow  cavern  hung 
The  ready,  swift,  and  tuneful  tongue 
If  Falsehood’s  honey  it  disdained. 

And  when  it  could  not  praise  was  chained; 

If  bold  in  Virtue’s  cause  it  spoke. 

Yet  gentle  concord  never  broke — 

This  silent  tongue  shall  plead  for  thee 
When  time  unveils  Eternity! 

‘Say,  did  these  fingers  delve  the  mine. 

Or  with  the  envied  rubies  shine? 

To  hew  the  rock,  or  wear  a gem 
Can  little  now  avail  to  them; 

But  if  the  page  of  Truth  they  sought. 

Or  comfort  to  the  mourner  brought. 

These  bands  a richer  meed  shall  claim 
Than  all  that  wait  on  Wealth  and  Fame. 

‘Avails  it  whether  bare  or  shod 
These  feet  the  paths  of  duty  trod? 

If  from  the  bowers  of  Ease  they  fled. 

To  seek  Affliction’s  humble  shed; 

If  grandeur’s  guilty  bribe  they  spurned. 

And  home  to  Virtue’s  cot  returned — 

These  feet  with  angel  wings  shall  vie. 

And  tread  the  palace  of  the  sky!’ 

— S.  E.  Whitnall,  M.D.:  The  Study  of  Anatomy, 
Edward  Arnold  & Co.,  London,  via  Rhode  Island 
Medical  Journal,  September,  1956. 
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Pleasant  tasting 

‘ANTEPAR’ 


hrajid 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOIVIICAL 

^ANTEPAR^  SYRUP  Piperazine  Citrate,  100  nig.  per  cc. 
^ANTEPAR' TABLETS  ~ Piperazine  Citrate,  250  or  500  nig.,  scored 
^ANTEPAR’  WAFERS  “ Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


Q BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Rocky  Mountain  Medical  Journal 


AS  YOU  LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


“In  point  of  fact  much  effective  psychotherapy 
is  done  without  recourse  to  the  unconscious  mind 
and  without  speculations  about  repressed  con- 
flicts and  motivations.  Indeed,  too  much  sophis- 
tication in  mental  mechanisms,  and  too  little  com- 
mon sense,  may  be  a positive  hindrance  to  suc- 
cess.” Dr.  J.  A.  Harrington,  The  Lancet,  April  20, 
1957,  page  799. 

“Besides  the  maxim  ‘It’s  not  what  you  ask  but 
how  you  ask  it,’  certain  other  points  deserve 
mention.  We  all  face  the  problem  of  being  se- 
lectively deaf  in  history-taking:  we  hear  only  the 
things  we  want  to  hear.  To  approach  every  neu- 
rotic with  a fixed  idea  that  the  problem  must  be 
sexual  is  as  naive  as  to  suppose  it  never  is.”  Dr. 
J.  A.  Harrington,  loc.  cit.,  page  799. 

“Be  suspicious  of  the  patient  who  produces  inti- 


mate material  on  a plate  at  the  first  meeting — 
he  may  be  near  psychotic.”  Dr.  J.  A.  Harrington, 
loc.  cit.,  page  799. 

“Neurotics  are  very  keen  to  have  a definite 
cause  for  their  symptoms  and  will  fasten  like 
leeches  on  to  ‘fibrositis’  or  the  like  as  the  cause 
of  their  troubles.  Once  they  are  fixed  in  this 
sort  of  belief  it  is  much  harder  to  get  them  well.” 
Dr.  J.  A.  Harrington,  loc.  cit.,  page  800. 

“Before  embarking  on  treatment  it  is  important  to 
decide  the  objectives  for  each  case;  they  should 
be  kept  in  mind  throughout  treatment.  The  aim 
may  be  to  get  the  patient  symptom-free,  to  give 
him  some  relief,  to  get  him  back  to  work,  to 
save  his  marriage,  or  to  keep  him  going  until 
circumstances  take  a turn  for  the  better.  The 
aims  should  be  realistic.  Many  doctors  get  dis- 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 


in  spastic 

and  irritabie  coion 


PATH  I BAM  ATE' 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  v/idely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlaY”  of  spastic  and  irritable  colon™ without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . xvith  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 
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couraged  about  their  therapeutic  ability  by  put- 
ting the  sights  too  high.  Our  influence  on  the  pa- 
tient is  considerable  but  not  infinite.”  Dr.  J.  A. 
Harrington,  loc.  cit.,  page  800. 


Social  Security  says: 

Social  Security  says:  “A  wife  or  widow  under 
62  or  the  divorced  wife  of  an  insured  person  may 
receive  payments  only  while  she  has  in  her  care 
a child  (under  18  years  of  age)  who  is  entitled  to 
monthly  payments.” 

In  other  words:  Many  widows  who  married  in 
their  20’s  and  lost  their  husbands  in  their  40’s, 
would  not  receive  any  survivors’  benefits  until 
they  reached  age  62  because  their  children  would 
be  18  or  older. 

Social  Security  says:  “A  woman  who  becomes 
entitled  to  benefits  based  on  her  own  earnings  and 
also  the  wife’s  benefits  on  the  earnings  of  her 
husband  would  receive  no  more  than  the  larger 
of  the  two  amounts.  A child  who  becomes  entitled 
to  child’s  benefits  based  on  earnings  of  both  his 
father  and  mother  would  not  receive  both  pay- 
ments.” 

In  other  words:  Double  social  security  taxes 
paid  by  one  family  do  not  produce  benefits  for 
each  member  paying  the  taxes.  A part  of  the 
taxes  goes  to  “charity.” 
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Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NIBRASKA 

Since  1902 


WANT  ADS 


PROGRESSIVE,  GROWING  GROUP  of  six  physicians  ! 

would  like  to  contact  an  obstetrician,  pediatrician,  j 
internist,  and  general  practitioner  who  have  com-  • 
pleted  military  obligations.  Very  prosperous  central  ] 
Nebraska  town  under  20,000  offers  unlimited  future  • 
possibilities.  Excellent  salary  first  year,  attractive 
partnership  thereafter.  Reply  Box  21-3,  Rocky  Moun-  j 
atin  Medical  Journal,  835  Republic  Bldg.,  Denver  2, 
Colorado. 


BOARD  CERTIFIED  Orthopedic  Surgeon  looking  for 
physician  who  has  Just  finished  his  internship  and  l 
would  be  interested  in  working  as  his  assistant  for  ^ 
one  year  in  Colorado.  Please  write  Box  6-1  TF,  835  , 
Republic  Building,  Denver  2,  Colorado. 


EXCELLENT  CLINIC  location  progressing  rapidly  ! 

into  medical  district.  % acre  S.E.  corner  Federal  i 
and  Yale,  302  feet  deep,  67%  foot  frontage  on  Federal. 
$13,500  by  owner.  Mrs.  Marie  Mozelle  Witham,  6060 
Fairfield  Place,  Littleton.  PYramid  4-3450  mornings 
until  9,  evenings  after  5.  12-1-3 


NEW  MEXICO — General  practice  for  sale  in  a medical 
building  in  Albuquerque,  New  Mexico.  Office  com- 
pletely equipped,  take  over  lease;  terms;  moving  to 
rural  practice.  Conrad  Pavlock,  M.D.,  106  Girard, 

S.E.,  Albuquerque,  New  Mexico.  12-3 


OPHTHALMOLOGIST:  Board  certified  or  eligible  for 
board  examination,  to  take  over  practice  of  the  late 
Dr.  F.  Nelson;  practice  20  years  old — office  with  ex-  | 
cellent  equipment  and  library,  in  residential  area  with 
plenty  of  parking  space.  Write  to  Mrs.  F.  Nelson,  1121 
N.  Tejon  Street,  Colorado  Springs,  Colorado.  3-1  j] 

WANTED:  Locum  tenens  one  year  beginning  July  1,  fl 

1958.  Physician  interested  in  industrial  medicine  and  i 
limited  general  practice:  salary  open.  Contact  Glass- 
Nelson  Clinic,  2020  S.  Xanthus,  Tulsa,  Oklahoma.  37 


GENERAL  PRACTITIONER  — 28;  military  service 
completed:  excellent  background  ENT  and  some 
general  surgery — would  like  to  associate  with  estab- 
lished practitioner  or  group  in  Rocky  Mountain  area. 
Available  July  1.  W.  R.  Markel,  M.D.,  1755  Military 
Avenue,  Seaside,  California.  35-3 


J^ewton 


Optical  Qompany 


GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 


Phone  KEystone  4-8714 
309-16th  Street  Denver 


Don’t  miss 

important  telophone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away, 
day  or  night;  our  kindly  voice  conscientiously  tends 
your  telephone  business,  accurately  reports  to  you 

when  you  return. 

TELEPHONE 

ANSWERING 

SERVICE 

CALL  ALpine  5-1414 
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FOR  SALE:  Books,  12  volumes,  “Practice  of  Surgery," 
by  Waltham  Walters,  1954  Edition;  “Practice  of 
Medicine,”  by  Tice,  10  volumes,  1954  edition;  Medical 
Reference  Book  on  Medicine  & Surgery,  by  Lippin- 
cott  Quick,  Rehuberger,  1944  edition;  “Surgical  An- 
atomy,” in  colors,  1,280  illustrations,  1934  edition; 
“Surgery  for  Ambulatory  Patients,”  Ferguson,  “Meth- 
ods of  Treatment — Surgical,”  Glendening  & Haslnger, 
7th  Edition;  Textbook  on  Gynecology,  by  Fulkerson, 
“Practice  of  Pediatrics,”  6 volumes,  1945,  Brememan’s; 
Hughs  Practice  of  Medicine.  All  in  excellent  condi- 
tion. Position  hydraulic  chair  complete  with  attach- 
ments, in  excellent  condition;  Hawley  table  for  frac- 
tures; chrome  settee  and  3 chairs  to  match;  special 
lens  lights;  office  stools;  instrument  cabinet  with 
plate  glass  shelves;  assorted  surgery  instruments; 
sorne  bone  instruments.  Phone  or  write  Mrs.  W.  W. 
Evans,  P.  O.  Box  307,  Phone  2171,  New  Castle,  Colo- 
rado. 32-3 


RELIABLE  DRUGGISTS 


Patronize  Denver’s 
Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LUBIM’S  BRUG 

LUBIN  L ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  CLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4>7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

' Free  Delivery 


OFFICE  SPACE  now  available.  Space  for  3 or  4 doc- 
tors desiring  to  operate  as  a group.  Large  reception 
room,  secretary’s  room,  4 consultation  rooms,  6 rooms 
for  examinations  and  laboratory,  x-ray  and  dark 
room,  private  toilet,  in  the  Republic  Building  centrally 
located  in  downtown  Denver,  serving  the  Medical  and 
Dental  Professions  exclusively,  easily  reached  from 
all  sections  of  the  city  by  auto  or  by  public  transpor- 
tation, ample  parking  nearby.  Also,  smaller  spaces  are 
available.  Call,  write  or  visit  the  Building  Manager  on 
the  premises,  KE  4-5271,  1624  Tremont  Place,  Denver 
2,  Colorado.  34-3 


FOR  RENT — Dental  office  space,  available  immedi- 
ately. Well  located.  Three  general  practitioners  in 
same  building.  Nothing  to  buy.  Formerly  occupied  by 
dentist,  now  deceased.  Good  opportunity.  David  L. 
Robison,  Sulphide  Bldg.,  Canon  City,  Colorado.  23 


OPHTHALMOLOGIST  OR  EENT,  or  both,  practice 
guaranteed.  Lease  or  buy  office  apartment  combina- 
tion, modern.  Best  opportunity,  suburban  Los  Angeles 
industrial  area.  Practice  20  years  old,  free.  P.  V.  John- 
son, M.D.,  1405  East  21st  So.  Street,  Salt  Lake  City, 
Utah.  36 


FOR  LEASE,  in  Lakewood  Medical  Building,  progres- 
sive, exclusive  suburban  West  Denver  area.  Past 
several  months  beyond  doctors’  expectations.  Reason- 
able lease.  Building  restricted,  air  conditioned,  ample 
parking.  Write  or  phone.  Management  Department, 
Lakewood  Realty,  BElmont  3-4646,  7845  West  Colfax, 
Denver  15,  Colorado.  3-3 


DERMATOLOGIST,  we  need  you.  The  Lakewood  Medi- 
cal Building  located  in  suburban  West  Denver  offers 
you  an  exclusive  territory  for  your  specialty.  Phone 
our  present  tenant  doctors  for  their  opinion.  Air  con- 
ditioned, restricted,  ample  parking.  Write  or  phone, 
Management  Lakewood  Realty,  7845  West  Colfax, 
BElmonth  3-4646,  Denver  15,  Colorado.  31-3 


OFFICE  SPACE  in  professional  doctors  building, 
$95.00  a month.  Beautifully  decorated,  up-to-date 
office,  conveniently  located  in  the  center  of  a number 
of  Denver’s  major  hospitals  at  E.  18th  Ave.  and 
Marion  St.  Rent  includes  parking,  steam  heat,  land- 
scaping and  custodians’  services.  Inquiries  invited 
concerning  a new  medical  building  to  be  erected  in 
the  same  area.  Call  KEystone  4-7221.  38 


A 

FOR  MEDICAL  MEN 

becomes  available  from  time  to  time  in 
Denver's  exclusive  Medical  Building  ...  The 
Republic  Building.  For  details,  cal!  or  write 
the  building  manager: 

KE  4-5271 

THE  REPUBLIC  BUILDING  CORP. 

1624  Tremont  Place  • Denver,  Colorado 
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Monilial  overgrowth 
■■  is  a factor 


Combines  Achromycin  V with  Nystatin 


SUPPLIED: 

CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored ) Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Cm.  of  Achromycin  V. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N.  Y.^ 
^Trademark  tReg.U.  S.  Pat.  Off. 


Achrostatin  V combines  AcHROMvciNt  V 
. . . the  new  rapid-acting  oral  form  of  AchromycinJ^ 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
...  and  Nystatin  . . . the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone  ^ 

to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 
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ORAL^^ 


progestational  agent 
with 

unexcelled  potency 
and 

unsurpassed  efficacy 


in  functional  uterine  bleeding 

FuBctionai  wterine-bleecling  is  usually  due 
to  failure  of  oviilatioa  with  sustained  estrogenic 
stimulation  of  the  eadometrium  in  the  absence 
of  progesterone.  The  most  effective  type 
of  hormone  in  arresting  a bout  of  functional  uterine 
bleeding  is  a progestational  agentd  Administered 
orally,  NOBUJTIM  produces  presecretory  to  .secretory 
and  marked  progestational  endometriuin  in 
3 to  14  daysd'^  The  retem  of  normal  menstruation 
frequently  can  be  Induced  by  eonUnued  cyclic 
therapy  with  NOBI.TTIN  during  successive  -months. 


case  summary 

A 44-year-old  woman  had  spotting  and  Heedin| 
for  10  days.  She  was  treated  with  MOBtitfriN, 

30  ujg.  twice  daily  for  4 days.  Bleeding  stopped 
during  Hiedlcation  and  24  to  72  hours  after 
cessation  of  therapy  normal  withdrawal 
bleeding  occurred. 

8*#«r«nieesi  (1)  Oeenblatt,  R.  B„  & Clark,  S.  L.: 
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(2)  GreenHatt,  11.  S.;  /.  Clin.  Endocrimt 
m-M%  1936.  (3)  Hertj.,  R.;  Waite,  J.  H., 

& Thotnas,  L.  B.:  Proc.  Soc,  Exper.  Biol,  h Med. 

91:418,  ime. 


r.M. 


{ norethindrone,  Parke-Davis ) 

IMOICATI0KIS  FOR  NORLWTiNs  conditions  liivolvisg  deficiency 
of  progesteroae  such  as  primar)'  and  seeoadaiy  amenorrhea, 
mensiryal  irregulaiity,  functional  uterine  Weeding, 
yad(x;rioe  infertility,  habitual  abortion,  threatened  abortion, 
premenstiiial  tension,  and  dysmenorrhea. 
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a unique  new  medical  communications  service  — produced  by  the 
Medical  Education  Department,  Lakeside  Laboratories,  In-’. 

Significant  scientific  exhibits  at  medical  meetings  throughout  the  ii.-.; ..  n 
will  be  preserved  on  film ...  permanently  available  for  study  I'.c  i !'.■■■ 
thousands  of  physicians  anxious  to  keep  up  with  the  newest  dev.-!.-;- 
ments  in  medicine  and  surgery. 

These  filmstrips,  together  with  recorded  commentaries,  will  be 
on  request  to  Medical  Schools,  County,  State  and  Sectional  M-  -■..d 
Societies,  not  as  a loan  but  as  a permanent  contribution. 


FILMSTRIP  1 Parti  The  Present  Indications  for  Cardiac  Surgerv  ■ 
Robert  K Glover,  Julio  C.  Davila  and  Robert  G.  Trout  (Philadelphia)  • Billings  G - 1 
Medal  for  excellence  in  the  correlation  and  presentation  of  facts  • Part  II  O:  : 
Organomercurial  Diuretics  • Sim  E Dimitroff  and  George  C.  Griffith  (Los  Angeles) 

FIL^ISTRIP  2 Part  I The  Hands  in  Arthritis  and  Related  Conditions  • 
Darrell  C.  Crain  (Washington,  D.  C.)  • Certificate  of  Merit  * Part  II  Intra- 
muscular Iron  for  the  Treatment  of  Iron  Deficiency  Anemia  in  Infancy  • Ralph  O. 
Wallerstein,  and  M.  Silvija  Hoag  (San  Francisco) 

FILMSTRIPS  Parti  Bronchial  Asthma  • John  W.  Irwin,  Irving  H.  Itkin, 
Sandylee  Weille  and  Nancy  Little  (Boston)  • Honorable  Mention  Award  • Part  II 
The  Direct  (Open)  Surgical  Repair  of  Congenital  and  Acquired  Intracardiac  Mal- 
formations • C.  W.  Lillehei,  H.  E.  Warden,  R.  A.  DeWall,  V L.  Gott,  R.  D.  Sellers, 
M.  Cohen,  R.  C.  Read,  R.  L.  Varco  and  O.  H.  Wangensteen  (Minneapolis)  • Hektoen 
Gold  Medal  for  originality  and  excellence  of  presentation  in  an  exhibit  of  original 
investigation 


Officers  of  Medical  Societies  and  Medical  School  libraries  wishing  to  start  their 
library  of  Filmstrips  of  Scientific  Exhibits  now,  should  address  their  requests  to: 
EXHIBiTS-ON-FILM,  Medical  Education  Department,  Lakeside  Laboratories, 
Inc.,  Milwaukee  1,  Wisconsin 

Individual  physicians  who  wish  to  arrange  showings  such  as  at  hospital  staff  meetings 
should  contact  the  secretary  of  their  Medical  Society  or  Medical  School  librarian. 


E X XI I B ITS  - ON  - 


The  Filxxistrip  Lihrairy 
Of  Scientific  Exhibits 


ready  now  for  distribution 

Six  widely  acclaimed  scientific  exhibits  selected  from  those  at  the  106th  Ann'i-! 
Meeting,  American  Medical  Association,  New  York,  June  3-7,  1957. 


ANNOUNC I NO 
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or  liver 
impairment 


the  original  complete  lipotropic  therapy 


nrn  iTHii  m 


methionine  • vitamin  B12  • choiine  • 
inositol  • liver 

Fatty  liver  and  other  hepatic  damage  occur  in  and 
are  exacerbated  by  diabetes,  obesity,  alcoholism, 
arteriosclerosis  and  coronary  disease, 

METHiSCHOL  helps  to  terminate  this  vicious  cycle 
...  by  acting  to  increase  phospholipid  turnover, 
to  reduce  fatty  deposits  and  fibrosis  of  the  liver, 
to  stimulate  regeneration  of  new  liver  cells  . . , and 
generally  to  help  improve  liver  function. 

capsules: 

bottles  of  100,  250,  500  and  1000, 

syrup: 

bottles  of  16  ounces  and  1 gallon, 
for  samples  and  detailed  literature  write 

u.s.  vitamin  eorporation 

(Arlington. Funk  Laboratories,  division) 

250  East  43rd  Street,  New  York  17,  N,  Y. 


associated  with  or  aggravated  by 

alcoholism 

diabetes 

obesity 

atherosclerosis 
coronary  disease 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 

CREMOMYCIN 


comprehensive  control 

with 


sulfasuxidineI  pectin-kaolin-neomycin  suspension 


S08THING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages.  

Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA- 
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there  is  one  tranquilizer  clearly  indicated  id  psptiC  UlCBr... 


*Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  ...  No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  ATARAX: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”* (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied:  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references;  l.  Strub,  I.  H, : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.  r presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 

19,  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Ine. 
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SYNTHETIC  BILIARY  ABSTERGE  NT 


ZANCHOE 

(brand  of  florantyrone) 

Fills  an  Important  Postcholecystectomy  Need 


The  excellent  results  with  Zanchol  in  pa- 
tients whose  gallbladders  have  been  re- 
moved have  been  most  pronounced  in  two 
phases  of  management: 

1.  Early— Zanchol  in  Postoperative  Care. 

T-tube  studies  have  demonstrated  that 
Zanchol  increases  the  volume  and  fluidity 
of  bile,  at  the  same  time  changing  its  color 
to  a clear,  brilliant  green.  The  greatly  im- 
proved abstergent  cleansing  action  of  the 
bile  is  noted  in  its  ability  to  keep  the  T 
tubes  clean^  without  rinsing  in  most  cases. 

2.  Late— Zanchol  in  Postcholecystectomy 
Syndrome.  By  improving  the  physico- 
chemical properties  of  bile  and  increasing 


its  flow,  Zanchol  acts  to  eliminate  biliary 
stasis  and  sharply  reduce  or  eliminate  bil- 
iary sediment.  The  drug  may  be  employed 
in  both  prophylaxis  and  therapy  of  the  post- 
cholecystectomy syndrome. 

Medical  Indication  for  Zanchol 
This  includes  the  treatment  of  patients 
with  chronic  cholecystitis  for  which  sur- 
gery is  not  required  or  may  be  impossible 
for  any  reason. 

Dosage : one  tablet  three  or  four  times 
daily.  Tablets  of  250  mg.  each. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  McGowan,  J.  M. : Clinical  Significance  of  Changes  in 
Common  Duct  Bile  Resulting  from  a New  Synthetic 
Choleretic,  Surg.,  Gynec.  & Obst.  i05.163  (Aug.)  1956. 
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and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  (Rauwiloid]  is  an  anti- 
hypertensive  agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,  and  Moyer,  J.  H,:  Rauwoiria 

Toxicity  in  the  Treatment  of  Hypertension. 

Postgrad.  Med.  23i41  (Jan  ) 1958. 


for  three  years 


Many  such  hypertensives 


on 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

aUeroxylon  1 mg.  and  aikavervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c, 

Rauwiloid®  + Hexamethonium 

oberoxyion  1 mg.  and  hexome^^ium  chloride  dihydrote  250  mg. 

in  severe,  otherwise  intractable  h5rpertension. 

Initial  dose  V%  tablet.  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 
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^pbols 

OF 


PROVEN 

PAIN 

RELIEF 


EMPIRIN 

COMPOUND 

CODEINE 

PHOSPHATE 


Formulas  for  dependable  relief,. 


. .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

TABLOID’ 

EMPIRIN  COMPOUND 

Acetophenetidin gr. 

Aspirin  (Acetylsalicylic  Acid) gr.  3% 

Caffeine  gr.  Vz 

...from  mild  pain  complicated  by  tension  and  restlessness. 

TAJDIDAI’ 

H H V* 

H I I B Acetophenetidin gr. 

B W B B B B B J^^B  BH  Aspirin  (Acetylsalicylic  Acid) gr. 

*Sabject  to  Federal  Narcotic  Regulations 

C 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  IWCL 


all  day  or 
all  night 
with  just 
one  Pyribenzamine 


The  Pyribenzamine  Lontab  is  unique 
in  two  ways.  Its  outer  shell  actually 
releases  33  mg.  Pyribenzamine  for 
immediate  relief.  Its  specially  formulated 
inner  core  slowly  and  consistently 
releases  an  additional  67  mg.  Pyribenzamine 
to  extend  relief  up  to  12  hours. 

For  short-term  or  intermittent  therapy,  you 
can  prescribe  regular  Pyribenzamine  tablets. 

SUPPLY:  Pyribenzamine 
Lontabs,  100  mg.  (light  blue). 

Pyribenzamine  Regular  Tablet, 

50  mg.  (scored)  and  25  mg. 

(sugar-coated). 

PYRIBENZAMINE®  hydrochloride 
(tripelennamine  hydrochloride  CIBA) 

LONTABS®  {long-acting  tablets  ClSA) 


CIBA 


SUMMIT,  N.  J. 


ZfZUQHK 
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helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult, . . because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That’s  why  Glytinic,  Boyle’s  new  Amino  Acid-iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  wifh  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. , .available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7. 5 mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg, 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest.  Edward  J.,  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 
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Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


In  view  of  the  beneficial  re* 
lies  observed  when  antacids 
land  diets  were  used  concom- 
with  prednisone  and  predni- 
e,  we  feel  that  these  measures 
d he  employed  prophylacti- 
to  offset  any  gastrointestinal 
ffects.” — Dordick,  J.  R.  et  al.: 
State  J.  Med.  57:2049  (June 
957. 


5ic“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
StateM.  A.  54:771  (Sept.)  1956. 


5|t“The  apparent  high  inci- 
dence of  this  serious  (gastric) 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


oDeltra 


PREDNISONE  BUFFERED 


jriltiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy— 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


I 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  INC.,  Philadelphia  1,  Pa. 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  {SumycinJ  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 


for  “buiit-in"  safety,  IVIysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capsules  (250  mBr./250,000  u.),  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mpr./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  miir./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles,' 


SCtJJIBS 


Squibb  Quality— 

the  Priceless  Ingredient 


'MYSTECLIN, -S  -MYCOSTATIN-, X AND  'SWMYCIN'  ARC  SQUIBB  TRADEMARKS 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 

TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

« # # ® ^ 

fj  ® # ® # 

® ^ ® ® 

« ® 3 ® « 

e « © ® ® 

# ® <»  • ® 

# ® ^ ® ® 

♦ ® * 

@ ® » 

® • • • • 

9 V # ® ® 

® ® » # * 

• • • • • 

m m ® ^ m 

« # # ® ® 

® • 

• • • • • 

& m m 

e # « e • 

Monilial  overgrowth  (rectal  swab)  % None  ^ Scanty  ^ Heavy 

Childs,  A.  J.:  British  M.  J.  1:660  1956. 
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Relaxes 
both  mind 
and  muscle 


without 
impairing 
mental  or 
physical 
efficiency 


a well  suited  for 
prolonged  therapy 

■ well  tolerated, 
relatively  nontoxic 

■ no  blood  dyscrasias, 
liver  toxicity, 
Parkinson-like  syndrome 
or  nasal  stuffiness 


Miltown 

2- methyl -2-n-propyl*  1,3- propanediol  dicarbamate 


For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 


TRANQUILIZER  WITH  M U S C L E - R E L A X A N T ACTION 

Supplied : 

400  mg.  scored  tablets, 

200  mg.  sugar-coated  tablets. 
Usual  dosage  : 

One  or  two 
400  mg.  tablets  t.i.d. 


THE  ORIGINAL  MEPROBAMATE 


DISCOVERED  & INTRODUCED  BY 


WALLACE  LABORATORIES 


NEW  BRUNSWICK,  NEW  JERSEY 


1-6590 


Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


SUPPLIED : Bottles  of  60  tablets. 
Each  tablet  contains : 


Two-dimensional 

treatment 


MILTOWN®  (meprobamate,  Wallace) 400  mg'. 

2“methyl-2-n -prop yl-1, 3-propanediol  dicarbamate. 

Conjugated  Estrogens  (eqpiine)  0.4  mg. 


DOSAGE : One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 

Milprem* 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown,  the  original  meprobamate. 

*TRADE-MARK 


I ...and  for  a nutritional  buildup 
I plus  freedom  from  leg  cramps* 

I STORCAVITE^ 

L phosphate-free  calcium,  10  essential 
W:‘  vitamins,  8 important  minerals. 

I Bottles  of  100. 

^*(]ueto  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  ine. 


BONADOXIN  brings  relief  to  88.1% 
of  patients  ...  often  within  a few  hours.^-^ 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
‘‘toxicity  and  intolerance ...  [is]  zero.”^ 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  Nf — 

EACH  TABLET  CONTAINS: 


MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  etal:  Clin. 
Med.  M85  (Sept.)  1955.  2.  Goldsmith,  j.  W.-. 
Minnesota  Med.  40:99  (Feb.)  1957. 


...IT  DOESN’T 


STOP  THE 


PATIENT 


BUT 


BONADOXIN^ 

STOPS  MORNING  SICKNESS 


for  April,  1958 


21 


Pleasant  tasting 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 


• ECONOMICAL 


^ANTEPAR^  SYRUP  “ Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR^  TABLETS  — Piperazine  Citrate,  250  or  500  nig.,  scored 
‘ANTEPAR^  WAFERS  “ Piperazine  Phosphate,  500  mg. 
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for  simultaneously  combating 
inflammation,  allergy,  infection 


(0.5%  prednisolone  acetute  and  10%  sulfacetamide  sodium— 
5 cc.  dropper  bottle) 


(0.5%  prednisolone  acetate,  10%  sulfacetamide  sodium  and 
0.25%  neomycin  sulfate— 14  oz.  tube) 


for  ocular 


allergies 


eye 


, (0.2%  prednisolone 

acctatc  and 
0.3%  Chlor-Trimeton®— 
5 cc.  dropper 
bottle) 


Standard  for  ocular  infections 


i (Sulfacetamide  Sodium  U.S.R— 5 and  IS  cc.  dropper  bottles) 
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(15  cc.  dropper  bottle) 
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(Vs  oz.  tube)  I 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  pohomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  imder 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 


As  it  was  phrased  in  a public  statement  by  the  Depart 
ment  of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  bemuse  df  ublic 
apathy,  vaccine  which  might  preveijf^aralysis 
death  lies  on  the  shelf  unused.’\ 

Eli  Lilly  and  Company  is  pre 
your  local  medical  society  to 
stUl  lack  full  protection.  Fj 
representative. 


1.  J.  A.  M,  A.,  165:2i  {Novem^\ 

2.  Department  of  Health,  Educatioj^. 
1967. 
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.Alssembly  line  medicine  is  taking  the 
heart  and  soul  out  of  the  medical  profession,” 
said  the  Rev.  Lucius  F.  Cervantes  several 
months  ago  before  the  State  Meeting  of  Prac- 
tical Nurses.  He  is  head  of  the  Sociology  De- 
partment of  Regis 


Comments  in  the 
Neivs  — and  Our 
Carping  Critic 


College.  Father  Cer- 
vantes, we  believe 
you  placed  your 
hand  upon  the 
source  of  most  of 
the  criticism  direct-  . 

ed  our  way,  and  also  upon  the  origin  of 
governmental  and  industrial  threats  to  im- 
personalize  what  is  left  of  the  traditional 
doctor-patient  relationship.  The  fault  is  part- 
ly ours,  but  much  of  it  is  the  product  of  the 
present  way  of  life  and  beyond  control  of 
individual  physicians,  medical  organizations, 
and  the  institutions  in  which  we  work.  Spe- 
cialization, technical  advances,  centralization 
of  services,  group  practice  and  facile  trans- 
portation have  relegated  the  beloved  family 
doctor  and  horse  and  buggy  medicine  to  a 
bygone  era. 

Father  Cervantes  further  analyzed  the 
plight  of  our  profession— and  the  recipients 
of  medical  services — on  the  basis  of  “lack  of 
communication”  between  doctor  and  patient 
and  between  doctors,  patients  and  the  many 
ancillary  workers.  The  question  of  communi- 
cation fascinates  those  of  us  who  have  to  do 
with  writing,  speaking,  and  printing.  Man 
first  learned  to  communicate  with  signs,  then 
the  spoken  word,  and  finally  the  ages-old 
craft  and  art  of  printing  began.  Now  we  have 
the  media  of  wires  and  the  air  for  communi- 
cation with  millions  of  people  passively  lis- 
tening in.  There  would  be  more  except  for 
barriers  such  as  bamboo  and  iron  “curtains.” 
As  these  are  bridged  and  penetrated,  people 
will  come  more  to  understand  and  respect 
each  other  and  their  ways  of  life.  Meanwhile, 
“lack  of  communication”  will  engender  many 
evil  consequences  among  nations  as  it  does 
on  the  smaller  scale  between  a profession 
and  its  clients. 
for  April,  1958 


More  recently,  columnist  Jim  Bishop  has 
taken  after  the  doctors  with  far  less  under- 
standing and  a conspicuous  absence  of  sym- 
pathy. Judging  by  the  tone  of  his  writing, 
his  ulcers  must  be  in  bad  shape,  nagging  at 
the  source  of  his  invectives.  First,  Jim  said 
we  wear  our  halos  too  tight,  and  he’s  “op- 
posed to  doctors  who  pretend  to  be  on  a 
sacred  mission  in  life  while  gouging  the  poor 
for  all  the  traffic  will  bear.”  What  poor,  Jim? 
And  those  of  us  who  know  the  profession — 
far  better  than  you  do — don’t  find  a gouger 
once  in  several  hundred  colleagues.  Maybe 
you’ve  kept  the  wrong  kind  of  company  here 
and  there  in  those  vast  years  of  experience 
with  doctors  to  whom  you  refer.  As  for  us, 
we  would  hesitate  to  judge  all  or  most  col- 
umnists by  the  embittered  writings  of  a few! 

Following  his  first  communication,  along 
came  another  diatribe  entitled  “The  Doctors 
Are  Angry  With  Jim  Bishop.”  His  morbid 
suspicion  is  confirmed  by  the  statement  that 
men  of  medicine,  when  disturbed,  ask  wives 
to  write  their  letters.  This  sounds  like  an- 
other fabrication  of  the  same  mind  which 
speculates,  and  ventures  authoritative  state- 
ments, about  who  does  or  does  not  do  an 
honest  job  of  paying  taxes!  Your  statement 
to  the  contrary,  Jim,  you  don’t  know  most 
doctors.  Of  the  two  hundred  thousand  in 
America,  you  haven’t  had  the  time  or  the 
judgment  to  appraise  even  a representative 
few.  “Politicians;  fear  the  big  men  who  run 
the  hospitals;  egotists;  out-betting  the  book- 
ies; tax  dodgers;  suckers;  fat  incomes!”  These 
are  your  words,  and  you  say  you  understand 
our  function  but  that  the  trouble  is — we 
don’t.  How  low  is  your  horizon,  Mr.  Bishop? 

According  to  his  own  admission.  Bishop 
is  paid  well  for  being  hypercritical.  Perhaps 
he  is  embittered  about  something  that  no 
medicine  or  faith  can  cure,  but  it  is  unfortu- 
nate that  his  carping  is  directed  toward  a 
profession  justly  proud  of  its  beneficence  to 
all  mankind.  In  his  time  of  need,  Mr.  Bishop 
could  close  his  eyes  and  choose  any  one 
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physician  from  the  roster  of  organized  medi- 
cine and  chances  would  be  twenty  or  more 
to  one  that  his  benefactor  would  respond 
without  prejudice — even  had  he  read  the  in- 
vective columns.  In  return  and  on  the  same 
scale,  the  patient  would  receive  a truthful 
and  honest  opinion,  and  the  doctor  would 
gladly  discuss  both  services  and  fees  to  their 
mutual  satisfaction.  Try  it  sometime,  Jim,  or 
at  least  open  your  mind  and  deepen  your 
perspective!  Or  maybe  a tranquilizer  of  some 
sort  might  provide  you  with  a bit  of  tem- 
porary help. 


A 


Spicy 

I nvestigation 


PRACTICAL  AND  INGENIOUS  STUDY  by  Bos- 
ton’s Drs.  Schneider,  DeLuca  and  Gray  pro- 
vides us  with  a list  of  spices  that  can  be  given 
with  safety  to  our  ulcer  patients.  No  discom- 
fort results,  healing  is  not  delayed,  and  diets 
are  far  more  palatable  if 
these  spices  are  permit- 
ted. The  harmful  spices 
that  should  be  prohibited 
are  listed  in  the  second 
or  right  hand  column. 

PERMITTED  PROHIBITED 

cinnamon  black  pepper 

allspice  mustard 

thyme  chili  peppers 

mace  cloves 

sage  nutmeg 

paprika 
caraway  seed 

Don’t  let  the  allspice  in  the  first  column 
disturb  you  because  allspice  really  isn’t!  It 
is  a single  spice  made  from  a West  Indian 
pimento  tree  and  is  “supposed  to  have  a 
flavor  like  a mixture  of  cinnamon,  nutmeg 
and  cloves.” 

Now  you  know. 


A GOOD  THOUGHT  is  contained  in  a recent 
letter  from  the  president  of  one  of  our  drug 
houses.  It  contains  the  statement  that  among 
all  living  things  only  man  is  aware  that  he 
will  die.  The  author  of  the  letter  stated  that 

this  could  be  the  true 

The  World’s 

explaining  a desper- 
Best  Tranquilizer  and  pathetic  need 

of  the  sick  for  the  com- 
forting and  sustaining  hand  of  the  physician.” 


We  wonder  if  this  art  of  the  physician,  so 
paramount  in  returning  patients  to  health, 
is  being  neglected  in  this  complex  day  of 
speed  and  tensions.  Our  communicant  be- 
lieves that  there  is  a continued  emotional 
conflict  in  the  patient  during  his  treatment — 
“the  conflict  between  faith  in  the  physician 
and  fear  of  death  and  disease.” 

Despite  availability  of  sedatives  and  tran- 
quilizers, may  we  never  neglect  the  kindly 
influence  of  personal  interest  in  every  phase 
of  our  patients’  problems!  The  confidence 
engendered  by  kindness  and  gentle  encour- 
agement will  enhance  the  value  of  any  drug, 
even  to  the  extent  of  nullifying  the  need  for 
many. 

The  Reader’s  Digest — the  magazine  which 
enables  so  many  lay  people  to  tell  more  or 
less  authoritatively  of  great  improvements 
and  discoveries  in  medicine — now  stands  as 
an  etiologic  factor  in  production  of  a highly 
dangerous  and  acute  dis- 
„ . ease. 

enny  for  During  the  past  sev- 

Y our  Thoughts  eral  months,  practically 
every  household  has  re- 
ceived in  the  mail  a bit  of  advertising  from 
that  periodical  including  a bright  new  Lin- 
coln one-cent  piece.  Most  people  have  pocket- 
ed the  coin  and  smilingly  chucked  the  adver- 
tisement in  the  wastebasket. 

In  one  instance,  the  four-year-old  daugh- 
ter of  a local  physician  saw  the  penny,  placed 
it  in  her  mouth.  Then  suddenly  her  mother 
became  aware  that  the  coin  had  been  swal- 
lowed, and  the  child  was  in  acute  distress. 
An  x-ray  film  revealed  the  coin  too  far  down 
in  the  esophagus  to  be  removed  easily  from 
above.  Fortunately,  it  passed  into  the  stom- 
ach, and  the  advertising  piece  progressed 
properly  to  its  predestined  end. 

H.  B.  Stein 


The  New  Mexico  Medical  Society  cordially 
invites  physicians  in  the  Rocky  Mountain 
region  to  attend  its  76th  Annual  Meeting.  See 
pages  60  and  61  for  the  program. 
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Management  of 
the  unconscious  patient* 

O.  Hugh  Fulcher,  M.D.,  and  K.  L.  McCoy,  M.D.,  Washington,  D.C. 


Here  the  enigma  of  the  comatose  patient 
is  succinctly  and  scientifically  approached. 
Coma,  is  a symptom  complex  representing 
one  of  the  five  stages  of  unconsciousness. 
Responsibilities  of  those  first  seeing  an 
unconscious  patient  are  stressed  in  proper 
detail.  The  newly  recognized  hazard  of 
venous  air  embolism  is  described  with 
preventive  measures  included. 


Management  of  the  unconscious  patient 
may  abruptly  become  the  responsibility  of 
any  physician.  Therefore,  it  is  wise  to  be 
equipped  for  such  duty.  Unconsciousness  of 
the  individual  may  have  been  precipitated 
by  fainting  as  a result  of  fatigue,  excitement, 
or  vasomotor  instability;  by  epileptiform 
convulsion;  by  poisoning;  by  cerebral  trauma; 
by  cerebro-vascular  accident;  or  by  cardio- 
vascular disturbance.  Regardless  of  cause, 
it  is  necessary  to  treat  the  state  of  uncon- 
sciousness itself.  The  physician  may  be  com- 
pelled to  proceed  rapidly  to  preserve  vital 
functions. 

Definitions 

Consciousness  has  been  interpreted  as  the 
awareness  of  environment  and  the  ability  to 


*Presented  at  the  9th  Rocky  Mountain  Medical  Conference 
and  the  54th  Annual  Meeting  of  the  Wyoming  State  Medical 
Society  at  Moran,  June,  1957.  Dr.  Fulcher  is  Professor  of 
Neurosurgery,  Georgetown  Medical  School,  and  Chief  of  Neu- 
rosurgery, Providence  Hospital.  Dr.  McCoy  is  Director  of 
Pathology,  Providence  Hospital. 
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recall.  For  many  years  scientists  have  loosely 
spoken  of  the  seat  of  consciousness.  Dandy 
thought  that  it  resided  in  the  left  frontal 
lobe.  Others  have  placed  the  location  in  the 
brain  stem  or  in  the  thalamus.  Wechsler 
stated  that  consciousness  depended  upon  in- 
tegration of  function  of  the  entire  brain  and 
that  unconsciousness  is  just  the  negative 
state. 

Therefore  unconsciousness  can  be  defined 
as  an  unawareness  of  the  environment  and 
the  inability  to  recall  events.  Thompson  has 
divided  unconsciousness  into  five  stages,  like 
the  rungs  of  a ladder,  to  evaluate  the  trau- 
matic patient.  The  top  rung  of  the  ladder  is 
represented  by  consciousness  and  the  bottom 
rung  denotes  death. 

Stages  of  unconsciousness 

The  first  stage  of  unconsciousness  on  the 
way  down  consists  of  automatism  which  is 
characterized  by  the  patient  being  able  to 
execute  routine  movements.  He  may  con- 
tinue to  participate  in  a football  game  with- 
out being  able  to  recall  it,  or  he  may  ask  the 
same  question  over  and  over.  The  second 
stage  on  the  way  down  is  confusion  which 
is  characterized  by  slurred  speech,  broadened 
gait,  and  clumsy  movements.  The  third  stage 
on  the  way  down  is  delirium;  frequently  ob- 
served in  patients  suffering  with  meningitis, 
hyperpyrexia,  or  alcoholism.  The  fourth 
stage  is  stupor.  The  patient  may  respond  only 
to  painful  stimuli  or  to  over-distended  blad- 
der. The  last  viable  stage  on  the  way  down 
is  coma  characterized  by  lack  of  response  to 
painful  stimuli  and  loss  of  all  reflexes.  If 
the  physiological  processes  cannot  be  re- 
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versed,  then  death  soon  ensues.  The  lowest 
rung  of  the  ladder,  death,  is  permanent  ces- 
sation of  all  vital  activities. 

Thompson  pointed  out  that  in  the  case  of 
head  injuries  if  the  patient  should  be  going 
up  the  ladder  from  a deeper  stage  of  un- 
consciousness to  a lighter  one,  the  attending 
physician  could  wait  since  the  brain  was 
compensating  and  improvement  occurring. 
He  stated,  however,  that  if  the  patient  should 
be  changing  from  a lighter  stage  of  uncon- 
sciousness to  a deeper  one,  that  vigorous  ef- 
forts were  demanded  to  reverse  the  physio- 
logic process.  Consciousness  and  unconscious- 
ness have  been  defined  in  terms  of  cerebral 
function.  Death  should  probably  be  defined 
in  a similar  manner,  but  use  of  the  respirator 
and  manual  cardiac  massage  have  often 
maintained  circulation  for  hours  or  days  after 
cessation  of  cerebral  function. 

We  would  like  to  make  an  appeal  that 
wisdom  be  utilized  regarding  death.  Recently 
a 72-year-old  alcoholic  woman  who  had  suf- 
fered a massive  cerebral  hemorrhage  was  ad- 
mitted to  the  hospital.  Shortly  thereafter 
tracheotomy  was  performed  and  oxygen  ad- 
ministered. This  type  of  therapy  kept  the 
heart  beating  for  two  or  three  days  longer. 
Another  patient  who  was  dying  of  a malig- 
nant tumor  of  the  brain  was  placed  in  a 
respirator  and  thus  the  heart-lung  prepara- 
tion was  kept  functioning  for  several  days. 
A third  patient  who  was  dying  of  a malig- 
nancy received  cardiac  massage,  artificial 
respiration,  and  intracardiac  injections  of 
epinephrine.  These  heroic  measures  are  use- 
ful in  certain  instances;  but  when  executed 
on  hopeless  and  incurable  patients  to  prolong 
physiologic  processes,  they  must  be  con- 
demned. There  are  times  when  a patient 
must  be  permitted  to  die  with  tranquility 
and  dignity.  Life  requires  consideration  and 
sympathy.  Inevitable  death  demands  rever- 
ence. 

Emergency  treatment 

Emergency  treatment  will  be  required 
only  for  the  stuporous  or  comatose  stages 
of  unconsciousness.  The  method  of  procedure 
should  be  as  follows:  First,  the  examination 
(which  may  indeed  be  compelled  to  be  brief) 
will  consist  principally  of  determining  the 
status  of  the  airway  which,  if  obstructed. 


will  allow  little  time  for  examination  or  for 
obtaining  a history.  Usually  it  is  best  to  place 
the  patient  on  the  left  side,  pull  the  tongue 
forward,  and  turn  the  face  downward.  Oxy- 
gen should  be  admiinstered  to  prevent  or  to 
eliminate  the  hypoxia  which  promotes  cere- 
bral edema.  Five  per  cent  edema  of  the  brain 
will  produce  stupor  and  eight  per  cent  will 
produce  death,  according  to  Fischer.  If  the 
airway  cannot  be  immediately  established  it 
is  mandatory  to  perform  a tracheotomy.  If 
cyanosis  should  persist  after  the  establish- 
ment of  an  airway  and  after  administration 
of  oxygen  one  must  think  of  a hemo-  or 
pneumothorax. 

It  is  wise  probably  never  to  administer 
carbon  dioxide.  Often  alveolar  air  already 
has  a high  content  so  that  if  the  respiratory 
center  is  capable  of  responding  to  its  pres- 
ence it  will  have  done  so.  Furthermore,  high 
content  of  carbon  dioxide  may  itself  be  lethal. 
Frequently  the  patient  may  require  assist- 
ance to  breathe  due  to  a damaged  respiratory 
center  or  general  weakness.  The  next  step 
is  to  control  hemorrhage.  The  urinary  bladder 
should  be  catheterized  to  exclude  local  trau- 
ma, to  relieve  probable  over-distention,  and 
to  obtain  urine  for  analysis. 

Dangers  of  I.V.  therapy 

Intravenous  administration  of  fluids  or 
blood  routinely  should  be  avoided,  unless  the 
etiology  of  the  coma  is  known  and  the  pri- 
mary condition  requires  such  therapy.  If 
there  should  exist  a subarachnoid  or  cerebral 
hemorrhage,  this  therapy  could  indeed  be 
hazardous.  If  immediate  administration  of 
fluid  should  be  desirable,  it  should  probably 
be  given  subcutaneously  as  normal  saline  or 
five  per  cent  glucose  in  distilled  water.  Since 
the  question  of  transfusion  is  ever  present  in 
treating  the  comatose  patient,  it  appears  de- 
sirable to  present  the  indications  as  outlined 
by  one  of  us  (K.L.M.).  Blood  transfusion  is 
indicated  to:  (1)  replace  needed  blood  vol- 
ume; (2)  afford  adequate  oxygen  transport 
as  in  anemia;  and  (3)  effect  exchange  trans- 
fusion. A rare  indication  might  be  hemophilia 
or  thrombocytopenia. 

The  general  tendency  has  been  to  give 
transfusions  more  frequently  than  is  indicat- 
ed. The  use  of  whole  blood  is  associated  with 
hazards.  The  probable  benefits  must  be  suf- 
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ficient  to  justify  the  dangers  involved.  A 
patient  suffering  with  hemorrhage  often  re- 
ceives more  blood  than  has  been  lost,  intro- 
ducing the  additional  hazard  of  circulatory 
overload.  If  a patient  has  7 grams  per  cent 
of  hemoglobin  or  more  it  is  usually  wise  to 
permit  him  to  make  his  own  blood  unless 
surgical  therapy  is  anticipated.  In  that  event 
the  anoxia  associated  with  the  anesthesia 
would  require  a minimum  of  11  grams  per 
cent  of  hemoglobin. 

The  following  case  report  will  illustrate 
the  hazards  of  a blood  transfusion: 

CASE  REPORT 

A woman  aged  30  was  admitted  to  the  hospital 
complaining  of  occipital  headaches  of  ten  days’ 
duration  associated  with  stiffness  of  the  neck. 
Four  days  prior  to  admission  she  had  suffered 
with  dizziness  which  had  caused  her  to  fall.  On 
the  day  of  admission  the  patient  had  experienced 
two  generalized  convulsions.  Neurologic  examina- 
tion revealed  the  patient  to  be  confused.  Blood 
pressure  was  100/85  and  the  pulse  rate  was  76. 
The  left  pupil  was  larger  than  the  right.  There 
was  nuchal  rigidity  and  a right  Babinski  reflex. 

Lumbar  puncture  revealed  the  spinal  fluid  to 
be  bloody  and  to  have  a pressure  of  420  mm.  of 
water.  Hemoglobin  was  11.2  grams  per  cent.  This 
patient  was  given  500  cc.  of  blood.  Shortly  after 
transfusion  she  became  stuporous,  had  several 
convulsions  and  developed  a right  hemiplegia. 
She  died  two  days  later.  Autopsy  revealed  a rup- 
tured aneurysm  of  the  left  internal  carotid  artery. 

There  existed  no  indication  for  blood 
transfusion  in  this  patient  according  to  the 
rules  given  above.  Furthermore,  the  blood 
administered  by  vein  could  have  increased 
intracranial  bleeding. 

Treatment  for  prolonged  coma 

If  the  patient  should  remain  comatose 
longer  than  twenty-four  hours,  the  following 
procedures  are  recommended:  Oxygen  should 
be  continued  unless  it  can  be  ascertained  that 
hypoxia  of  the  cerebrum  does  not  exist  or 
does  not  result  from  breathing  ordinary  air. 
Whenever  in  doubt,  oxygen  should  be  con- 
tinued. The  color  of  the  face  does  not  always 
serve  as  a true  index  to  the  adequacy  of  the 
oxygen  supply  to  brain.  Administration  of  a 
maintenance  liquid  diet  by  nasal  tube  is 
mandatory  as  early  as  possible  to  prevent 
altered  body  chemistry  and  disturbance  of 
fluid  balance.  Prolonged  parenteral  feeding 
could  produce  a deficit  in  potassium,  which 


in  turn  may  promote  persistence  of  coma. 
These  patients  rarely  have  lesions  of  the 
gastro-intestinal  tract  and  can  best  obtain 
adequate  nutrition  by  normal  methods  of 
absorption. 

Prevention  of  decubiti  is  accomplished  by 
good  nursing  care  and  by  adequate  mainte- 
nance of  serum  protein.  Formerly  it  was  be- 
lieved that  development  of  decubiti  always 
indicated  poor  nursing  care.  This  may  not 
pertain  if  the  protein  content  of  the  serum 
should  remain  low.  Therefore,  it  is  important 
to  check  the  serum  protein  at  frequent  in- 
tervals. Adequate  bladder  and  bowel  care 
may  become  a big  problem.  Bowel  evacua- 
tion should  be  regulated  by  enemas.  An  in- 
dwelling clamped  catheter  which  can  be  re- 
leased every  four  hours  will  usually  repre- 
sent adequate  care  for  the  bladder.  An  anti- 
biotic should  be  administered  to  prevent 
genito-urinary  infection. 

The  anesthetized  patient 

The  most  frequently  encountered  coma  is 
the  one  produced  by  a general  anesthetic.  At 
most  hospitals,  recovery  rooms  have  been 
established  to  supervise  these  patients  until 
they  have  regained  consciousness.  Occasion- 
ally they  are  observed  to  develop  surgical 
shock  or  to  remain  unconscious  which  can  be 
due  to  venous  air  embolism.  One  of  us 
(O.H.F.)  has  treated  five  patients  who  have 
died  as  a result  of  venous  air  embolism  and 
in  no  instance  was  the  existence  of  this  con- 
dition suspected.  Venous  air  embolism  is  a 
frequent  occurrence,  especially  since  many 
surgeons  employ  the  sitting  position  for  oper- 
ative procedures  about  the  head  and  neck. 
Recently  Hamby  reported  five  deaths  from 
air  embolism  and  one  who  was  rescued  by 
turning  on  the  left  side.  Durant,  Long,  and 
Oppenheimer  demonstrated  in  dogs  that  if 
the  animal  was  placed  on  the  left  side  that 
an  enormous  amount  of  air  introduced  into 
the  venous  system  was  necessary  to  produce 
death,  whereas  with  the  animal  on  the  back 
or  right  side,  a relatively  small  amount  was 
required.  He  discovered  that  if  the  dog  lay 
on  the  back  or  right  side  with  the  chest  open, 
that  the  outlet  of  the  left  ventricle  was  at 
a superior  position  and  consequently  an  air 
trap  developed.  If  the  animal  lay  on  the  left 
side,  the  outlet  of  the  left  ventricle  was  at  an 
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inferior  position  and  the  air  trap  did  not 
develop  and  the  air  was  excreted  by  the 
lungs.  Consequently,  because  of  the  hazard 
of  venous  air  embolism  which  may  be  diffi- 
cult to  diagnose,  the  patient  should  always 
be  placed  on  the  left  side  immediately  fol- 
lowing a surgical  procedure  and  should  be 
kept  in  that  position  for  fifteen  minutes  or 
longer.  In  our  opinion,  this  routine  practice 
would  prevent  some  of  the  bizarre  states  of 
shock  and  unusual  cardio-vascular  collapses. 
The  following  case  report  illustrates  the  haz- 
ard of  venous  air  embolism: 

CASE  REPORT 

A 45-year-old  man  was  hospitalized  with  head- 
ache, nausea,  and  vomiting.  Headaches  had  existed 
for  about  one  year  but  during  the  preceding  three 
months  they  had  increased  in  frequency  and 
severity.  This  patient  had  been  diagnosed  as  hav- 
ing sinus  trouble  for  which  he  had  received 
therapy.  Neurologic  examination  was  essentially 
normal.  Lumbar  puncture  revealed  the  pressure 
of  the  cerebrospinal  fluid  to  be  430  mm.  of  water 
and  total  protein  to  be  350  mgm.  per  cent.  Plain 
x-ray  film  of  the  skull  was  normal. 

Ventriculogram  showed  the  ventricular  system^ 
to  be  greatly  dilated.  Suboccipital  craniotomy  re- 
vealed a hemangioma  of  the  fourth  ventricle 
which  was  readily  removed.  Condition  of  the 
patient  remained  good  until  about  6:00  p.m.  on 
the  following  day  when  he  lapsed  into  coma,  de- 
veloped Cheyne-Stokes  respiration,  and  died  four 
hours  later. 

Necropsy  revealed  that  the  patient  had 
died  of  a venous  air  embolism.  The  existence 
of  such  condition  had  not  been  suspected.  It 
was  not  known  in  what  manner  the  air  had 
entered  the  venous  system,  especially  since 
this  patient  was  operated  in  the  prone  posi- 
tion. Had  this  patient  been  placed  on  his  left 
side  he  might  have  been  rescued. 

After  the  condition  of  the  comatose  pa- 
tient has  become  stabilized,  one  should  at- 
tempt to  diagnose  the  underlying  cause.  Usu- 
ally one  can  obtain  a history  from  someone 
who  has  accompanied  the  patient.  Pullen 
stated  that  the  history  was  diagnostic  in  80 
per  cent  of  his  cases.  Necessity  of  a history 
is  illustrated  by  the  following: 

CASE  REPORT 

A girl  aged  22  was  found  in  coma  in  her  room 
by  another  girl  who  lived  in  the  same  dormitory. 
Upon  admission  to  the'  hospital  the  general  ap- 
pearance indicated  some  endocrine  dyscrasia.  Tem- 


perature was  105  degrees,  but  neurologic  exam- 
ination revealed  inadequate  findings  to  account 
for  unconsciousness.  A memorandum  of  the  tele- 
phone number  of  her  mother’s  residence  in  Massa- 
chusetts was  found.  Long  distance  call  established 
the  fact  that  these  attacks  had  occurred  previously 
and  that  the  patient  had  been  diagnosed  as  suffer- 
ing with  Addison’s  disease.  She  was  therefore  re- 
ferred to  the  endocrinologist,  who  instituted  effec- 
tive therapy  without  delay. 

Occasionally  the  history  can  be  mislead- 
ing. Alcoholism,  for  instance,  does  not  im- 
munize one  against  such  maladies  as  diabetes 
or  cerebral  trauma.  After  the  history  has 
been  obtained,  neurologic  and  general  physi- 
cal examinations  should  be  made.  This  in- 
cludes inspection  for  general  appearance, 
trauma,  breaks  in  the  skin  and  fractures. 
Condition  of  the  urinary  bladder,  blood  pres- 
sure and  pulse  must  be  ascertained.  Neuro- 
logic examination  consists  of  determining 
the  status  of  strength  and  tonus  of  all  groups 
of  muscles,  response  to  pain,  and  the  re- 
flex responses  including  the  pupils.  It  is  ex- 
ceedingly important  to  indicate  in  writing  if 
a mydriatic  has  been  used.  A dilated  pupil 
on  one  side  is  an  important  diagnostic  sign. 
The  following  case  report  illustrates  a signif- 
icant diagnostic  error: 

CASE  REPORT 

A 35-year-old  man  was  admitted  to  Providence 
Hospital  by  stretcher.  He  was  in  a state  of  stupor 
and  complained  bitterly  of  headache.  Cursory 
examination  revealed  stiff  neck  and  a widely  di- 
lated pupil  on  the  right.  His  wife  stated  that  he 
had  been  suffering  with  dizziness  and  diplopia 
during  the  preceding  two  or  three  days  and  that 
he  had  been  delirious  and  had  vomited  a few 
hours  previously. 

In  view  of  the  stiff  neck,  dilated  right  pupil, 
and  history  of  vertigo  and  diplopia,  a diagnosis 
of  a ruptured  intracranial  aneurysm  was  made. 
Appropriate  conservative  therapy  for  this  condi- 
tion was  instituted.  The  patient  died  about  forty- 
eight  hours  after  admission.  Spinal  puncture  re- 
vealed the  cerebrospinal  fluid  to  be  clear  and  to 
have  normal  pressure.  Autopsy  revealed  an  abscess 
of  the  mid-brain  caused  by  a fungus  infection:  no- 
cardia  asteriodes.  The  widow  was  interviewed  a 
few  days  later  in  an  effort  to  explain  the  clinical 
picture.  She  stated  that  just  prior  to  the  patient’s 
admission  to  the  hospital  an  opthalmologist  had 
been  called  who  had  used  medicine  to  dilate  the 
right  pupil.  After  he  had  examined  the  fundus, 
he  made  the  diagnosis  of  brain  disease  and  advised 
the  wife  that  it  was  not  necessary  to  report  his 
examination.  The  use  of  a mydriatic  to  dilate  the 
right  pupil  accounted  for  the  error  in  concluding 
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that  there  existed  a ruptured  intracranial  aneu- 
rysm. 

Furthermore,  it  was  learned  that  the  patient 
had  suffered  with  a sore  toe  for  six  or  seven  years 
which  had  not  responded  to  treatment.  Just  prior 
to  the  onset  of  his  last  illness,  the  lesion  of  the 
big  toe  had  increased  in  size.  Therefore,  it  ap- 
peared that  the  primary  lesion  had  been  in  the 
toe. 

This  case  report  illustrates  the  hazard  of 
a chronic  infection  and  the  importance  of  a 
complete  history.  Spinal  puncture  is  a very 
important  diagnostic  procedure.  This  should 
be  done  if  there  exist  no  contraindications. 
Presence  of  blood  in  the  spinal  fluid  in  the 
absence  of  trauma  will  usually  indicate  a 
ruptured  intracranial  aneurysm.  The  etiology 
of  unconsciousness  may  be  a primary  in- 
volvement of  the  brain  or  secondary  to  a 
general  condition. 

Cerebral  causes  of  coma 

Coma  may  be  produced  by  trauma  to  the 
cerebrum  in  which  event  there  may  be  im- 
mediate as  well  as  delayed  causes.  The  im- 
mediate cause  may  be  concussion,  contusion, 
laceration  or  petechial  hemorrhages.  The 
delayed  etiology  may  be  edema,  epidural 
bleeding,  subdural  bleeding,  intracranial 
bleeding,  or  other  disturbance  of  cerebral 
circulation.  A local  vascular  condition  may 
be  cerebral  thrombosis,  longitudinal  sinus 
thrombosis,  carotid  artery  thrombosis,  rup- 
tured aneurysm,  or  cerebral  hemorrhage.  Un- 
consciousness may  be  caused  by  intracranial 
neoplasm  or  by  the  various  epilepsies.  It  may 
be  caused  by  infections  such  as  encephalitis, 
meningitis  or  brain  abscess;  or  by  thermic 
conditions  such  as  heat  stroke. 

These  possible  causes  will  emphasize 
again  the  importance  of  spinal  puncture  and 
the  examination  of  the  cerebrospinal  fluid. 
X-ray  study  of  the  skull  is  mandatory  if  the 
presence  of  an  epidural  hemorrhage  is  sus- 
pected. If  present,  the  x-ray  study  should 
reveal  a transverse  linear  fracture  of  the 
poral  region. 

The  cause  of  coma  may  be  a poison,  either 
exogenous  or  endogenous.  Exogenous  poison- 
ings include  opium,  barbiturates,  bromides, 
carbon  dioxide  and  others,  which  may  re- 
quire gastric  lavage  or  blood  and  urine 
studies  for  accurate  diagnosis.  Endogenous 
poisonings  may  result  from  diabetes,  uremia, 


hyper-insulinism,  alterations  in  content  of 
sodium  and  potassium,  and  others.  These  con- 
ditions are  diagnosed  by  blood  and  urinary 
studies. 

Coma  may  be  caused  by  factors  such  as 
malingering,  hysteria,  or  catatonia.  These 
conditions  are  readily  detected  by  the  normal 
color,  breathing,  pulse  rate,  and  reflexes. 
Other  causes  for  coma  could  be  cardiovascu- 
lar such  as  Stokes-Adams  attacks,  tachy- 
cardia, hypersensitive  carotid  sinus,  and  pos- 
tural syncope. 

Comments 

The  management  of  comatose  patients, 
like  other  emergencies,  requires  wisdom, 
sound  judgment,  and  prompt  action.  There 
may  be  no  second  chance  at  treatment.  Con- 
sequently, a systematized  procedure  helps  to 
prevent  errors,  especially  the  errors  of  omis- 
sion. 

Although  coma  is  a symptom  complex,  it 
requires  special  treatment  regardless  of 
cause.  It  represents  one  of  the  five  stages  of 
unconsciousness.  Improvement  of  an  uncon- 
scious patient  is  characterized  by  changes 
from  a deep  to  a lighter  stage  as  illustrated 
by  ascending  the  rungs  of  the  unconscious- 
ness ladder.  Evidence  of  cerebral  decompen- 
sation requires  vigorous  therapy  to  reverse 
the  physiologic  trend. 

Maintenance  of  nutrition,  fluid  balance 
and  body  chemistry  in  a patient  suffering 
with  prolonged  unconsciousness  is  best  done 
by  nasal  tube  feedings  which  permit  normal 
absorption.  Popularity  of  the  sitting  position 
for  operative  procedures  requires  an  in- 
creased emphasis  on  the  probability  of  venous 
air  embolism.  Therefore,  all  patients  should 
be  kept  lying  on  the  left  side  for  at  least 
fifteen  minutes  immediately  following  surgi- 
cal therapy. 

Early  diagnosis  of  thrombosis  of  the  in- 
ternal carotid  artery  or  of  the  superior  longi- 
tudinal sinus  is  imperative  for  appropriate 
surgical  therapy  which  may  be  a life  saving 
procedure.  Therefore,  angiography  should  be 
available.  Routine  use  of  fluids  or  blood  intra- 
venously is  condemned.  Indications  for  blood 
transfusions  have  been  tabulated.  The  house 
staff,  who  usually  must  treat  the  unconscious 
patient  first,  should  be  trained  in  proper 
therapeutic  and  diagnostic  procedures.  • 
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why  wine 

in  Urology? 


The  essence  of  recent  research  on  the  effects 
of  wine  in  renal  disease  indicates  (1)  that  wine 
in  moderate  quantities  is  non-irritative  to  the 
kidneys;  (2)  that  wine  increases  glomerular  blood 
flow  and  diuresis;  (3)  that  it  is  useful  in 
minimizing  acidosis,  and  (4)  that  properly 
used  in  selected  patients,  wine  can  brighten  an 
otherwise  monotonous  and  unappealing  diet. 


The  Superior  Diuretic  Action  of  White  Wine— 

The  diuretic  properties  of  wine  have  been  the 
subject  of  intensive  study.  Interestingly,  the 
diuretic  action  of  white  wine,  and  particularly 
sweet  white  wine,  has  been  found  to  be  superior 
to  that  of  red  wine. 


White  wine,  therefore,  is  prescribed  with 
benefit  in  nephritis,  especially  that  associated 
with  hypertension  and  arteriosclerosis.  Wine  is 
not  suggested  in  cases  of  renal  insufficiency. 


The  Buffers  in  Wine  — Such  buffering  agents 
as  natural  tartrates  and  phosphates  in  wine 
prevent  the  acidosis  which  normally  tends  to 
the  ingestion  of  alcohol.  Used  in  renal  disease, 
therefore,  wine  tends  to  minimize  acidosis 
and  maintain  the  alkaline  reserve. 


An  extensive  bibliography  is  now  available  showing  the  important  role  of  wine  in 
various  phases  of  medical  practice.  A digest  of  current  findings  with  specific 
references  to  published  medical  literature  is  yours  for  the  asking.  Just  write  for 
your  copy  of  "Uses  of  Wine  in  Medical  Practice"  to  Wine  Advisory  Board,  717 
Market  Street,  San  Francisco  3,  California. 
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Treatment  of  burns  with 
neomycin-hydrocortisone  ointment* 

O.  G.  Fischer,  M.D.,  Farmington,  New  Mexico 


The  author  believes  that  healing  was 
speeded,  infections  were  fetver,  and 
comfort  was  increased  by  use  of  an 
antibiotic-steroid  ointment. 


Severe  burn  injury  continues  to  be  one  of 
the  major  forms  of  trauma  requiring  effi- 
cient, well-timed,  and  intelligent  therapy. 
This  report  presents  my  experience  in  136 
cases  of  burns  treated  over  a period  of  three 
years,  from  1954  to  1956,  inclusive.  These 
covered  first  to  third  degree  burns  involving 
up  to  80  per  cent  of  the  body  surface.  This 
latter  group  required,  in  many  cases,  exten- 
sive skin  grafting  procedures.  The  purpose 
of  this  paper  is  to  indicate  the  effectiveness 
of  local  use  of  neomycin-hydrocortisone  oint- 
ment (Neo-Cortef  Ointment  1 per  cent*)  as 
an  adjunct  in  management  of  burns.  Two 
phases  of  the  treatment  of  burns  are  insep- 
arable, namely: 

1.  Systemic  therapy  of  the  patient. 

2.  Local  therapy  of  the  burned  area. 

Emergency  treatment 

All  cases  were  treated  initially  in  the 
emergency  room  of  the  hospital.  Pain  was 
controlled  by  intramuscular  administration 
of  100  mg.  of  Demerol,  with  morphine  gr.  1/6 
added  if  pain  were  particularly  severe.  Neo- 
mycin-hydrocortisone ointment  1 per  cent 
was  applied  to  all  burned  areas,  which  were 
then  covered  with  vaseline  strips  and  finally 


•Neo-Cortef  Ointment  1 per  cent  and  Neo-Cortef  Lotion  1 per 
cent  were  supplied  by  The  Upjohn  Company,  Kalamazoo, 
Michigan. 

for  April,  1958 


a pressure  bandage  of  Kerlex  rolls.  At  no 
time  in  the  emergency  room  were  the  burned 
areas  washed  with  soap  or  water,  nor  were 
they  cleaned  with  antiseptics  or  detergents. 
Following  the  application  of  dressings,  the 
patients  were  usually  put  to  bed. 

Treatment  of  shock 

After  the  patient  had  been  placed  in  bed, 
further  treatment  for  shock  was  adminis- 
tered. If  burns  were  severe  or  covered  a 
large  area  of  the  body  surface,  blood  trans- 
fusions of  one  or  two  units  were  given.  If 
blood  was  not  available,  lyophilized  plasma 
was  used.  Less  severe  cases  were  given  1,000 
cc.  5 per  cent  glucose  saline  intravenously. 
In  severe  cases  transfusions  of  5 per  cent  glu- 
cose in  saline  were  continued  several  days, 
as  the  patient’s  condition  demanded.  Where 
the  extent  or  distribution  of  burns  made  in- 
travenous infusions  impossible,  patients  were 
encouraged  to  re-establish  their  own  electro- 
lyte balance  by  the  oral  route,  if  at  all 
possible. 

Supportive  therapy 

The  patients  were  given  20  to  100  units  of 
ACTH  or  ACTH  gel  daily,  depending  on  se- 
verity of  the  burns,  degree  and  body  area 
involved.  Relief  of  pain  was  obtained  with 
100  mg.  of  Demerol  every  three  to  four  hours. 
Antibiotics,  usually  penicillin  600,000  units 
with  streptomycin  0.25  gm.,  were  given  two 
or  three  times  daily.  Where  allergy  to  these 
antibiotics  existed,  they  were  replaced  with 
terramycin  mg.  250  t.i.d.,  with  a protective 
antihistamine  umbrella  of  Benadryl  Hydro- 
chloride, 50  mg.  t.i.d. 

Fluids  were  never  forced,  but  were  sup- 
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plied  in  generous  amounts  in  the  form  the 
patient  found  most  acceptable,  usually  water, 
carbonated  beverages  or  fruit  juices.  Where 
burns  were  extensive  or  severe,  diet  was 
supplemented  by  egg-nogs,  high-protein  mix- 
tures or  ammo  acid  preparations.  Urinalyses 
were  done  daily  on  most  cases,  particularly 
where  the  burned  area  involved  more  than 
40  per  cent  of  the  body  surface.  In  these 
cases  also,  blood  counts  were  done  at  inter- 
vals, depending  upon  the  individual  patient’s 
condition. 

As  soon  as  pain  became  a less  dominant 
feature,  Demerol  was  replaced  with  Trigesic 
with  Codeine,  one  every  three  to  four  hours, 
and  finally  with  aspirin,  phenacetine  and 
caffeine.  In  the  later  phases  of  management 
Nembutal  gr.  1/2  to  insure  adequate  rest  was 
all  that  was  required. 

Local  therapy 

The  standard  dressing  used  in  this  series 
of  burns  was  the  application  of  neomycin- 
hydrocortisone  ointment  1 per  cent  directly 
to  the  burned  areas,  followed  by  application 
of  sterile  vaseline  strips  and  finally  Kerlex 
rolls.  As  far  as  possible,  dressings  were 
changed  in  all  areas  involved  daily.  In  more 
severe  and  extensive  cases  this  was  imprac- 
tical because  of  upset  to  the  patient,  and  in 
these  cases  a rotation  system  of  dressings 
was  employed,  depending  on  the  individual 
patient’s  tolerance.  At  the  time  dressings 
were  changed,  debridement  was  carried  out 
routinely  to  the  extent  the  patient’s  condition 
would  permit.  In  occasional  cases  where  the 
burns  were  extensive  or  severe,  Demerol  100 
mg.  was  given  approximately  one-half  hour 
prior  to  a change  of  dressings  in  order  to 
make  the  patient  more  comfortable  during 
the  procedure.  This  daily  change  of  dressings 
appeared  to  reduce  the  accumulation  of  fluids 
and  old  blood  in  the  burn  areas,  and  odor 
was  minimal  or  absent. 

Perhaps  the  most  dramatic  feature  of  this 
series  was  the  decrease  in  pain  and  discom- 
fort noted  by  all  the  patients  when  neomycin- 
hydrocortisone  ointment  was  applied  to  the 
burns.  This  was  a constant  feature,  noted 
over  and  over  again  in  all  cases  of  thermal 
burns.  When  used  in  chemical  burns,  how- 
ever, this  beneficial  local  effect  was  not 


noted.  In  most  cases  of  first  and  second  de- 
gree burns  this  was  the  only  local  treatment 
required,  and  results  proved  most  satisfac- 
tory. Healing  took  place  more  rapidly  than 
had  been  seen  prior  to  the  use  of  neomycin- 
hydrocortisone  ointment,  and  restoration  of 
the  patient  to  his  normal  environment  was 
achieved  with  a minimum  of  discomfort  and 
delay. 

Where  third  degree  burns  or  excess  char- 
ring were  present  the  above  local  treatment 

Fig.  1.  The  pictures  below  represent  a typical 
response  to  this  regimen  of  burn  therapy.  This 
patient,  aged  24  years,  was  in  hospital  for  a total 
of  thirteen  days  only,  with  deep  second  degree 
burns  of  the  face,  and  lacerations  of  the  nose  and 
forehead. 
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was  expanded  to  include  skin  grafting.  De- 
bridement of  the  burned  areas  under  general 
anesthesia,  using  a Brown  dermatome,  re- 
moved excess  necrotic  tissue,  and  in  most 
cases  left  a clean  base  for  subsequent  graft- 
ing. For  several  days  the  resultant  denuded 
area  was  dressed  daily  with  neomycin-hydro- 
cortisone ointment  and  vaseline  strips.  It  be- 
came more  rapidly  acceptable  for  grafting 
than  similar  sites  treated  with  the  customary 
hot  to  lukewarm  saline  packs.  This  prepara- 
tion of  the  burned  area  for  grafting  usually 
took  seven  to  fourteen  days.  During  this 
period  early  ambulation  was  encouraged  to 
reduce  the  risk  of  contractures  and  keloid 
formation.  Grafting  was  done  with  auto- 
genous skin  using  1/10,000  to  1/15,000  inch 
thick  grafts.  Use  of  neomycin-hydrocortisone 
ointment  on  the  donor  site  postoperatively 
resulted  in  rapid  healing.  This  had  the  ad- 
vantage of  permitting  the  use  of  the  same 
donor  site  several  times.  Where  the  burns 
involved  special  regions,  certain  other  addi- 
tional forms  of  therapy  were  used. 

Burns  on  or  around  the  eye 

One  or  two  drops  of  neomycin-hydrocorti- 
sone eye  drops  (Neo-Cortef  Eye  Drops,  Ster- 
ile Suspension  0.5  per  cent)  were  instilled  in 
the  eye  every  one  to  three  hours.  If  feasible, 
eyes  were  covered  with  cold  compresses.  In 
twenty-four  hours  the  eyes  would  usually  be 
swollen,  but  thereafter  there  was  rapid  re- 
cession of  edema  and  redness  had  resolved. 
In  a later  series,  eye  drops  were  applied  by 
a fine  spray  each  hour,  and  recession  of 


edema  then  took  place  in  approximately 
twenty-four  hours. 

Burns  of  the  respiratory  tract 

These  were  relatively  common  because  of 
the  intake  of  superheated  air  into  the  mouth, 
larynx  and  bronchial  tree.  Dyspnea  and 
cough,  often  associated  with  bloody  expec- 
toration, were  the  commonest  presenting 
symptoms.  Suspicion  of  burns  in  the  respira- 
tory tract  led  to  the  immediate  use  of  oxy- 
gen, usually  an  oxygen  tent,  with  the  addi- 
tion of  a fine  mist  of  Alevaire.  The  need  for 
tracheotomy  because  of  gross  laryngeal 
edema  was  always  borne  in  mind,  but  was 
not  necessary,  in  this  series  of  cases. 

Burns  of  the  genitalia  and  perineum 

In  certain  cases  it  was  found  necessary 
to  use  an  indwelling  catheter  for  several  days 
due  to  edema.  As  soon  as  the  edema  sub- 
sided, the  catheter  was  withdrawn.  Local 
treatment  of  the  burns  was  with  neomycin- 
hydrocortisone  ointment  1 per  cent. 

In  the  terminal  treatment  of  all  burns, 
when  they  had  reached  the  healing  stage, 
and  were  a good  color,  and  free  of  weeping 
or  crusting,  dressings  were  discontinued,  and 
a neomycin-hydrocortisone  lotion  alone  was 
used.  This  seemed  to  afford  considerable  re- 
lief of  the  itching  and  tight,  drawing  feeling 
so  characteristic  of  the  terminal  healing  of 
burns. 

Summary 

The  use  of  neomycin-hydrocortisone  oint- 
ment (Neo-Cortef  Ointment  1 per  cent)  in 


TABLE  1 

Representative  Series  of  Cases 

Area  Involved 

Type  of  Burn 

Total  Sedation 

Off  Work 

Left  Arm  and  Hand 

2nd  & 3rd  degree 

2x100  mg.  Demerol 

3 weeks 

Back 

2nd  degree 

None 

1 week 

Right  Hand 

2nd  & 3rd  degree 

3x100  mg.  Demerol  over  2-day  period. 
Trigesic  and  Codeine  1 week. 

5 weeks 

70%  of  Body 

2nd  degree 

3x100  mg.  Demerol  over  3-day  period 

2 weeks 

Face  and  Left  Hand 

2nd  degree 

No  Demerol 

10  days 

Face,  Neck,  Both  Wrists 

2nd  degree 

1x100  mg.  Demerol 

3 weeks 

Upper  Half  of  Body 

2nd  & 3rd  degree 

1x100  mg.  Demerol 

3 months 

Left  Hand 

2nd  & 3rd  degree 

1x100  mg.  Demerol 

10  days 

Face  and  Neck 

2nd  degree 

1x100  mg.  Demerol 

10  days 

Face 

2nd  degree 

No  Demerol 

3 weeks 
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burns  has  shown  it  to  be  a valuable  adjunct 
in  local  management  of  this  form  of  trauma. 
Its  main  advantages,  as  indicated  by  this 
series  of  cases  are: 

1.  Use  of  narcotics  for  the  relief  of  pain 
is  sharply  reduced,  both  in  duration  and  fre- 
quency of  administration. 

2.  Offensive  odor  commonly  present  in 
burns  is  reduced  or  absent. 


3.  Local  discomforts  in  burns,  such  as 
itching,  tightness  and  drawing  sensation  of 
the  skin  are  minimized. 

4.  Healing  is  more  rapid  and  the  patient 
enjoys  an  earlier  return  to  his  employment, 
with  resulting  economic  benefits. 

5.  Skin  grafting  is  possible  earlier  in  se- 
vere burns,  and  the  donor  site  is  made  rapid- 
ly available  once  more  for  further  use.  • 


The  carcinoid  syndrome* 

James  A.  Howenstine,  M.D.,  and  Frederick  R.  Gydesen,  M.D.,  Denver 


Elderly  men  with  ulcers  and  hot  flashes 
may  not  be  simple  climacteric  problems. 
Here  is  an  excellent  case  description 
with  suggested  pointers  for  proper 
work-up  when  carcinoid  syndrome 
is  suspected. 


The  clinical  combination  of  argentaffinoma, 
pulmonic  valvular  stenosis,  and  cutaneous 
flush,  known  as  the  carcinoid  syndrome,  has 
received  much  attention  in  the  American  lit- 
erature during  the  past  two  years.  Since  the 
syndrome  was  first  described  by  Thorson  and 
his  co-workers  in  1952^  approximately  fifty- 
three  well-documented  cases  have  been  pub- 
lished in  the  world  literature.  The  case  to  be 
presented  is  interesting  in  that  it  was  ob- 
served for  a period  of  four  years.  The  patient 
was  not  recognized  as  having  a carcinoid 
syndrome,  however,  until  his  terminal  ad- 
mission. Substantiation  of  the  diagnosis  ante- 
mortem was  made  by  the  urinary  qualitative 
test  for  5-hydroxyindoleacetic  acid  (5-HIAA) 
as  described  by  Udenfriend^.  Paper  chro- 
motagraphy  proved  the  presence  of  this  met- 
abolic by-product  in  the  urine^. 

•From  the  Department  of  Medicine,  Veterans  Administration 
Hospital,  Denver.  The  authors  wish  to  acknowledge  the  helpful 
suggestions  and  encouragement  of  Dr.  Thomas  A.  Witten, 
Assistant  Chief  of  the  Medical  Service,  and  Dr.  Harold  Elrick, 
Head  of  the  Research  Division. 


CASE  REPORT 

This  59-year-old  married  white  male  manual  ( 
laborer  was  admitted  to  the  hospital  for  the  first  ' 
of  four  times  on  Jan.  18,  1953,  complaining  of  dysp-  ^ 
nea  on  exertion  with  associated  fever  and  non-pro- 
ductive cough  of  one  week’s  duration.  Since  age 
20  he  had  frequent  attacks  of  dyspnea  lasting  only 
a few  minutes  at  a time.  His  physicians  diagnosed 
this  as  “asthma”  and  gave  epinephrine  and  other 
supportive  measures  with  relief  of  his  complaints. 

He  denied  allergic  manifestations  and  noted  no 
seasonal  variation  in  the  frequency  of  dyspneic 
attacks.  He  did  observe,  however,  that  rapid  tem- 
perature change  or  humid  climate  seemed  to  ag- 
gravate his  condition.  He  recalled  having  had 
pneumonia  while  in  his  “teens”  and  had  experi- 
enced six  subsequent  episodes  of  pneumonia  as 
an  adult. 

Family  history  was  non-contributory.  He  was 
an  intermittent  smoker  and  non-drinker.  The 
patient  had  a 23-year  history  of  peptic  ulcer  and 
had  suffered  acute  attacks  of  epigastric  pain  in 
1917,  1932  and  1948.  Subtotal  gastrectomy  (Billroth 
I procedure)  had  been  performed  in  1948  because 
of  gastrointestinal  bleeding.  A pyloric  ulcer  with 
marked  cicatrization  was  removed  at  that  time. 
Postoperative  course  was  complicated  by  broncho- 
pneumonia. After  the  resection  he  had  transient 
bouts  of  mid-epigastric  pain,  never  severe  enough 
for  him  to  seek  medical  attention.  Bowel  function 
was  normal  and  he  had  experienced  no  nausea," 
vomiting,  or  meteorism.  In  1932,  because  of  right 
lower  quadrant  pain,  he  was  explored  and  told  he  j 
had  a ruptured  appendix.  Pathologic  material  was 
not  available. 

Physical  examination  Jan.  18,  1953,  revealed  a 
plethoric  middle-aged  white  male  in  no  obvious 
distress.  Mild  exertion  caused  dyspnea.  Sonorous 
expiratory  wheezes  and  rales  were  evident  over  j 
both  bases  posteriorly.  No  cardiac  abnormalities 
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were  noted.  There  were  no  palpable  abdominal 
organs,  masses  or  tenderness.  There  were  two 
well-healed  surgical  scars  on  the  right  abdomen. 
Laboratory  studies  were  not  remarkable.  Anti- 
asthmatic therapy  was  administered  and  he  was 
discharged  asymptomatic  on  Feb.  10,  1953. 

Helena  on  second  admission:  The  patient  was 
admitted  for  the  second  time  to  this  hospital  on 
April  11,  1953,  having  had  episodic  melena  since 
the  time  of  his  gastrectomy  in  1948.  Typical  at- 
tacks of  melena  were  two  to  three  days  in  dura- 
tion and  occurred  at  intervals  of  three  to  four 
months.  He  had  had  no  associated  weight  loss, 
nausea,  vomiting  or  diarrhea.  Physical  examina- 
tion revealed  no  changes  since  previous  admission. 
Urinalysis  and  hemogram  were  normal.  After 
histamine  stimulation  free  hydrochloric  acid  was 
present  in  the  gastric  aspirate.  Stool  examinations 
revealed  a trace  of  occult  blood  on  several  occa- 
sions. An  upper  GI  series  demonstrated  a normally- 
functioning  Billroth  I gastroenterostomy  without 
evidence  of  stomal  ulceration.  The  patient  re- 
sponded well  to  conservative  measures  and  was 
discharged  asymptomatic  on  May  1,  1953. 

Flushing  on  third  hospitalization:  The  patient 
was  admitted  to  this  hospital  for  the  third  time 
on  Jan.  26,  1956,  complaining  of  left  upper  quad- 
rant pain  and  flushing  of  his  chest,  face  and  ab- 
domen. He  acknowledged  having  had  left  upper 
quadrant  pain  for  five  days  which  radiated  into 
the  precordium  and  was  aggravated  by  coughing, 
deep  breathing  and  exertion.  Bending  forward 
alleviated  his  pain  slightly.  Three  months  prior 
to  this  admission  he  had  noticed  flushing  of  his 
skin  in  a repetitive  sequence.  The  flush  was  ag- 
gravated by  anger  or  fear,  but  at  times  was  un- 
related to  any  activity.  It  began  over  the  upper 
chest  and  spread  to  the  neck,  face,  abdomen,  and 
upper  portions  of  each  arm.  The  flush  character- 
istically lasted  from  one  to  three  minutes  and 
recurred  up  to  twenty  times  daily.  During  attacks 
of  flushing  he  felt  he  might  “burst  and  faint.” 
There  was  no  associated  headache  or  tachycardia. 
He  had  been  seen  by  numerous  physicians  prior 
to  this  admission  and  had  been  told  he  was  passing 
through  the  “male  climacteric.” 

Physical  examination  on  Jan.  26,  1956,  revealed 
the  blood  pressure  of  170/80  with  a regular  pulse 
of  72.  During  examination  the  patient  flushed 
several  times  as  described  above.  Funduscopic 
examination  demonstrated  arterial  narrowing  and 
tortuosity.  Examination  of  the  thorax  revealed 
limited  expansion  and  a barrel-type  chest.  Lungs 
were  clear  to  auscultation  and  no  cardiac  murmurs 
were  noted.  The  liver  edge  was  three  finger- 
breadths  below  the  right  costal  margin  and  non- 
tender. There  was  tenderness  over  the  costo- 
chondral junction  of  the  ninth  left  rib.  Laboratory 
examinations  during  this  admission  disclosed  total 
proteins  6.85  gm.  per  cent  (albumin  4.95,  globulin 
1.90),  total  cholesterol  279  mgm.  per  cent,  with 
172  mgm.  per  cent  cholesterol  esters,  and  a serum 
amylase  of  eight  units.  Serum  bilirubin  0.7  mgm. 
per  cent  and  the  direct  van  den  Bergh  was  less 


than  0.5  mgm.  per  cent.  Thymol  turbidity  was 
2.0.  Cephalin  flocculation  was  negative  in  forty- 
eight  hours.  Hemoglobin  was  18.2  gm.  per  cent 
with  a hematocrit  of  57  and  a white  blood  count 
of  5,000  with  a normal  differential.  X-ray  exam- 
inations, including  a gallbladder  series,  KUB 
and  chest,  were  unremarkable.  Gastrointestinal 
series  showed  no  change  when  compared  to  pre- 
vious films.  The  patient  was  given  chlorpromazine 
10  mgm.  three  times  a day  with  subsidence  of 
his  epigastric  tenderness.  Flushing  diminished 
under  this  program  and  he  was  discharged  asymp- 
tomatic on  Feb.  14,  1956. 

G.I.  symptoms  on  final  admission:  The  patient 
was  admitted  to  this  hospital  for  the  fourth  and 
final  time  on  Oct.  25,  1956,  complaining  of  ab- 
dominal pain  of  five  days’  duration,  skin  flushing 
and  “asthma.”  He  described  his  abdominal  pain 
as  being  sharp,  continuous,  non-radiating,  and 
localized  symmetrically  to  the  right  and  left  of 
the  umbilicus.  The  pain  was  unrelated  to  change 
of  position,  to  eating  or  defecation.  He  had  been 
anorexic  for  five  days.  Careful  questioning  re- 
vealed he  had  experienced  increased  frequency  of 
bowel  movements  for  three  years,  with  an  aver- 
age of  three  to  four  normal-appearing  stools  daily. 
He  denied  recurrence  of  melena  since  his  previous 
admission.  He  had  noted  no  weight  loss,  nausea, 
vomiting,  rectal  bleeding,  jaundice,  or  intolerance 
to  fatty  foods.  Since  his  previous  discharge  flush- 
ing attacks  recurred  and  had  persisted.  He  also 
admitted  to  arthralgia  of  the  fingers. 

Physical  examination:  Physical  examination 
revealed  the  blood  pressure  to  be  160/110  with  a 
pulse  rate  of  84.  He  was  a plethoric,  short,  stocky, 
elderly  man  in  mild  respiratory  distress  who 
appeared  chronically  ill.  During  the  course  of 
examination  he  was  observed  several  times  to 
flush,  particularly  when  surprised  by  the  exam- 
iner. The  flush  began  on  the  anterior  chest  and 
progressed  to  the  shoulders,  face  and  abdomen. 
Duration  of  the  flush  was  approximately  two 
minutes.  There  were  fine  telangiectasis  over  both 
cheeks,  neck  and  chest.  Funduscopic  examination 
revealed  A/V  ratio  of  1:2  with  beading  and  tortu- 
osity of  the  arterioles.  The  oral  mucosa  was  dry. 
The  chest  was  symmetrical  and  increased  in  the 
anterior  posterior  diameter  with  diminished  di- 
aphragmatic excursions.  Distant  scattered  rhonchi 
with  sonorous  rales  were  present  over  both  lung 
bases.  Examination  of  the  heart  revealed  a regular 
sinus  rhythm  with  a grade  II  blowing  systolic 
murmur  heard  over  the  tricuspid  area.  A2  was 
equal  to  P2.  Clinical  enlargement  of  the  heart  was 
impossible  to  determine.  The  liver  was  non-tender 
and  extended  approximately  five  finger-breadths 
beneath  the  right  costal  margin.  The  spleen  was 
thought  to  be  palpable  just  beneath  the  left  costal 
margin.  Diffuse  abdominal  tenderness,  most  no- 
ticeable immediately  to  the  right  and  left  of  the 
umbilicus,  was  elicited.  Bowel  tones  were  normal. 
Prostate  was  diffusely  enlarged,  grade  H,  sym- 
metrical and  non-tender.  Pulmonary  osteoarthrop- 
athy was  absent. 
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Laboratory  data:  Urinalysis  disclosed  a trace 
of  protein.  Admission  hemogram  showed  a WBC 
of  8,800  with  a differential  count  of  65  neutrophils, 
22  lymphocytes,  8 monocytes  and  5 eosinophils. 
Hemoglobin  was  17.5  gm.  per  cent  and  sedimen- 
tation rate  4 mm.  per  hour.  Routine  flocculation 
test  for  syphilis  was  reported  as  qualitatively 
weakly  reactive  and  quantitatively  reactive  less 
than  two  dilutions.  Complement  fixation  was  non- 
reactive. Liver  profile  disclosed  no  abnormalities. 
Stools  examined  for  occult  blood  were  repeatedly 
negative.  The  5-hydroxyindoleacetic  acid  urine 
test  was  strongly  positive.  Paper  chromatography 
revealed  the  presence  of  5-HIAA  (Fig.  1).  Chest 
x-ray  suggested  minimal  right  ventricular  hyper- 
trophy. Electrocardiogram  showed  only  a slight 
clockwise  rotation  of  the  heart.  Cardiac  fluoros- 
copy demonstrated  prominence  of  the  pulmonary 
artery.  Upper  and  lower  GI  series  showed  a func- 
tioning gastroenterostomy  and  the  incidental  find- 
ing of  a duodenal  diverticulum.  Sigmoidoscopic 
examination  was  normal. 

Clinical  course;  The  patient  was  given  amino- 
phylline,  epinephrine,  and  meperidine  with  fair 
control  of  his  dyspnea.  Several  days  later  levo- 
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200  T PATIENT  NORMAL 

STANDARD  URINE 

Fig.  1.  Paper  chromatograph  showing  simulta- 
neously a 200  gamma  5-HIAA  standard,  the  pa- 
tient’s urine  and  a sample  of  normal  urine.  By 
comparing  points  of  equal  elevation  in  the  three 
chromatographs,  the  topmost  spot  on  the  patient’s 
urine  is  seen  to  be  due  to  5-HIAA. 


epinephrine  was  administered  by  nebulizer  with 
greater  relief.  Reserpine,  2.0  mgm.  daily  in  a 
divided  dose  orally,  was  given  in  an  effort  to 
modify  his  response  to  circulating  serotonin.  Fol- 
lowing this,  his  flushes  seemed  less  intense  and 
less  frequent.  Reserpine  therapy  was  discontinued 
after  one  week  but  the  flushing  phenomena  Oia 
not  recur  for  several  weeks.  On  Nov.  7,  1956,  car- 
diac catheterization  was  performed  in  the  lab- 
oratory at  Colorado  General  Hospital.  Pulmonary 
artery  pressure  was  55/30  mm.  of  Hg.  Following 
inhalation  of  levoepinephrine,  pressure  fell  to 
40/20.  During  catheterization  the  patient  flushed 
numerous  times  but  no  associated  change  of  the 
pulmonary  artery  or  systemic  blood  pressure  was 
observed.  Arterial  oxygen  saturation  was  90  per 
cent  while  the  patient  breathed  room  air,  95  per 
cent  after  levoepinephrine,  and  97  per  cent  during 
100  per  cent  oxygen  inhalation.  Pressures  recorded 
while  the  catheter  was  drawn  through  the  pul- 
monic and  tricuspid  valves  revealed  no  abnormal 
pressure  gradients.  Maximum  breathing  capacity 
was  16  liters  per  minute.  (Normal,  110  liters  per 
minute.)  Vital  capacity  was  1700  cc.  (Normal,  4010 
cc.)  With  these  pulmonary  functions  surgery  was 
considered  too  hazardous  to  undertake. 

On  Dec.  7,  1956,  because  the  patient  was  feeling  ' 
relatively  well,  he  was  placed  on  leave.  Upon  re- 
turning Dec.  31,  1956,  he  was  found  to  have  pitting 
edema  of  both  ankles,  an  increased  size  of  the 
liver  and  apparent  clinical  enlargement  of  the  left 
heart.  Circulation  time  (sodium  desoxycholate) 
was  23  seconds  and  the  patient  was  digitalized, 
given  a low-sodium  diet  and  mercurial  diuretics. 
Liver  function  studies  were  normal,  serum  trans- 
aminase was  11  units  and  alkaline  phosphatase  was 
6 Bodansky  units.  On  Jan.  7,  1957,  the  patient 
complained  for  the  first  time  of  severe  pain  in 
both  shoulders  which  was  aggravated  by  motion 
of  his  upper  extremities.  X-ray  examination  of 
the  shoulders  was  unremarkable  and  the  patient 
improved  with  salicylate  therapy. 

Terminal  course:  He  was  placed  on  leave  Jan. 

31,  1957,  but  returned  voluntarily  on  Feb.  6,  1957, 
complaining  of  profuse  diarrhea  present  for  three 
days.  He  had  passed  six  to  eight  loose  stools  daily 
but  had  noted  no  melena  or  abdominal  pain.  On 
Feb.  8,  1957,  he  vomited  500  cc.  of  clotted  blood 
and  was  begun  on  naso-gastric  suction  and  intra- 
venous fluids.  He  developed  moderate  hypoka- 
lemia, severe  respiratory  distress  and  confusion. 
Therapy  consisting  of  blood  transfusions,  intra- 
venous fluids,  oxygen,  antibiotics  and  corticotropin 
all  failed  to  avert  a steady  downhill  course.  The 
patient  expired  quietly  on  Feb.  15,  1957. 

Postmortem  examination:  Autopsy  revealed  the 
following:  The  heart  weighed  290  gm.  and  the 
transverse  pericardial  diameter  was  14  cm.  Cut 
section  of  the  heart  showed  numerous  focal  pale 
areas  measuring  0.4  cm.  in  diameter.  Left  ventricu- 
lar musculature  measured  1.2  cm.  and  right  0.2  cm. 
Tricuspid  valve  showed  thickening  and  shortening 
of  chorda  tendineae  with  partial  fusion  of  the 
cusps  so  the  valve  aperature  was  markedly  less 
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than  that  of  the  valve  ring.  Thickening  and  slight 
nodularity  of  the  cusps  of  the  pulmonic  valve  was 
also  noted.  Mitral  and  aortic  valves  were  unre- 
markable. Coronary  vessels  were  normal.  Marked 
thickening  and  wrinkling  of  the  intima  was  noted 
throughout  the  entirety  of  the  aorta. 

Examination  of  lungs  and  pleura  revealed  thin 
avascular  pleural  adhesions  over  both  apices,  500 
cc.  of  thin,  clear  fluid  in  the  left  pleural  cavity 
and  20  cc.  in  the  right.  Lungs  were  voluminous 
and  difficult  to  collapse.  Many  confluent  blebs 
were  found  in  the  apical  regions.  Congestion  was 
also  noted  in  the  dependent  portions  of  both  lungs. 
Liver  weighed  2,030  gm.  and  contained  many  nod- 
ules measuring  up  to  8 cm.  in  diameter  (Fig.  2). 
The  nodules  were  bright  yellow  to  mottled  pink- 
gray  in  color  and  constituted  about  a quarter  of 
the  total  hepatic  volume.  Cut  sections  showed  that 
the  nodules  were  sharply  demarcated  from  sur- 
rounding liver  parenchyma.  Examination  of  the 
gastrointestinal  tract  confirmed  previous  removal 
of  approximately  50  per  cent  of  the  stomach. 
Gastrojejunostomy  was  patent.  Approximately  150 
cm.  from  the  ileocecal  valve,  the  ileum  for  a 
distance  of  30  cm.  was  dark  purple  to  black,  soft, 
rough  and  friable.  At  the  apex  of  the  wedge  of 
omentum  supplying  this  area  of  infarcted  intestine 
a firm  nodule  was  discovered  which,  on  section, 
appeared  grossly  to  be  tumorous  and  which  was 


Fig.  2.  Section  of  the  patient’s  liver  demonstrating 
widespread  replacement  of  parenchyma  by  me- 
tastatic carcinoid  tumor. 


surrounded  by  mesenteric  vessels.  No  involvement 
was  found  in  the  areas  proximal  or  distal  to  the 
infarction  except  for  a small  nodular  tumor  found 
on  the  external  surface  of  the  ileum  proximal  to 
this  point  of  infarction.  Cecum  was  normal  and  the 
appendix. was  surgically  absent.  No  abnormality  of 
the  pancreas,  adrenals,  spleen  or  kidneys  was 
noted. 

Microscopic  examination:  Heart — Left  ventricle 
exhibited  focal  areas  of  partially  hyalinized  fib- 
rous connective  tissue.  Pulmonic  valve  (Fig.  3) 
was  thickened  and  tricuspid  valve  slightly  thick- 
ened by  hyalinized  fibrous  connective  tissue.  Some 
vessels  were  cuffed  by  lymphocytes.  Focal  thicken- 
ing of  the  aortic  intima  by  hyalinized  fibrous  con- 
nective tissue  and  by  foam  cells  was  evident. 
Lungs — Enlarged  air  spaces,  and  filling  of  the 
alveoli,  alveolar  ducts  and  bronchioles  by  closely- 
packed  neutrophils,  histiocytes  and  erythrocytes 
was  noted.  Liver — Several  large  and  small  nodules 
of  tumor  were  composed  of  irregular  cords  and 


Fig.  3.  High  power  view  of  the  pulmonic  valve 
demonstrating  endocardial  fibrosis. 


nests  of  anaplastic  epithelial  cells  with  a dispro- 
portionate number  of  large  hyperchromatic  nuclei 
and  relatively  scant  acidophilic  cytoplasm.  Cords 
of  neoplastic  tissue  were  separated  by  bands  of 
fibrous  connective  tissue.  Centers  of  many  of 
these  nodules  were  necrotic.  Adjacent  liver  pa- 
renchyma was  compressed  and  the  central  veins 
and  sinusoids  were  engorged.  Ileum — Section  of 
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the  ileum  through  the  previously  described  nodule 
showed  the  mucosa  to  be  necrotic  over  the  nodule 
which  lay  between  the  mucosa  and  the  muscular 
coats.  The  tumor  was  composed  of  small  nests 
and  cords  of  similar  anaplastic  cells  separated  by 
abundant  fibrous  connective  tissue.  A few  nests 
of  tumor  cells  were  found  infiltrating  the  muscle 
coats  and  serosa.  Lymph  nodes— Section  from  a 
mesenteric  lymph  node  revealed  abundant  cords 
and  nests  of  tumor  tissue  which  destroyed  normal 
lymph  node  architecture.  Tumor  was  found  to  ex- 
tend to  and  surround  arteries  and  veins.  Examina- 
tion of  pancreas,  spleen,  adrenal  glands,  kidneys, 
urinary  bladder,  pituitary  and  bone  marrow  was 
unremarkable. 

Comment 

Clinical  features  of  the  malignant  car- 
cinoid syndrome  may  be  divided  into  six 
categories.  These  are  cutaneous,  gastrointes- 
tinal, cardiovascular,  respiratory,  muscular, 
and  neuropsychiatric.  Cutaneous  flush  is  the 
most  striking  and  characteristic  feature  of 
the  clinical  syndrome.  This  is  a paroxysmal 
change  in  skin  color  varying  from  cyanosis  to 
brick  red  involving  predominately  the  face 
and  neck.  When  of  long  duration,  telangi- 
ectasia of  the  involved  skin  is  often  present; 
this  patient  had  it  upon  the  face  and  neck  in 
addition  to  attacks  of  paroxysmal  flushing. 
Udenfriend^  noted  pellagra-like  skin  changes 
in  four  of  eight  patients  in  his  series,  presum- 
ably due  to  altered  tryptophane  metabolism. 

Gastrointestinal  findings  in  these  patients 
include  diarrhea,  intermittent  abdominal 
pain  often  manifested’  by  recurring  small 
bowel  obstruction,  weight  loss,  hepatomegaly 
and  peptic  ulcer.  Peptic  ulcer  was  found  in 
eight  of  twenty-one  cases  (38  per  cent)  in 
the  Mallory  Institute  series  of  malignant  car- 
cinoids®. This  patient  exhibited  all  of  the 
above  features  including  peptic  ulcer  with 
massive  gastrointestinal  hemorrhage  eight 
years  before  his  terminal  illness.  Perhaps  ex- 
cess circulating  serotonin  causes  prolonged  is- 
chemia of  gastric  mucosa  and  thus  predis- 
poses to  ulcerative  changes. 

Cardiopulmonary  changes 

Approximately  half  the  paitents  with  ma- 
lignant carcinoid  syndrome  have  clinical  evi- 
dence of  right-sided  valvular  heart  disease®. 
It  has  been  postulated  that  presence  of  a 
mono-amine  oxidase  in  lung  tissue  causes  re- 
moval of  serotonin  from  circulating  blood  in 
the  lung  and  thus  protects  the  mitral  and 


aortic  valves  from  the  endocardial  fibrosis 
seen  so  frequently  in  pulmonic  and  tricuspid 
valves  \ It  is  interesting  to  note  that  in  pa- 
tients having  patent  foramen  ovale  or  inter- 
atrial septal  defects  permitting  right  to  left 
shunt,  aortic  and  mitral  valves  had  extensive 
fibrotic  changes®.  Cardiac  catheterization 
studies  on  this  patient  revealed  no  evidence 
of  hemodynamically  significant  valvular  dis- 
ease, although  characteristic  tricuspid  and 
pulmonary  valvular  changes  were  demon- 
strated by  autopsy  examination. 

Asthma  and  peculiar  respiratory  distress 
was  noted  in  eight  of  thirty-eight  cases  re- 
viewed by  Mattingly®.  This  patient  had  ex- 
hibited brief  paroxysms  of  dyspnea  provoked 
by  temperature  and  humidity  changes  for 
years.  He  had  no  allergic  history  and  autopsy 
examination  disclosed  no  evidence  of  bron- 
chiectasis. Pulmonary  function  studies  re- 
vealed severe  impairment  of  pulmonary 
function  consistent  with  the  advanced  bul- 
lous emphysema  found  at  postmortem  exam- 
ination. 

In  the  Mallory  Institute®  series  of  eight 
patients  four  had  symptoms  of  pain  and  stiff- 
ness in  various  joints,  chiefly  the  interphalan- 
geal  joints  of  the  fingers.  This  patient  had 
subjective  involvement  of  both  interphalan- 
geal  and  shoulder  joints  without  any  x-ray 
changes.  Many  observers  have  noted  peculiar 
personality  disorders  and  psychotic  episodes 
in  these  patients^®’  Our  patient  was  felt  by 
all  observers  to  have  marked  lability  of  mood 
and  capricious  behavior. 

Etiology 

Etiology  of  carcinoid  tumors  at  present  is 
unknown.  Falkmer^®  has  observed  a case  of 
the  carcinoid  syndrome  in  which  a four-cusp 
pulmonic  valve  was  co-associated.  The  chance 
of  these  lesions  being  present  in  the  same 
patient  is  only  1:8,000,000.  In  addition,  he 
found  cases  with  dextrocardia  with  a thin- 
walled  right  atrium,  Chiari’s  network,  and 
patent  foramen  ovale.  The  frequent  existence 
of  congenital  abnormalities  suggests  that  the 
carcinoid  tumor  is  congenital  in  origin. 

Diagnostic  tests 

Because  of  its  simplicity,  probably  the 
most  valuable  single  test  in  the  diagnosis  of 
this  entity  is  the  urinary  test  for  5-HIAA  de- 
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scribed  by  Udenfriend-.  The  test  was  strongly 
positive  on  all  occasions  when  checked  on  this 
patient.  The  normal  urinary  excretion  of 
5-HIAA  varies  from  2 to  9 mg.  per  day^. 
The  24-hour  urinary  5-HIAA  excretion  of  our 
patient  determined  by  Dr.  Udenfriend  of  the 
National  Institute  of  Health  was  200  mg.  per 
day.  A further  test  of  diagnostic  merit  is 
paper  chromatography^®.  This  was  advocated 
by  Heilmeyer  in  1956  and  has  the  advantage 
of  diagnostic  specificity®.  Computation  of  the 
Rf  values  on  the  chromatograph  enables  one 
to  identify  this  specific  compound  while  the 
amount  of  material  stained  by  the  Ehlrich 
reagent  correlates  with  the  quantity  of  ma- 
terial present.  Additional  information  about 
the  altered  tryptophane  metabolism  in  this 
entity  can  be  found  in  Dr.  Udenfriend’s  ar- 
ticle®^. 

Treatment 

Definitive  treatment  of  patients  with  ma- 
lignant carcinoid  disease  is  surgical  as  no 
effective  anti-serotonin  drugs  have  been  dis- 
covered at  present.  Many  observers  have 
commented  on  the  value  of  excising  all  tumor 


tissue  readily  accessible  even  when  complete 
extirpation  is  impossible.  This  is  felt  to  be 
advantageous  since  the  more  tumor  tissue 
removed  the  greater  the  likelihood  that  the 
distressing  symptoms  will  disappear  follow- 
ing surgery.  Medical  therapy  includes  con- 
ventional treatment  for  right  heart  failure, 
high  protein  diet  and  vitamins,  including 
niacin. 

Conclusion 

A case  of  malignant  carcinoid  syndrome 
in  a 64-year-old  white  male  is  presented.  This 
was  misdiagnosed  as  male  menopause  prior 
to  his  terminal  illness.  It  seems  advisable  to 
consider  the  diagnosis  of  malignant  carcinoid 
syndrome  in  any  patient  exhibiting  unex- 
plained hepatomegaly,  valvular  heart  disease, 
recurrent  small  bowel  obstruction,  diarrhea, 
or  skin  flushes,  and  in  any  patient  with 
known  metastatic  gastrointestinal  neoplasm 
who  has  a benign  clinical  course.  It  is  only 
by  having  a high  index  of  suspicion  that 
early  cases  of  this  entity  will  be  found  who 
can  expect  maximum  benefit  from  surgery.  • 

references  on  108 


Doctor,  lawyer,  and  malpractice* 

Harold  Hunter,  LL.B.,  Los  Angeles 


Malpractice  cases  are  too  many  and  too 
expensive.  Unjust  cases  should  never  come 
to  trial.  Carefully  kept  records  are 
excellent  protection  for  the  doctor. 


Our  two  professions  must  of  necessity  work 
together.  There  should  be  no  differences  or 
misunderstandings  between  lawyer  and  doc- 
tor because  those  misunderstandings  and 
those  difficulties  or  problems  'which  have 

•Address  presented  by  Harold  Hunter.  Attorney-at-Law,  at 
the  Third  Annual  Medical-Legal  Institute  sponsored  by  the 
Montana  Medical  Association  and  the  Montana  Bar  Associa- 
tion, in  Butte,  May  11,  1957. 
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arisen  in  the  past  can  be  resolved  and  under- 
stood by  all.  And  it  is  only  through  organiza- 
tions of  this  kind,  where  the  doctor  and  the 
lawyer  sit  down  and  break  bread  together, 
that  problems  confronting  each  in  the  prac- 
tice of  their  respective  professions  can  be 
understood  by  all.  Of  course  there  will  be, 
from  time  to  time,  misunderstandings  be- 
tween professions  because  sometimes  even 
doctors  become  advocates  and  lawyers  many 
times  try  to  be  doctors.  In  that  particular 
sphere  no  true  understanding  can  be  had. 
But  by  and  large,  the  problem  of  the  doctor 
is  the  problem  of  the  lawyer  and  the  problem 
of  the  lawyer,  in  some  measure,  is  the  prob- 
lem of  the  doctor.  Because  they  must  work 
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together  in  bringing  about  fair  and  honest 
decisions  in  the  courts,  one  supplements  the 
other. 

Let  me  direct  attention  briefly  to  the 
lawyers.  So  often  it  has  been  said  that  there 
is  some  specialty  about  the  trial  of  malprac- 
tice cases  either  from  the  plaintiff’s  or  the 
defendant’s  standpoint.  Law  is  a big  profes- 
sion like  the  medical  profession  and  it  must 
be  subdivided  and  there  must  be  certain 
fields  in  which  we  lawyers  practice,  but  if 
you  “try”  well  the  usual  automobile  cases, 
you  can  try  well  the  malpractice  cases.  It  is 
not  a specialty  insofar  as  it  being  a division 
in  the  field  of  trial  work.  A good  trial  law- 
yer can  handle  successfully  any  malpractice 
case. 

Malpractice  cases 

There  is  no  question  but  what  there  are 
meritorious  malpractice  cases.  But  if  in  Mon- 
tana the  system  is  the  same  as  in  Los  An- 
geles, 85  per  cent  of  the  malpractice  cases 
that  are  filed  have  little  or  no  merit.  Now, 
what  is  the  problem  posed  by  that  condition? 
It  rests  directly  upon  the  reputable  and  hon- 
est lawyer.  There  should  be  no  hesitancy  on 
the  part  of  the  lawyer  to  bring  an  action 
against  a doctor  if  it  is  a meritorious  claim. 
But,  by  the  same  token,  no  lawyer  should 
feel  that  he  should  file  a case  that  has  no 
merit,  simply  hoping  that  some  place  along 
the  line  he  may  be  able  to  discover  some- 
thing upon  which  he  can  predicate  his  claim. 
Therefore,  the  duty  that  should  be  imposed 
upon  the  lawyer  before  he  brings  an  action 
is  to  do  some  investigation  to  determine 
whether  or  not  the  story  that  has  been  re- 
lated to  him  by  the  disgruntled  patient  is 
substantiated  by  hospital  records,  by  medical 
reports,  by  the  procedure  performed  by  the 
doctor.  Untoward  results  do  not  justify  the 
filing  of  an  action  on  the  part  of  any  lawyer 
against  a doctor.  That  lawyer,  before  filing 
the  suit,  should  look  at  the  record.  He  should 
obtain  permission  to  look  at  the  hospital 
record;  he  should  look  at  the  facts  with  which 
the  doctor  was  confronted  at  the  time  that 
treatment  was  rendered. 

Now,  the  lawyer  may  say  that  is  an 
ideal,  but  that  it  is  practically  unsound.  There 
is  not  one  lawyer  in  the  State  of  Montana 
that  hasn’t  a good  doctor  friend.  There  isn’t 


one  lawyer  who  doesn’t  have  a doctor  in 
whom  he  has  confidence  and  to  whom  he 
can  go  and  consult  and  determine  with  in- 
tegrity whether  that  anticipated  claim  should 
be  one  that  should  be  brought  into  court.  It 
is  not  only  unfair  to  the  doctor  to  be  sued 
in  cases  where  it  has  no  merit,  but  it  is  also 
unfair  to  your  client  and  unfair  to  yourself. 

Ask  for  help 

For  instance,  let  us  assume  that  there  is 
an  untoward  result  following  surgery,  fol- 
lowing x-ray  treatment,  or  following  any 
therapy.  Let  us  assume  that  the  patient  tells 
you  a story.  As  a lawyer  one  has  a right  to 
rely  upon  alleged  facts  as  related  by  the 
patient.  But  in  malpractice  cases  your  duty 
doesn’t  stop  there  because  we  know  that  this 
is  a special  field  requiring  special  knowledge 
and  insight.  And,  therefore,  before  you  file 
action  against  the  doctor  make  an  honest 
investigation  by  reviewing  the  records,  by 
determining  the  facts,  and  then  consult  with 
your  doctor  friend. 

If  you  then  believe  that  the  standard  of 
practice  has  not  been  met  by  the  attending 
doctor  or  surgeon,  feel  no  embarrassment  in 
bringing  an  action.  But  unless  that  has  been 
accomplished,  you  are  doing  an  injustice  not 
only  to  the  doctor  and  to  your  client,  but  to 
yourself.  Why  do  I feel  this  way?  Because 
you  may  have  indicated  to  your  client  that  he 
has  a cause  of  action  which  would  justify 
bringing  a lawsuit;  because  you  have  in- 
flicted needlessly  upon  the  defendant  doctor 
long  hours  of  anxiety  and  real  peculiar  suf- 
fering. I have  talked  to  many  doctors  who 
have  been  sued.  And  how  about  yourself 
when  you  find  that  you  go  to  court  and 
haven’t  even  a prayer  of  a chance  at  success? 
Therefore,  a suit  filed  without  merit  results 
in  disappointments. 

Prevention  of  lawsuits 

What  should  the  doctor  do  to  prevent  law- 
suits? The  relationship  between  the  patient 
and  the  doctor  is  contractual.  The  suit  that 
is  brought  sounds  in  tort  or  is  predicated 
upon  negligence  or  alleged  negligence.  But 
in  this  contractual  relationship  what  does 
the  doctor  contract  to  do?  First,  he  repre- 
sents that  he  possesses  that  degree  of  learn- 
ing that  the  ordinarily  learned  doctor  pos- 


42 


Rocky  Mountain  Medical  Journal 


sesses  in  the  community  in  which  he  is  prac- 
ticing. And  at  the  time  of  creation  of  this 
relationship,  he  agrees  he  will  exercise  that 
degree  of  care,  skill,  and  learning  that  the 
reputable  doctor  would  exercise  in  the  same 
community.  Therefore,  that  is  a contract 
which  the  doctor  must  of  necessity  live  up 
to.  In  addition  thereto,  he  agrees  with  his 
patient  that  he  will  give  to  that  patient  the 
attention  needed  whether  it  is  night  calls, 
day  calls  or  Sunday  visits.  He  agrees  that 
he  will  not  abandon  the  patient  without  giv- 
ing adequate  notice  which  will  give  the  pa- 
tient the  opportunity  to  get  another  doctor. 
He  agrees  that  he  will,  if  he  goes  upon  his 
vacation,  obtain  adequate  care  for  that  pa- 
tient during  that  period  of  time.  He  agrees 
that  he  will,  in  those  serious  cases  needing 
his  own  personal  attention,  forego  that  vaca- 
tion period,  properly  and  adequately  to  attend 
this  patient  whose  life  is  in  his  hands.  If  the 
doctor  complies  with  these  items  he  probably 
won’t  be  sued,  but  we  are  not  sure  that  he 
will  not.  My  experience  in  Los  Angeles  has 
led  me  to  believe  that,  no  matter  how  good 
the  attention  given  by  the  doctor,  he  can  be 
sued  by  unthinking  lawyers — men  who  do 
not  make  an  adequate  investigation  before 
bringing  action. 

Records  are  your  best  witness 

How  then  can  the  doctor  protect  himself 
in  a suit  of  this  kind?  There  is  no  witness  in 
the  courtroom  that  can  fight  as  hard  for  your 
own  cause  as  your  records— complete,  de- 
tailed and  accurate  records  of  the  history, 
the  medication,  the  procedures  and  every- 
thing that  you  have  done.  It  will  save  you 
days  spent  needlessly  in  court  if  you  do  keep 
adequate  records,  because  there  is  the  best 
witness  that  you  can  have  on  your  side.  And 
by  records  I don’t  mean  just  the  name  of  a 
patient  who  came  to  you  on  Tuesday  and  was 
charged  $5,  but  precisely  what  you  did  for 
him.  Records  should  show  the  medication  pre- 
scribed, the  medication  given,  and  the  in- 
structions given. 

Let  me  tell  you  about  an  unusual  case 
that  was  lost  simply  because  there  was  no 
record.  A fine  O.B.  man  examined  a woman 
and  determined  from  his  examination  that 
she  had  fibroids  of  the  uterus.  He  asked  her 
if  she  had  had  the  Friedman  Test  or  the 


Aschheim-Zondek  Test  and  she  said  that 
she  had  had  the  tests.  What  is  the  name  of 
the  doctor  and  when  did  you  have  the  tests? 
She  said  just  a few  weeks  ago.  When  the 
surgery  was  done  for  fibroids,  it  was  found 
that  there  was  a fetus  in  the  uterus  together 
with  many  fibroids.  Now,  in  discussing  the 
matter  with  the  jury  after  this  case  was  lost, 
the  thing  that  antagonized  the  jury  was  the 
fact  that  there  was  nothing  on  this  doctor’s 
records  concerning  the  pregnancy  tests  which 
he  said  that  he  had  inquired  about.  The  pa- 
tient denied  that  the  doctor  made  such  an 
inquiry  at  the  time  of  the  trial.  Had  the  de- 
fendant doctor  kept  adequate  records  he 
would  have  been  vindicated.  Every  profes- 
sional man  who  testified  in  the  case,  even 
doctors  called  for  the  plaintiff,  said  that  there 
was  every  symptom  of  fibroid  uterus  and 
that  pregnancy  was  so  masked  it  could  not 
have  been  determined  in  the  absence  of  preg- 
nancy tests.  This  doctor  relied  upon  the 
history  of  the  patient,  which  he  had  every 
right  to  do,  but  he  failed  to  record  it. 

No  erasures  on  medical  records 

Rubbers  on  pencils  should  be  provided 
to  everyone  but  doctors.  No  doctor  should 
make  any  erasure  on  his  records  because 
then  there  will  always  be  a question  about 
what  he  erased.  Now,  if  there  is  an  error  and 
you  want  to  make  a change,  scratch  it  out 
with  a pen  and  write  the  word  or  words  that 
you  want  above.  Otherwise  in  a courtroom 
it  will  appear  that  you  are  trying  to  conceal 
something.  Don’t  change  records  unless  the 
changed  portion  shows  clearly  so  you  will 
have  a chance  to  explain  it. 

There  are  many  suits  filed  arising  out  of 
the  patient  claiming  there  was  no  consent 
for  the  particular  type  and  kind  of  surgery 
that  was  performed.  The  doctor  can  prevent 
suits  against  him  by  taking  a written  con- 
sent of  what  he  intends  to  do.  General  con- 
sents are  probably  all  right.  Oral  consents, 
no,  because  they  are  too  dangerous.  Explain 
the  procedure  that  you  intend  to  undertake 
and  if  it  is  exploratory  surgery,  explain  to 
the  patient  that  maybe  you  will  find  condi- 
tions that  will  require  radical  surgery  — 
hysterectomies,  removal  of  ovaries  and  all  of 
those  things.  If  you  establish  with  this  pa- 
tient that  the  surgery  you  contemplate  may 
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not  be  the  end  of  the  surgery  that  will  be 
necessary  and  indicated,  then  you  have 
stopped  these  many  actions  that  are  predi- 
cated upon  the  theory  of  assault  and  battery. 
The  consent  should  be  broad  enough  to  jus- 
tify the  surgeon  to  undertake  that  thing 
which  he  anticipated  and  that  complication, 
though  unexpected,  with  which  he  may  be 
confronted. 

Number  of  suits  increasing 

Malpractice  suits  are  becoming  not  only 
numerous  but  something  that  must  cause  the 
doctor  anxiety.  There  were  5,000  malpractice 
cases  filed  in  the  United  States  during  one 
year.  There  is  one  case  every  day  being  filed 
in  the  county  of  Los  Angeles  against  doc- 
tors. Think  of  what  it  means — time  lost  from 
practice,  money  lost  in  being  away  from  the 
practice,  and  the  anxiety  of  the  doctor.  Those 
things  must  raise  in  the  minds  of  lawyers 
and  doctors  the  necessity  of  finding  a better 
solution  than  the  filing  of  unmeritorious 
suits.  But  win  or  lose,  the  doctor  still  is  away 
from  his  office  and  must  suffer  a great  deal 
of  anxiety  while  waiting  for  laymen  to  de- 
termine his  rights  on  the  most  intricate  and 
scientific  questions  known  to  mankind. 

Damages  skyrocketing 

It  is  not  only  the  great  number  of  suits 
that  are  startling,  but  also  the  amounts 
granted.  Recently  in  San  Francisco  there  was 
a verdict  returned  in  the  sum  of  $250,000;  in 
San  Diego  $210,000;  in  Tennessee  $200,000;  a 
federal  case  $123,000;  a Texas  case  $100,000; 
a Wisconsin  case  $97,000.  Certainly  they  are 
unusual  cases  and  are  high,  but  to  the  doctor 
it  means  a catastrophe.  It  means  that  your 
savings  and  all  that  you  can  earn  in  the 
future  have  been  wiped  out. 

After  the  first  World  War  it  was  neces- 
sary for  the  accuser  to  introduce  proof  of 
the  accusation.  The  doctor  was  presumed  to 
have  exercised  due  care.  Proof  to  establish 
a verdict  against  the  doctor  would  have  to 
be  preponderate  in  favor  of  the  plaintiff. 
Since  it  was  a scientific  question,  men 
schooled  and  learned  in  that  particular  sci- 
ence would  have  to  establish  the  question 
of  liability  against  the  doctor.  The  doctor  was 
not  deemed  to  be  an  insurer  of  results.  He 
did  not  warrant  any  cure,  but  he  implied  to 
the  patient  that  he  possessed  that  degree  of 


learning  ordinarily  possessed  by  reputable 
men  practicing  in  the  same  field  at  the  time 
in  question,  and  that  he  exercised  that  de- 
gree of  care,  skill  and  learning  ordinarily 
possessed  and  exercised  by  reputable  doctors 
in  the  community  under  the  same  or  similar 
circumstances. 

Conforming  to  standard  of  practice 

That  was  the  procedure  upon  which  mal- 
practice cases  were  determined  and  decided. 
It  required  expert  testimony  produced  by 
the  plaintiff  showing  that  what  the  doctor 
did  or  what  the  doctor  failed  to  do  was  not 
in  accordance  with  the  standard  practiced 
by  reputable  men  in  his  community.  But 
that,  being  a scientific  question,  could  be  es- 
tablished only  by  the  expert  witness. 

Now  we  find  that  in  the  majority  of 
cases  throughout  the  United  States  those 
same  rules  apply  in  the  same  manner  and 
to  the  same  degree.  As  a result  of  those  rules, 
verdicts  against  the  doctor  have  not  been 
many.  But  they  have  been  too  many  in  the 
sense  that  some  have  been  returned  against 
the  doctor  who  is  not  guilty  of  any  negligence 
whatsoever. 

Doctrine  of  common  knowledge 

Then  came  the  proposition  that  if  com- 
mon knowledge  of  the  layman  shall  include 
what  “negligence”  implies,  it  need  not  re- 
quire expert  testimony  to  establish  negli- 
gence. There  is  no  lawyer  who  could  honestly 
quarrel  with  that  doctrine  or  that  theory  of 
the  law,  and  there  are  few  doctors  who  would 
be  opposed  to  such  legal  doctrine  and  prece- 
dent. 

No  doctor  or  lawyer  would  have  the 
right  to  say,  in  the  face  of  obvious  malprac- 
tice, it  would  be  erroneous  to  let  the  jury 
determine  whether  or  not  there  was  justi- 
fication for  an  unusual  and  untoward  result. 
The  doctrine  of  common  knowledge  on  the 
part  of  the  jury  not  to  require  expert  testi- 
mony in  establishment  of  negligence  is  good, 
sound,  and  honest.  But  have  we  extended  the 
doctrine  to  limits  beyond  the  place  where  it 
is  either  honest,  sound,  fundamental,  or  fair? 
Has  this  doctrine  been  extended  to  the  place 
where  you  get  an  untoward  result  and  then 
the  jury  has  the  right  to  guess  whether  or 
not  there  was  negligence  in  a field  that  is 
scientific  and  about  which  they  have  no 
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knowledge?  That  is  the  problem  with  which 
we  are  confronted  today. 

Untoward  result  and  negligence 

How  have  the  courts  justified  the  appli- 
cation of  this  doctrine?  They  have  said  that 
an  untoward  result  does  not  usually  or  or- 
dinarily come  about  unless  there  is  negli- 
gence on  the  part  of  the  doctor.  Of  course, 
untoward  results  are  not  the  rule;  anesthetic 
injuries  and  deaths  are  infrequent  or  that 
particular  anesthetic  agent  or  that  technic 
would  be  abandoned.  But  when  we  talk  about 
bad  results  spelling  negligence,  we  have  ex- 
tended the  Res  Ipsa  Loquitur  doctrine  to  a 
point  where  it  is  indeed  unfair  to  doctors. 

There  are  certain  safeguards.  The  courts 
say  untoward  results  are  caused  by  instru- 
mentality in  exclusive  control  of  the  defend- 
ant. They  say  it  does  not  ordinarily  appear 
in  the  absence  of  negligence  and  that  the 
possibility  of  contributing  on  the  part  of  the 
patient  is  eliminated.  When  those  particular 
things  are  present,  then  the  courts  (the  Cali- 
fornia courts)  have  said  that  it  justifies  the 
application  of  the  doctrine  of  Res  Ipsa  Lo- 
quitur, which  means  “the  thing  speaks  for 
itself.”  It  raises  an  inference  that  the  jury 
can  draw  from  these  factors. 

In  a case  in  California  which  was  decided 
in  1939,  and  which  has  been  one  of  the  land- 
marks insofar  as  malpractice  cases  are  con- 
cerned, the  surgeon  undertook  to  do  surgery 
on  the  knee  which  resulted  in  a severed 
peroneal  nerve.  The  plaintiff  brought  the 
suit  and  produced  no  medical  testimony,  and 
the  courts  in  1939  stated,  “The  law  has  never 
held  a physician  or  a surgeon  liable  for  every 
untoward  result  which  may  occur  in  medical 
practice.  It  requires  only  that  he  shall  have 
the  degree  of  learning  and  skill  ordinarily 
possessed  by  physicians  of  good  standing 
practicing  in  the  same  locality  and  that  he 
shall  use  ordinary  care  and  diligence  in  ap- 
plying that  learning  and  skill  in  the  treat- 
ment of  his  patient.  Whether  he  has  done  so 
on  a particular  case  is  a question  for  experts 
and  can  be  established  only  by- their  testi- 
mony, and  when  the  matter  in  issue  is  one 
within  the  knowledge  of  experts  only  and  is 
not  within  the  common  knowledge  of  lay- 
men, the  expert  knowledge  is  conclusive.” 


Proof  of  negligence 

Negligence  on  the  part  of  the  physician 
or  surgeon  will  not  be  presumed.  It  must 
be  affirmatively  proved.  It  is  true  that  in  the 
restricted  class  of  cases  the  courts  have  ap- 
plied the  doctrine  of  Res  Ipsa  Loquitur  in 
malpractice  cases,  but  it  has  only  been  in- 
voked where  a layman  is  able  to  say  as  a 
matter  of  common  knowledge  and  observa- 
tion that  the  consequences  of  professional 
treatment  were  not  as  ordinarily  would  have 
followed  if  due  care  had  been  exercised.  For 
example,  it  has  been  applied  where  a sponge 
was  left  in  the  body  of  a patient  after  closing 
an  operative  incision;  where  the  patient  was 
burned  by  the  application  of  hot  compresses 
or  heating  apparatus;  where  the  patient  was 
burned  through  the  operation  of  an  x-ray 
machine  for  diagnostic  purposes;  and  where 
the  patient  sustained  an  infection  through 
the  use  of  an  unsterilized  hypodermic  needle. 
In  each  of  these  situations,  the  rule  was  ap- 
plied because  common  knowledge  and  ex- 
periences teach  that  the  result  was  one 
which  would  not  have  occurred  if  due  care 
had  been  exercised. 

Now  a great  change  is  going  to  be  evi- 
dent to  you  by  a case  decided  in  December, 
1955.  During  the  period  1939  to  1955,  there 
was  a gradual  transition  from  the  theory  of 
knowledge  on  the  part  of  the  laity  to  the 
theory  of  a bad  result  needing  an  explanation 
by  the  doctor.  One  of  the  cases  which  came 
between  1939  and  1955  was  a case  where  a 
man  consulted  a doctor  for  a complaint  in 
his  abdomen.  It  was  found  that  he  had  acute 
appendicitis  and  he  was  sent  to  the  hospital 
and  operated  upon.  There  was  the  examining 
doctor,  the  surgeon,  the  intern  and  the  nurses 
all  taking  care  of  him  during  the  various 
steps  of  the  procedure.  The  following  morn- 
ing he  felt  a pain  radiating  from  the  neck 
down  across  the  right  shoulder.  Subsequent- 
ly, atrophy  of  the  muscles  and  finally  a wrist 
drop  developed.  The  patient  sued  all  of  the 
doctors  and  attendants,  including  the  sur- 
geon, the  intern,  the  nurses  and  the  hospital. 
This  case  was  tried  by  a judge  in  Los  Angeles 
and  he  granted  a motion  for  nonsuit. 

There  were  no  expert  witnesses  called 
on  behalf  of  the  plaintiff.  The  judge  granting 
the  nonsuit  said  that  he  did  not  believe  that 
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the  doctrine  of  Res  Ipsa  Loquitur  applied. 
One  reason  was  the  fact  that  it  didn’t  lie  in 
the  knowledge  of  the  laity  as  to  whether  or 
not  this  particular  condition  in  the  shoulder 
was  systemic,  traumatic,  or  something  else. 
It  had  just  occurred.  Furthermore,  there  was 
no  exclusive  control  of  the  instrumentality 
by  any  one  particular  doctor  or  intern  or 
nurse.  The  case  went  up  to  the  District  Court 
of  Appeals  and  finally  to  the  Supreme  Court 
of  our  state.  Both  the  District  Court  and 
Supreme  Court  of  our  state  said  that  the 
doctrine  rightly  applied;  that  the  patient  was 
unconscious;  that  he  had  no  knowledge  of 
what  went  on;  that  there  was  an  untoward 
result  which  occurred  after  the  surgery;  that 
this  particular  shoulder  injury  lay  outside 
the  abdominal  operative  field. 

This  case  was  the  first  step  toward  the 
proposition  that  an  untoward  result  which 
occurs  not  ordinarily  after  any  particular 
kind  of  procedure  has  nearly  brought  about 
a condition  where  the  doctrine  can  be  ap- 
plied. 

The  next  case  was  a case  wherein  there 
were  three  defendants,  the  anesthetist,  the 
O.B.  man  and  the  hospital.  In  this  case  a 
spinal  anesthetic  was  administered  and  the 
following  day  the  patient  had  a bilateral 
paralysis  of  the  lower  extremities.  A neu- 
rologist was  called,  and  on  the  chart  of  the 
hospital  there  appeared  “apparent  cord  dam- 
age.” The  anesthetist  testified  that  he  had 
injected  the  anesthetic  between  the  third  and 
fourth  interspaces  in  the  lumbar  area  below 
the  conus  medullaris,  or  below  the  end  of  the 
cord  into  the  third  interspace.  He  testified, 
and  all  the  other  doctors  called  testified,  that 
this  was  the  usual  and  ordinary  and  safe  place 
to  administer  a spinal  anesthetic.  His  pro- 
cedure was  not  criticized  either  as  to  dosage 
administered  or  the  manner  or  technic  em- 
ployed in  administering  it.  Trial  court 
granted  nonsuits  to  the  three  defendants.  It 
was  appealed  to  our  District  Court  of  Ap- 
peals and  sustained.  Petition  for  hearing  in 
the  Supreme  Court  was  granted  and  an  opin- 
ion was  written  by  one  of  the  justices  holding 
that  it  was  proper  for  the  doctrine  of  Res 
Ipsa  Loquitur  to  be  applied. 

The  decision  was  of  two  parts.  The  first 
part  was  this:  That  in  the  hospital  records 


the  neurologist  had  said  there  was  apparent 
cord  damage.  He  had  been  called  and  said 
that  at  that  time  all  the  patient  had  was  the 
symptom.  He  said  upon  further  investigation 
that  he  believed  that  the  cause  was  nerve 
root  irritation  resulting  from  sensitivity  to 
the  anesthetic  agent. 

Sympathy  in  court 

How  far  have  we  gone  in  the  application 
of  this  doctrine?  At  first  blush  it  may  not 
seem  dangerous,  but  men  who  try  law  suits 
know  the  danger  of  a jury  being  influenced 
by  sympathy  such  as  sympathy  for  a person 
suffering  from  a bilateral  paralysis — sym- 
pathy that  influences  them  to  the  extent  that 
they  look  for  an  opportunity  to  award  dam- 
ages. 

It  isn’t  the  court.  No  one  would  be  fright- 
ened about  trying  this  case  before  a court, 
but  we  don’t  know  a thing  about  the  back- 
grounds of  the  jury  and  we  know  that  they 
feel  doctors  make  a lot  of  money,  have  in- 
surance, and  here  is  an  injured  party.  The 
judge  has  told  them  that  they  can  draw  a 
legal,  reasonable  inference  from  this  testi- 
mony because  the  “doctrine”  applies.  It  gives 
them  an  opportunity  to  guess,  to  speculate, 
and  to  surmise,  does  it  not?  So  the  doctrine 
of  Res  Ipsa  Loquitur  has  been  extended  to 
bounds  wherein  I do  not  believe  that  doctors 
have  a fair  chance  in  court.  Did  it  lay  in  the 
common  knowledge  of  the  jury  as  to  the 
cause  of  this  bilateral  paralysis?  Could  the 
doctor  explain  it  regardless  of  his  learning 
and  training?  Can  we  entirely  rule  out  sen- 
sitivity? Can  we  entirely  rule  out  things  that 
a doctor  can’t  explain?  And  yet  they  say 
you  got  a bad  result  and  the  patient  was  un- 
conscious. So,  doctor,  explain  it  to  my  satis- 
faction; explain  it  to  the  point  where  this 
inference  of  negligence  is  entirely  dissipated. 
The  doctor  can’t  do  it!  It  isn’t  because  he  isn’t 
a good  doctor;  it  isn’t  because  he  isn’t  a well- 
trained  doctor;  it  is  because  he  just  doesn’t 
know,  and  medical  science  doesn’t  know.  We 
have  had  too  many  anesthetic  reactions  for 
anybody  to  dispute  the  fact  that  anesthetics 
may  beget  incidents  regardless  of  care,  re- 
gardless of  skill,  and  regardless  of  the  learn- 
ing of  the  man  doing  the  job. 
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Forthright  testimony 

What  is  the  answer? 

Judges  are  human  beings  who  divorce 
themselves  of  sympathy;  they  divorce  them- 
selves of  prejudice;  they  divorce  themselves 
of  passion  when  they  determine  your  rights 
and  my  rights.  However,  the  close-knit  or- 
ganization of  medicine  does  not  permit,  un- 
fortunately, the  fair,  uninhibited  testimony 
of  one  doctor  against  another.  Isn’t  it  far 
better  for  the  doctor  to  come  into  court  and 
testify  completely  about  the  procedure  of 


another  doctor  than  to  extend  his  testimony 
to  result  in  verdicts  predicated  upon  sheer 
guesswork  and  surmise?  This  start  of  a Legal- 
Medical  organization  is  the  right  beginning. 
There  has  to  be  an  understanding  between 
lawyers  and  doctors,  all  acting  unselfishly 
with  sincerity  and  integrity. 

Our  future 

When  that  becomes  a fact,  there  will  be 
fewer  malpractice  cases  filed.  The  relation- 
ship between  our  two  professions  will  be  one 
of  understanding  and  mutual  respect.  • 


Schizophrenia  treated  with 
and  without  chlorpromazine* 

E.  F.  Dean,  M.D.,  and  Sam  Buker,  Ph.D.,  Warm  Springs,  Montana 


Thorazine  was  a definite  aid  to  therapy 
and  rehabilitation  of  ‘'^back  ward”  patients 
in  a well  controlled  double-blind 
study  in  a state  hospital  . . . 

A controlled  study  — 


Patients  at  the  Montana  State  Hospital 
have  been  treated  with  chlorpromazine  since 
1954.  Because  of  the  unusually  large  number 
of  patients  who  have  shown  improvement 
since  then,  it  has  been  assumed  that  the  bene- 
fits have  been  due,  at  least  in  part,  to  chlor- 
promazine. For  example:  in  1953,  six  chronic 
schizophrenic  patients  received  intensive  in- 
sulin coma  treatments  with  superimposed 
EST  (electro-shock  therapy).  None  respond- 
ed adequately.  The  year  of  hospitalization 
following  this  failure  was  discouraging,  and 
although  various  other  treatments  were  tried 
from  time  to  time  — work  therapy,  group 


From  the  Montana  State  Hospital,  Warm  Springs,  Montana. 
•Thorazine:  Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania. 
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therapy,  and  additional  EST’s — each  of  these 
six  patients  continued  to  slip  backwards. 
With  the  prospect  of  long  hospitalization,  all 
were  moved  from  the  intensive  treatment 
ward  to  various  other  units. 

During  1954,  chlorpromazine  was  given 
to  these  six  patients  in  increasingly  large 
doses.  The  maximum  dose  was  2,800  mg./day 
(one  patient) ; the  minimum  dose  was  1,400 
mg./day  (one  patient).  After  several  months 
of  treatment,  five  of  these  patients  improved 
sufficiently  to  leave  the  hospital.  A year 
later  one  patient  returned.  Chlorpromazine 
was  again  administered  and  the  patient  was 
released.  Two  and  one-half  years  later,  two 
of  the  five  patients  were  back  in  the  hospital. 
Both  had  discontinued  their  medication,  but 
upon  again  receiving  chlorpromazine  they 
began  to  show  improvement. 

From  these  and  similar  observations,  we 
had  assumed  that  chlorpromazine  was  chiefly 
responsible  for  the  improvements  seen  in  our 
patients.  But  was  this  assumption  warranted? 
Could  an  intensive  “total-push”  program, 
during  which  the  patients  would  receive 
much  more  than  the  usual  amount  of  atten- 
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tion,  prove  equally  beneficial  whether  or  not 
chlorpromazine  was  given?  Then,  too,  how 
many  of  our  good  results  could  really  be  at- 
tributed to  our  own  bias  rather  than  to  the 
drug’s  efficacy?  In  order  to  answer  these 
questions,  the  following  controlled  study — 
designed  by  our  medical  staff  and  psychology 
department — was  conducted  at  the  Montana 
State  Hospital. 

Method 

The  study  was  conducted  on  eighteen  fe- 
male “back  ward”  patients.  All  were  chronic 
schizophrenics  who  had  been  hospitalized 
for  three  to  twelve  years  (average  period  of 
hospitalization,  5.8  years)  and  who  had  failed 
to  respond  to  previous  treatment.  For  sixteen 
patients  this  treatment  had  included  small 
(100  to  200  mg./day)  doses  of  chlorproma- 
zine given  for  three  to  six  months.  All  pa- 
tients had  been  treated  unsuccessfully  with 
electroshock  and  activity  therapy.  Four  had 
also  failed  to  respond  to  individual  pyscho- 
therapy,  and  fifteen  had  failed  to  respond  to 
an  extensive  regimen  of  group  therapy.  In 
addition,  five  of  these  patients  had  received 
deep  insulin  coma  treatment. 

The  subjects  were  chosen  from  approxi- 
mately forty  patients  interviewed,  and  were 
picked  because  they  had  failed  to  respond 
satisfactorily  to  past  treatment,  because  of 
an  absence  of  handicapping  physical  defects, 
and  because  of  either  a work  record  outside 
the  hospital  or  an  interested  family,  or  both. 
The  last  three  criteria  were  included  so  that 
the  patient,  if  she  improved,  would  have  a 
reasonable  opportunity  to  leave  the  hospital. 
The  patients  were  moved  to  an  intensive 
treatment  ward  where  the  study  was  to  be 
carried  out.  The  average  age  of  the  patients 
was  37;  the  youngest  was  26,  the  oldest  47. 

Before  treatment  was  begun,  each  patient 
was  evaluated  by  the  ward  doctor,  a clinical 
psychologist,  a social  worker,  and  an  activity 
therapy  worker.  All  of  these  workers  re- 
mained on  the  study  until  its  completion. 
Nine  of  the  patients  received  chlorpromazine; 
and  nine  received  placebos.  A total-push  pro- 
gram of  work  therapy,  psychotherapy,  and 
increased  attention  was  instituted  for  the 
entire  group;  the  only  difference  in  treat- 
ment of  the  two  groups  was  that  one  re- 
ceived chlorpromazine,  and  the  other  place- 


bos. Patients  were  given  brief  verbal  I.Q. 
tests  (C.V.S.)  before  treatment  was  started 
and  again  at  the  end  of  the  study.  The  mean 
verbal  I.Q.  for  the  chlorpromazine  group  be- 
fore treatment  was  89;  the  mean  verbal  I.Q. 
for  the  placebo  group,  88.  In  addition,  each 
patient  received  a physical  examination  and 
laboratory  evaluation  which  consisted  of  a 
chest  x-ray,  E.K.G.,  C.B.C.,  icteric  index, 
cephalin  flocculation,  B.S.P.,  and  urinalysis. 
B.M.R.’s  were  determined  for  fourteen  of  the 
patients — four  were  too  uncooperative  to  be 
tested.  Follow-up  C.B.C.’s,  icteric  indices, 
B.S.P.’s,  and  urinalysis  were  run  every  two 
weeks,  and  B.M.R.’s  were  determined  again 
when  the  patients  were  receiving  maximum 
chlorpromazine  doses. 

Dosage  schedules 

The  group  treated  with  chlorpromazine 
was  started  at  50  mg.  b.i.d.  Those  patients 
on  placebos  were  given  tablets  which  were 
identical  in  appearance  with  chlorpromazine 
tablets.  Dosage  was  increased  weekly  until, 
at  the  end  of  five  weeks,  the  daily  dose  was 
1,000  mg.  Dosage  regimen  was  then  changed 
to  t.i.d.  After  the  1,000  mg.  level  was  reached, 
dosage  was  raised  on  an  individual  basis,  al- 
though most  of  the  patients  continued  to 
receive  automatic  weekly  increases  in  dosage. 
Until  the  patients  were  receiving  1,000  mg. 
of  chlorpromazine  a day,  the  hospital  phar- 
macist was  the  only  person  who  knew  which 
patients  were  receiving  chlorpromazine  and 
which  were  receiving  placebos.  At  the  1,000 
mg.  level  the  ward  physician  checked  the 
master  list  to  determine  who  was  on  chlor- 
promazine and  who  was  on  the  placebos.  This 
was  a precautionary  measure  which  would 
have  been  taken  earlier  had  patient  intoler- 
ance to  the  drug  so  indicated.  However,  no 
untoward  incidents  occurred  during  the 
course  of  treatment.  At  conclusion  of  the 
study,  daily  doses  of  chlorpromazine  were 
reduced  to  300  mg. 

The  first  criterion  for  dosage  regulation 
was  patient  improvement.  The  second  cri- 
terion was  appearance  of  Parkinsonian  symp- 
toms—especially  in  those  cases  failing  to 
show  distinct  improvement.  (Previous  ex- 
perience with  chlorpromazine  at  the  Mon- 
tana State  Hospital  pointed  to  this  type  of 
reaction  as  being  a usable  sign  that  the  max- 
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imum  dosage  had  been  attained  which  would 
produce  maximum  benefit  in  recalcitrant 
patients.)  A third  criterion  was  intolerance 
to  increased  dosage,  i.e.,  excessive  weakness, 
dizziness,  and  Parkinsonian  symptoms  severe 
enough  to  impair  the  patients’  ability  to  care 
for  themselves.  The  degree  of  Parkinsonism 
is  apparently  partly  due  to  individual  sensi- 
tivities rather  than  to  the  amount  of  chlor- 
promazine  administered. 

At  the  end  of  fifteen  weeks  the  four 
workers  re-evaluated  each  patient  indepen- 
dently, scoring  their  findings  against  the 
original  evaluation.  In  rating  a patient’s  final 
status  against  her  prior  status,  the  standards 
used  were  “no  improvement,”  “improve- 
ment,” and  “basic  improvement.”  A patient 
was  considered  “improved”  if  there  was  re- 
mission of  most  or  all  of  her  schizophrenic 
symptoms.  “Basic  improvement”  meant  that 
the  patient  was  free  of  her  schizophrenic 
symptoms  and  that  her  social  adjustment 
was  complete  enough  to  warrant  considera- 
tion of  her  discharge  from  the  hospital.  The 
final  evaluations  of  each  patient  were  tabu- 
lated by  the  psychology  department. 

Results 

At  the  end  of  the  study  the  evaluating 
group  agreed  that  six  patients  showed  “im- 
provement”; two,  “basic  improvement”;  and 
seven,  “no  improvement.”  There  was  no 
agreement  on  three  of  the  patients.  Findings 
on  each  patient  were  then  checked  against 
the  list  of  those  who  had  received  chlorpro- 
mazine  and  those  who  had  received  placebos. 
The  eight  patients  who  were  rated  as  “im- 
proved” or  “basically  improved”  had  received 
chlorpromazine.  The  seven  who  had  not  im- 
proved had  received  placebos.  One  of  the 
three  patients  about  whom  the  evaluators 
had  been  in  disagreement  had  been  on  chlor- 
promazine. The  other  two  had  received  place- 
bos. The  probability  that  these  results  were 
due  to  chance  are  between  one  and  two  per 
cent.  (Chi-square,  computed  on  the  basis  of 
a four-fold  contingency  table  was  5.63.) 

The  group  treated  with  chlorpromazine 
had  an  average  I.Q.  of  98  at  the  end  of  the 
study,  which  meant,  on  the  average,  a gain 
of  nine  points.  The  placebo  group  showed  an 
average  gain  of  two  points;  the  average  I.Q. 
was  91.  Four  of  the  nine  patients  who  re- 


ceived chlorpromazine  were  discharged  or 
placed  on  convalescent  leave  from  the  hos- 
pital, and  two  others  have  been  recommend- 
ed for  release.  Unimproved  patients  who  had 
received  placebos  were  placed  on  a maxi- 
mum dosage  of  chlorpromazine,  and  these, 
too,  were  gradually  reduced  to  300  mg./day. 
Of  these  patients,  three  have  left  the  hos- 
pital, and  four  have  been  recommended  for 
release. 

No  drug  reactions 

There  were  no  cases  of  jaundice  and  no 
skin  reactions  during  the  course  of  treat- 
ment. There  was  a slight  drop  in  white  cell 
count  at  the  height  of  treatment,  but  no 
count  went  below  5,000/cu.  mm.  Differential 
count  remained  normal.  Medication  was  not 
discontinued  because  of  depressed  blood 
counts,  and  later,  when  the  patients  were 
placed  on  low  maintenance  doses,  the  blood 
counts  returned  to  normal.  There  was  no  cor- 
relation between  dosage  and  B.M.R.,  with 
the  exception  of  an  approach  toward  normal 
for  those  patients  who  had  been  excited  dur- 
ing the  first  test. 

Two  patients  on  placebos  simulated  Par- 
kinsonism to  various  degrees.  This  hysterical 
reaction  was  definite  and  pronounced,  with 
tremor  of  the  upper  extremities,  complaints 
of  dryness  of  the  mouth,  a tendency  to  sleep 
all  day,  weakness,  and  dizziness.  Both  of 
these  patients  actually  missed  doses  because 
of  these  complaints. 

Weight  gain  and  work  habits 

All  but  two  of  the  patients  on  chlorpro- 
mazine gained  weight.  Greatest  gain  was  in 
a patient  who  had  previously  been  under- 
weight— from  107  to  135  pounds.  For  the 
seven  whose  weight  increased,  average  gain 
was  ten  pounds.  After  chlorpromazine  dosage 
was  reduced  to  a maintenance  dose  of  300 
mg./day,  the  patients’  weights  went  back  to 
normal — with  exception  of  the  underweight 
patient  whose  28-pound  gain  was  maintained. 
Three  of  the  patients  on  placebos  gained 
weight:  One,  nine  pounds;  one,  six  pounds; 
and  one,  three  pounds.  The  weights  of  the 
others  did  not  change. 

All  of  the  patients,  including  those  re- 
ceiving as  much  as  2,200  mg./day  of  chlor- 
promazine, continued  to  work  in  the  various 
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hospital  industries:  the  laundry,  the  beauty 
shop,  the  kitchen,  and  the  dining  room.  Be- 
cause of  increased  lethargy,  some  patients 
temporarily  stopped  working  when  the  dos- 
age exceeded  this  amount.  One  patient,  how- 
ever, continued  working  while  receiving 
2,800  mg./day. 

The  ward  physician  felt  that  the  maxi- 
mum dose  was  reached  after  fifteen  weeks 
of  treatment.  Each  patient  received  the  max- 
imum dose  for  fifteen  to  twenty-one  days. 
The  largest  daily  dose  of  chlorpromazine  was 
3,000  mg.;  the  smallest  was  2,000  mg.;  and 
the  majority  of  the  patients  received  2,400 
mg.  Those  patients  treated  with  placebos  re- 
ceived maximum  placebo  doses  simulating 
2,400  mg./day  of  chlorpromazine. 

In  the  face  of  large  doses  of  chlorproma- 
zine, two  patients  continued  to  have  no  in- 
terest in  their  surroundings,  became  increas- 
ingly somnolent,  continued  to  lack  initiative, 
and  did  not  want  to  attend  social  functions 
or  to  engage  in  work  activity.  Therefore,  in 
an  attempt  to  promote  social  adjustment, 
these  two  patients  were  given  5 to  10  mg. 
of  Dexedrine*  a day.  Both  patients  were 
stimulated  toward  increased  social  activity. 
One  of  these  patients  made  sufficient  social 
adjustment  to  permit  her  later  release. 

Discussion 

Such  results  as  these  are  indeed  gratify- 
ing when  it  is  remembered  that  the  patients 
used  in  this  study  had  not  been  benefited 
by  EST  or  psychotherapy,  and  had  been  rele- 
gated to  the  almost  hopeless  status  of  back- 
ward cases.  Although  the  benefits  of  inten- 
sive work  therapy,  psychotherapy,  and  in- 
creased attention  in  the  present  regimen  can- 
not be  overlooked,  it  is  quite  evident  that 
the  chlorpromazine  played  a major  part  in 
rehabilitation  of  these  schizophrenic  patients. 
It  is  also  evident  from  previous  observations, 
that  although  chlorpromazine  may  have  a 
profoundly  beneficial  effect  on  such  patients, 
those  benefits  may  be  transient  unless  the 
patient  continues  to  take  low  maintenance 
doses  of  chlorpromazine.  These  low  main- 
tenance doses  of  chlorpromazine  may  be 
given  on  an  outpatient  basis.  However,  the 
extremely  high  initial  doses  necessary  to 


effect  a remission  of  schizophrenic  symptoms 
should  be  given  only  under  close  hospital 
supervision. 

Although  the  seven  point  I.Q.  differential 
between  the  group  treated  with  placebos  and 
the  group  treated  with  chlorpromazine  is  not  : 
statistically  significant,  the  lack  of  signifi-  t 
cance  is  probably  due  to  the  small  number 
of  patients  involved  in  the  study.  We  there- 
fore feel  that  this  line  of  investigation  war- 
rants further  study. 

Summary  and  conclusions 

Eighteen  schizophrenic  patients  were  di- 
vided into  two  groups  of  nine  each.  One 
group  was  treated  with  chlorpromazine  and 
the  other  with  placebos.  Both  groups  par- 
ticipated in  a total-push  program  of  inten- 
sive work  therapy,  psychotherapy,  and  social 
intercourse.  After  fifteen  weeks  of  treatment, 
eight  of  the  patients  treated  with  chlorpro- 
mazine were  either  “improved”  or  “basically 
improved.”  Four  of  these  patients  were  dis- 
charged from  the  hospital  and  two  were 
recommended  for  release.  Of  the  nine  pa- 
tients treated  with  placebos,  only  two  showed 
improvement  at  the  end  of  the  study.  When 
all  nine  patients  were  subsequently  treated 
with  chlorpromazine,  three  were  discharged 
and  four  were  recommended  for  release.  Two 
failed  to  improve. 

From  the  above  study  it  may  be  concluded 
that: 

1.  Chlorpromazine  was  a necessary  factor 
responsible  for  patient  improvement  in  this 
group  of  eighteen  chronic  schizophrenics. 

2.  High  doses  of  chlorpromazine  are  often 
effective  when  smaller  doses  were  valueless. 

3.  When  precautions  are  taken.  Parkin- 
sonian symptoms  can  be  used  as  a clinically 
usable  sign  that  the  optimum  chlorpromazine 
dosage  has  been  reached. 

4.  This  study  does  not  rule  out  the  bene- 
fits of  a total-push  program  in  treating  chron- 
ic schizophrenic  patients,  but  without  chlor- 
promazine this  type  of  program  is  not 
entirely  effective — as  is  demonstrated  by 
those  patients  treated  with  placebos.  • 

*Dexedrine  sulfate  tablets,  5 mg.  Smith,  Kline  & French 
Labs..  Philadelphia,  Pa. 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquin 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Doderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth  of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 

Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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metaphcfsphate  produced  markedly  higher  blood  levels 
than  capsules  containing  either  the  corresponeung 
base  or  the  hydrochloride  alone.  In  addition j the 
average  levels  derived  from  the  tetracycline  base  or 
the  chlortetracyciine  base  were  higher  than  those  pro- 
duced by  the  corresponding  hydrochloride  though 
lower  than  those  resulting  from  the  mixture  contain- 
ing the  .lase  and  sodium  metaphosphate.  In  the  study 
with  chlortetracyciine*  capsules  containing  a mixture 
of  the  hydrochloride  and  sodium  metaphosphate  were 
also  included  in  the  crossover,  and  the  average  levels 
produced  by  these  capsules  were  the  same  as  with  the 
mixture  of  chlortetracyciine  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  teti'a- 
cycline  by  phosphate,  either  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  observers  (includ- 
ing many  whose  results  have  not  been  published) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  al.,‘  who, 
in  repeating  a crossover  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline  b*’dr(, 
chloride  with  and  without  sodl-t^' 
phate,  foup,  ’ -mneJ-  • 


cycHne  Oase.  Dkalcium  phosphate  and  food  resulted 
in  lov#er,  and  sodium  metaphosphate  in  higher,  serum 
antibacterial  activity  than  was  observed  in  their  ab- 
sence. Oil  and  sorbitol  did  not  interfere  with  tetra- 
cychnT  absorption. 

Dicaicium  phcsp.!'ate  is  widely  used  as  a filler  in 
various  capsules,  mcluding  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  that 
implicate  the  presence  of  calcium  ions  as  the  cause  erf 
the  reduced  absorption  of  tetracyclines  and  show  that 
citric  acid  can,  partially  neutralize  this  effect.  The 
depressing  effect  of  food  on  the  serum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
acid  to  enhance  serum  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  Its  marked 
effect  when  given  as  the  hydrochloride.  However, 
they  hypothesized  that  the  ability  of  citric  acid  to 


enhance  serum  levels  of  tetrar 
ability  to  form  complex**®.' 
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simul« 

ientioned  report  of  Welch 
et  ai.’'  data  were  based  on  thoroughly  con- 

trolled studies  Irnth  in  rats*  and  in  man*  and  include 
additional  findings  that  serve  to  explain,  fairly  con- 
clusively, the  various  discrepancies  that  have  been 
mentioned. 

The  experiments  in  rats*  were  carried  out  to  study 
the  effects  of  citric  acid,  dkalcium  phosphate,  sodium 
metaphosphate,  food,  oil  and  sorbitol  on  the  serum 
antibacterial  activity  produced  by  the  administration 
of  tetracycline  hydrochloride  or  tetracycline  base. 
Citric  acid  administered  in  equal  weight,  with  tetra- 
cycline liydrochloride  gas'e  the  highest  concentrations 
of  all  the  preparations  studied.  No  enhancing  effect 
was  obtained  from  citiic  acid  when  given  with  tetra- 


’ paper  ot 

a!.^  indicates  that  in  their  study  the  capsules 
etracycline  hydrochloride,  chlortetracyciine  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexameta- 
phosphate  did  not  contain  any  dkalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study. , Likewise,  the  inconsistencies  in  other 
studies  may  very  well  have  been  due  to  the  presence 
of  calcium  as  fillers  in  some  of  the  capsules  and  not 
in  others. 

This,  however,  fails  to  explain  the  most  recent  find- 
ings of  Welch  and  Wright,**  who  compared  the  ab- 
sorption of  three  capsules,  each  containing  250  xng,  of 
oxytetracycline  hydrochloride  — one  without  any  ad- 
juvant, one  with  250  mg.  of  citric  acid  and  the  third 
with  380  mg.  of  sodium  hexametaphr^phate;  no  other 
filler  w'as  contained  in  any  of  th^  capsules.  In  triple 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

At  least  for  this  year,  it  appears  that  Congress 
will  keep  its  hands  off  tranquilizer  drug  regula- 
tion. The  issue  was  studied  by  a House  Govern- 
ment Operations  Subcommittee  in  three  days  of 
hearings,  where  experts  on  tranquilizers  testified. 
With  few  exceptions,  they  told  the  subcommittee 
they  thought  the  situation  was  well  in  hand  now 
and  that  no  new  legislation  was  needed. 

The  investigation  grew  out  of  reports  that  (a) 
some  tranquilizer  manufacturers  are  misleading 
doctors  in  literature  describing  the  drugs  and  in 
advertisements  in  medical  journals,  and  (b)  some- 
how the  general  public  is  reading  these  claims  and 
prevailing  on  doctors  to  prescribe  the  drugs  when 
they  aren’t  indicated  medically. 

A report,  when  issued  by  the  full  committee 
later  in  the  year,  is  expected  to  point  out  some 
of  the  danger  areas  explored  at  the  hearings,  but 
not  to  make  a strong  demand  for  further  federal 
regulation  in  this  area. 

Dr.  Leo  Bartemeier,  chairman  of  the  American 


Medical  Association’s  Council  on  Mental  Health, 
told  the  subcommittee  under  Rep.  John  Blatnik 
(D.,  Minn.)  that  he  knows  of  no  “gross  misrepre- 
sentation” of  the  drugs,  and  that  it  is  his  under- 
standing that  the  producers  subject  the  drugs  to 
careful  tests  before  releasing  them  to  the  medical 
profession.  Dr.  Bartemeier  explained  that  the 
drugs  are  helpful  in  bringing  patients  in  contact 
with  reality,  thus  preparing  them  for  treatment. 

Dr.  Robert  H.  Felix,  head  of  the  National  Insti- 
tute of  Mental  Health,  agreed  that  the  tranquiliz- 
ers are  “a  new  source  of  hope”  for  patients  and 
psychiatrists  alike,  but  he  pointed  out  that  their 
success  actually  highlighted  the  acute  shortage  of 
trained  psychiatric  personnel  in  public  mental 
hospitals.  He  said  that  too  many  patients,  after 
being  made  ready  for  treatment  through  use  of 
the  drugs,  have  to  wait  for  long  periods  until 
overworked  psychiatrists  can  start  their  treat- 
ments. 

Two  other  government  witnesses  also  said  no 
new  legislation  is  needed.  They  were  Dr.  Albert 
H.  Holland,  Jr.,  medical  director  of  Food  and 
Drug  Administration,  and  Commissioner  Sigurd 
Anderson  of  the  Federal  Trade  Commission.  They 
argued  that  even  the  most  questionable  wording 
does  not  mislead  the  wary  physician,  and  that 
there  is  no  record  in  twenty  years  of  any  drug  ad- 
vertisements sent  exclusively  to  the  profession  that 
carried  false  or  misleading  claims. 

Dr.  Nathan  Kline,  research  director  for  the 
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New  York  State  Department  of  Mental  Hygiene, 
said  there  may  be  occasional  abuses  or  “honest 
mistakes,”  but  that  they  are  not  frequent  enough 
to  justify  new  legislation. 

Dr.  Kline  did  suggest  that  it  might  be  wise  to 
give  Food  and  Drug  Administration  full  authority 
over  policing  of  advertising.  At  present  FDA  is 
responsible  for  checking  on  claims  on  labels  or 
inclosed  literature,  and  Federal  Trade  Commis- 
sion for  checking  advertisements.  The  advantage 
would  lie  in  FDA’s  authority  to  move  faster 
against  producers  in  case  of  abuse. 

Among  the  few  who  called  for  new  control 
legislation  was  Dr.  J.  Murray  Steele,  who  headed 
a New  York  Academy  of  Medicine  study  of  tran- 
quilizer advertising. 

In  contrast  to  evidence  from  witnesses  before 
the  Blatnik  subcommittee.  Dr.  Steele  said  a num- 
ber of  psychiatrists  had  told  his  panel  that  the 
ads  often  serve  more  to  mislead  than  to  guide 
physicians. 

Notes 

A four-day  Washington  conference  of  repre- 
sentatives of  organizations  concerned  with  nurs- 
ing homes  and  homes  for  the  aged  agreed  on  the 
need  for  federal  legislation  to  help  renovate  and 
build  facilities.  Left  open  was  the  question  of 
whether  aid  should  be  through  grants  or  mort- 
gage guarantees.  Surgeon  General  Burney  told 
the  group  that  lack  of  good  nursing  homes  was 


keeping  “tens  of  thousands  of  older  patients  in 
general  hospitals  for  prolonged  periods  beyond 
the  time  when  they  need  or  even  can  benefit  from 
‘full-dress’  hospital  services.” 

Dr.  David  B.  Allman,  AMA  President,  has 
warned  the  country  of  food  faddists  and  diet 
quacks.  Speaking  at  the  National  Food  Conference, 
he  said  too  many  people  put  off  seeing  a physician 
while  accepting  certain  health  foods,  herb  mix- 
tures or  “some  other  phony  remedy.”  AMA  and 
Food  and  Drug  Admiinstration  are  working  on  a 
program  on  the  dangers  of  food  quackery.  This 
includes  a television  film. 

Senator  Lister  Hill  (D.,  Ala.),  chairman  of 
the  Senate  Appropriations  Subcommittee  that 
handles  the  HEW  budget,  is  convinced  work 
should  be  pushed  on  the  new  National  Library 
of  Medicine  building.  Only  planning  funds  have 
been  voted  to  date.  Hill  wants  the  administration 
to  endorse  $7  million  for  the  library  in  the  face 
of  deterioration  of  the  present  structure.  He  cites 
an  editorial  in  the  Journal  of  the  AMA  on  the 
need  for  action. 

Dr.  F.  J.  L.  Blasingame,  AMA  general  man- 
ager, has  informed  the  House  and  Senate  Armed 
Services  Committees  of  AMA  support  for  continu- 
ing the  1956  incentive  pay  act  for  medical  of- 
ficers. The  House  group  is  considering  legislation 
to  change  the  base  pay  of  all  military  personnel; 
this  would  have  the  effect  of  cutting  down  the 
special  pay  for  experienced  medical  officers. 
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O Send  me  a copy  of  “Medical  Ultrasonics  in  a Nutshell’’ 

□ I would  like  a demonstration  in  my  office. 

Dr.__ 

Address 

City Zone State 


She's  Been 


SONATED 


She’s  just  one  of  more  than  a million  patients  who  have  been  treated  with 
Ultrasound  by  the  more  than  20,000  physicians  using  Ultrasonics  in  their 
practices.  If  you  are  thinking  of  buying  an  Ultrasonic  examine  the 

mechanical  features : look  at  the  transducer.  Is  it  adaptable  (adjustable) 
to  all  five  of  the  recommended  treatment  positions  ? Is  the  crystal  small 

enough  (SCM^  is  the  experts’  choice)  to  treat  the  concave  areas  ? Is  the 
electronic  circuit  stable  so  that  output  remains  constant  throughout 

treatment  ? Is  the  dosage  always  what  reads  on  the  meter  ? Is  the 
manufacturer  experienced  in  producing  equipment  for  the  medical 

profession  ? Does  he  have  dealers  everywhere  to  give  you  service  when 
you  need  it  ? You  owe  it  to  yourself  to  know  the  answers  to  these  questions. 

In  all  sincerity  we  believe  that  every  Birtcher  MEGASON  Ultrasonic 
(there  are  four  models,  you  know)  will  meet  your  every  qualification. 


64  page  booklet 
“Medical  Ultrason- 
ics in  a Nutshell’’ 
answers  25  com- 
monly asked  ques- 
tions about  ultra- 
sound and  contains 
abstracts  of  several 
medical  journal 
articles. 
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Genetic  injury  and  x-rays 

The  Colorado  Society  of  Nuclear  Medicine  is 
a relatively  young  society  composed  largely  of 
medical  men.  It  has  been  active  for  about  four 
years  and  is  gaining  success  in  presenting  meet- 
ings built  around  the  applications  of  radioactivity 
to  medical  diagnosis,  therapy  and  research.  It  is 
an  affiliate  of  the  National  Society  of  Nuclear 
Medicine. 

On  May  28,  1958,  this  young  society  offers  a 
day-long  meeting  on  the  general  subject  of  radio- 
activity to  be  presented  in  the  auditorium  of  the 
Denver  Veterans  Administration  Hospital,  1055 
Clermont  St.  Luncheon  will  be  served  at  the  hos- 
pital and  a dinner  is  to  follow  the  meeting.  The 
dinner  will  be  addressed  by  an  outstanding 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 
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There  will  be  no  registration  fee  and  member- 
ship in  the  Society  is  not  required.  The  program 
is  designed  for  any  medical  man  who  seeks  in- 
formation in  this  field  without  reference  to  his 
specialty.  It  is  by  no  means  of  interest  only  to 
radiologists. 

A particular  item  on  the  program  will  be  a 
discussion  of  the  presently  important  problem  of 
the  possible  relation  of  genetic  injury  to  diagnostic 
x-ray  and  fluoroscopy. 

This  is  the  first  time  for  a meeting  of  this  type 
to  be  presented  in  Colorado.  No  medical  man  of 
the  future  can  overlook  the  influence  of  isotopic 
methods  on  medical  diagnosis  and  research.  Great 
advances  have  already  been  made;  great  advances 
are  still  to  come. 

Much  depends  on  the  success  of  this  first 
meeting  of  this  kind  in  this  state.  This  young 
Society  needs  the  help  of  all  medical  men  to  as- 
sure a good  attendance  and  a good  outlook  for 
future  meetings.  If  we  receive  this  backing,  the 
Society  will  be  encouraged  to  still  further  develop 
an  interest  among  medical  men  of  the  state  and 
to  foster  the  development  of  something  very 
worthwhile  for  Colorado  medicine.  And  so  we 
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petition  all  medical  men  to  assist  and  support  us 
in  this  very  important  initial  effort. 

Thad  P.  Sears,  M.D., 
President,  Colorado  Society 
of  Nuclear  Medicine. 

Children’s  Hospital  clinics 

The  Tenth  Annual  Summer  Clinics  of  the 
Children’s  Hospital  in  Denver,  Colorado,  will  be 
held  June  18,  19,  and  20,  1958.  Designed  for  all 
physicians  concerned  with  the  care  of  infants  and 
children,  the  course  will  present  recent  advances 
in  medical  knowledge  appropriate  to  practice,  and 
will  emphasize  early  recognition  of  disease,  com- 
mon problems  in  the  management  of  children’s 
diseases,  and  outline  successful  programs  of  ther- 
apy. 

Guest  faculty  this  year  will  be  Dr.  Lee  Forrest 
Hill,  Chief  of  Staff,  Raymond  Blank  Memorial 
Hospital,  Des  Moines;  Dr.  Meyer  A.  Perlstein, 
Professor  of  Pediatrics,  Cook  County  Hospital, 
Chicago;  and  Dr.  William  B.  Kiesewetter,  Associ- 
ate Professor  of  Surgery,  University  of  Pittsburgh 
School  of  Medicine,  Surgeon  in  Chief,  Children’s 
Hospital  of  Pittsburgh. 

Further  information  can  be  secured  by  writing 
the  Chairman,  Summer  Clinics  Committee,  Chil- 
dren’s Hospital,  Denver  18,  Colorado. 


Obituary 

DR.  D.  S.  LENZ  DIES 

Dorsey  Soren  Lenz,  M.D.,  64,  of  Gillette,  Wy- 
oming, and  Big  Fork,  Montana,  died  on  Sunday, 
February  2,  1958.  His  body  was  discovered  beside 
his  car  thirty-three  miles  north  of  Gillette  on  U.  S. 
Highway  14  where  he  had  apparently  suffered  a 
coronary  occlusion  while  attempting  to  change  a 
tire  on  his  car. 

Dr.  Lenz  was  born  at  Osakis,  Minnesota,  1893. 
He  attended  Hamline  University,  St.  Paul,  Min- 
nesota, 1912-1914;  he  attended  Northwestern  Uni- 
versity Medical  School,  Chicago,  Illinois,  gradu- 
ating in  1922.  Licensure  in  Wyoming  came  in  1927 
and  his  first  practice  was  at  Midwest  as  surgeon 
for  the  Standard  Oil  Company  until  1938.  At  this 
time  he  partially  retired  because  of  ill  health  and 
divided  his  time  between  practice  in  Gillette, 
Wyoming,  and  a resort  home  in  Montana  on  Flat- 
head  Lake.  He  is  survived  by  his  wife. 
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Guest  speaker  announced 

David  A.  Dolowitz,  M.D.,  Salt  Lake  City,  is 
scheduled  to  present  a paper  on  “Lymphoid  Hy- 
perplasias of  ENT  Importance”  at  the  American 
Medical  Association  Annual  Meeting  in  San  Fran- 
cisco, to  be  held  June  23-27,  1958,  as  announced 
by  Dr.  Hugh  A.  Kuhn,  Secretary,  Section  on 
Laryngology,  Otology  and  Rhinology. 


BLUE  CROSS 
BLUE  SHIELD 


Blue  Shield — servant  of  medicine 

The  woods  are  full  of  people  who  would  like 
to  make  over  (or  maybe,  take  over)  the  practice 
of  medicine.  Here  and  there,  captains  of  industry 
or  of  labor  are  buying  and  building  hospitals, 
setting  up  “closed  panels”  of  doctors  working  on 


salary,  and  offering  their  group  services  through 
various  local  prepayment  schemes.  Trade  unions 
in  some  of  our  large  cities  are  organizing  health 
and  medical  centers,  to  provide  an  ever  widening 
scope  of  prepaid  medical  services  through  physi- 
cians employed  on  a salary  basis. 

All  these  plans  represent,  in  a greater  or  lesser 
degree,  a departure  from  medicine’s  traditional 
principles  of  free  choice  of  physician  for  the 
patient  and  fee-for-service  payment  for  the  physi- 
cian. 

Blue  Shield,  on  the  other  hand,  does  not  at- 
tempt, even  inadvertently,  to  change  the  patterns 
of  American  medicine.  Blue  Shield  leaves  the 
patient  completely  free  to  choose  his  own  physi- 
cian. It  pays  his  doctor  on  a fee  for  service  basis. 
It  is  adaptable  both  to  the  traditional  mode  of 
solo  practice  and  to  the  new  modes  of  group  prac- 
tice. It  doesn’t  try  to  put  medicine  into  a new 
mold — but  it  serves  medicine  under  whatever 
pattern  the  doctor  chooses  to  evolve. 

Perhaps  most  important  of  all.  Blue  Shield — 
alone  among  all  types  of  prepayment  plans — 
bases  its  experience  on  the  needs  of  the  entire 
community.  Thus  it  seeks  to  help  our  profession 
meet  its  over-all  responsibility  to  all  the  people — 
not  just  to  those  groups  that  are  most  powerfully 
organized  or  most  favored  as  insurance  “risks.” 

Blue  Shield  is  the  servant — not  the  master — of 
medicine. 
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SEVENTY-SIXTH  ANNUAL  MEETING 

New  Mexico  Medical  Society 

CIVIC  AUDITORIUM,  ALBUQUERQUE,  NEW  MEXICO  MAY  14  to  16,  1958 


General  Information 

The  Seventy-Sixth  Annual  Meeting  of  the 
New  Mexico  Medical  Society  will  be  held  in  the 
Civic  Auditorium,  Albuquerque,  New  Mexico, 
May  14-  16,  1958. 

The  Annual  Meeting  of  the  Council  will  be 
held  Sunday,  May  11,  and  the  House  of  Dele- 
gates will  convene  May  13  at  9:00  A.M.  and 
2:00  P.M.,  in  the  Assembly  Hall,  Civic  Auditor- 
ium, with  Samuel  R.  Ziegler,  M.D.,  Presiding. 

For  further  information,  write.  Program 
Chairman,  Stuart  W.  Adler,  M.D.,  New  Mexico 
Medical  Society,  221  Central,  NW.,  Albuquerque, 
New  Mexico. 

Registration  may  be  made  in  advance  or  at 
Meeting  Hall:  Fee  $10.00 

Wednesday,  May  14,  1958 
GENERAL  MEETING 
Morning 

8 :00-8 :45 — Registration. 

8:45 — Opening  of  the  76th  Annual  Meeting  of  the 
New  Mexico  Medical  Society. 


9:00 — Presidential  Address. 

SCIENTIFIC  PROGRAM  — 1st  SESSION 

9:30 — “Recent  Trends  in  Premedication” 

Max  Sadove,  M.D. 

10:00 — “Obstructive  Uropathy  — Its  Cause  and 
Effect;  A Consideration  of  This  Symptom  Com- 
plex by  Age  Groups” 

Elmer  Belt,  M.D. 

10 :50 — Clinical-Pathological  Conference 
Medical 

Moderator:  Charles  Beeson,  M.D. 

Afternoon 

12:30 — Luncheon — Alvarado  Hotel 

SCIENTIFIC  PROGRAM  ~ 2nd  SESSION 

2:30 — “Management  of  Cardiac  Emergencies” 
Alan  L.  Frankel,  M.D. 

3:00 — “The  Management  of  Lymphomas  and  Leu- 
kemias” 

Matthew  Block,  M.D. 


Elmer  Belt,  M.D. 
Los  Angeles 


GUEST  SPEAKERS 


Matthew  Block,  M.D. 
Denver 


Alston  Callahan,  M.D.  Thomas  P.  Findley,  M.D. 

Birmingham  Augusta,  Ga. 


! 
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3:30 — “Peripheral  Vascular  Diseases” 

Thomas  P.  Findley,  M.D. 

4:20-— Panel  Discussion: 

“Diagnosis  and  Management  of  Anemia” 
Moderator:  Matthew  Block,  M.D. 

I 7 :00 — Smoker — Fez  Club 

Thursday,  May  15,  1958 
SCIENTIFIC  PROGRAM  — 3rd  SESSION 
Morning 
8:00 — Movies 

9:00 — “Ophthalmic  Advances  of  Interest  to  Gen- 
eral Practitioners” 

Alston  Callahan,  M.D. 

9:30 — “The  Proper  Utilization  of  the  Hematology 
Laboratory  in  Clinical  Medicine” 

Matthew  Block,  M.D. 

10:00 — “Carcinoma  of  the  Prostrate  — Its  Early 
Recognition.  The  Results  of  Treatment  by  Total 
Prostatectomy” 

Elmer  Belt,  M.D. 

10:50 — Clinical  - Pathological  Conference 
Surgical 

Moderator:  Roy  D.  McClure,  M.D. 

Afternoon 

12:30 — ^Luncheon — Alvarado  Hotel 
“Changing  Concepts  in  Medical  Education” 
Gunnar  Gundersen,  M.D. 

SCIENTIFIC  PROGRAM  ~ 4th  SESSION 

2:30 — “Recent  Changes  in  Immediate  Postopera- 
tive Care” 

Max  Sadove,  M.D. 

3:00 — “Intracranial  Surgical  Lesions  — Their  Di- 
agnosis and  Management” 

Rupert  Raney,  M.D. 


3:30 — “Nasal  Symptoms  — Physiologic  & Patho- 
logic” 

Kinsey  M.  Simonton,  M.D. 

4:20 — Panel  Discussion: 

“Management  of  the  Acutely  Traumatized  Pa- 
tient” 

Moderator:  Rupert  Raney,  M.D. 

6:30 — Dinner  Dance  — Albuquerque  Country  Club 

Friday,  May  16,  1958 
SCIENTIFIC  PROGRAM  — 5th  SESSION 
Morning 
8:00 — Movies 

9:00 — “Antibiotic  Therapy  for  the  Ears,  Nose  and 
Throat” 

Kinsey  M.  Simonton,  M.D. 

9:30 — “Diabetic  Acidosis” 

Thomas  P.  Findley,  M.D. 

10:00 — “The  Diagnosis  and  Management  of  Spinal 
Cord  Tumors” 

Rupert  Raney,  M.D. 

10:50 — Panel  Discussion: 

“Management  of  the  Geriatric  Patient” 
Moderator:  Thomas  P.  Findley,  M.D. 

Conclusion  of  Official  Program 

Afternoon 

Specialty  Luncheons  As  Announced 

1:30 — Room  A.  Meeting  of  the  New  Mexico  Society 
of  Internal  Medicine 

2:30 — Assembly  Hall.  Organization  and  Scientific 
Meeting  of  the  American  College  of  Chest  Physi- 
cians. 

Burgess  Gordon,  M.D.,  President,  ACCP,  Presiding 
Entertainment  As  Announced 


GUEST  SPEAKERS 


L.  Frankel,  M.D.  Gunnar  Gundersen,  M.D.  Rupert  Raney,  M.D. 

Albuquerque  LaCrosse,  Wisconsin  Los  Angeles 


Max  Sadove,  M.D. 
Chicago 


Kinsey  M.  Simonton,  M.D. 
Rochester,  Minn. 


k 


now... 


unprecedented 

Sulfa 

therapy 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
tenance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
tions within  an  hour  or  two. 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
let) per  day  offers  optimum  convenience  and 
acceptance  to  patients 


NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  14  of  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets : 

Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 

Syrup ; 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER. 
*Reg.  U.S.  Pot.  Off. 
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Doctors  to  head  west  for 
AMA  annual  meeting  in  June 

Between  12,000  and  15,000  physicians  will  jour- 
ney westward  in  June  in  search  of  something  far 
more  valuable  than  gold.  They’ll  be  on  a quest 
for  the  latest  information  on  new  medical  tech- 
nics and  discoveries  at  the  American  Medical 
Association’s  107th  Annual  Meeting  in  San  Fran- 
cisco. The  five  days  of  June  23-27  will  be  filled 
with  bright  nuggets — including  scientific  exhibits, 
lectures,  motion  pictures,  panel  discussions,  tele- 
vised surgical  procedures  and  commercial  exhib- 
its. Convenient  center  for  the  scientific  and 
technical  exhibits,  films,  color  TV  and  lectures 
will  be  the  Civic  Auditorium,  the  adjacent  new 
Plaza  Exhibit  Hall  and  other  surrounding  build- 
ings. Headquarters  for  the  House  of  Delegates 
sessions  will  be  the  Sheraton-Plaza  Hotel. 

Plans  for  an  outstanding  scientific  lecture 
program  are  being  completed  by  the  Council  on 
Scientific  Assembly.  Opening  the  general  scien- 
tific program  Monday  afternoon,  June  23,  will  be 
a symposium  on  the  care  of  the  severely  injured 
patient.  Tuesday  morning’s  general  meeting  will 
feature  another  symposium  on  hazards  associated 
with  therapeutic  agents.  Formal  scientific  section 
meetings  will  run  from  Tuesday  afternoon  through 
Friday  morning. 


Special  panel  discussions  and  demonstrations 
are  being  planned  throughout  the  meeting,  includ- 
ing: perinatal  problems;  methods  of  resuscitation 
of  infants;  nutrition;  physical  examination  of 
physicians,  using  electrocardiograms  and  chest 
x-rays;  fresh  tissue  pathology,  and  treatment  of 
fractures.  The  Section  on  Miscellaneous  Topics 
also  is  planning  sessions  on  allergy,  prevention  of 
traffic  accidents,  prevention  of  injury  in  sports, 
and  medical  professional  liability.  Other  features 
will  be  a color  television  program  of  live  opera- 
tions and  demonstrations  from  San  Francisco  Hos- 
pital and  a varied  motion  picture  program. 

Two  high  school  winners  of  AMA  scientific 
awards  at  the  National  Science  Fair  again  will 
display  their  prize  exhibits.  In  addition,  the  top 
winners  of  the  intern-resident  and  medical  stu- 
dent exhibit  classifications  at  the  Student  AMA 
convention  this  spring  will  be  invited  for  the  first 
time  to  exhibit  at  an  AMA  meeting. 

Registration  officially  opens  at  the  new  Plaza 
Exhibit  Hall  Monday,  June  23,  at  8:30  a.m.  and 
closes  Friday  noon.  Advance  registrations  will  be 
accepted  Sunday,  June  22,  from  12  noon  to  4:00 
p.m.  The  scientific  and  technical  exhibits  will  be 
open  to  AMA  physician-members  only  on  Tuesday 
and  Wednesday  mornings. 

Plan  now  to  attend  this  worthwhile  medical 
meeting.  Watch  for  further  details  in  the  Journal 
of  the  A.M.A. 


GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 


J.  A.  M.  A.  ise  : 1684958;  Welsh, A.L.  and  Bde.M. 
..prompt  remissions  of  ..‘acute  phases.” 
with  TARCORTIN 


REED  & CARNRICK  / Jersey  City  6,  New  Jersey 


I 1.  Clyman,  S.  G. : Postgrad.  Med.  ,2J:309,  1957. 

2.  Bleiberg,  J.:  J.  M.  Soc,  New  Jersey  55:37,  1956. 

• 3.  Abrams,  B.  E,  and  Shaw,  C. : Clin.  Med.  5:839,  1956. 

4.  Welsh.  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50 : 837,  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404,  1957. 
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''It  has  a high  degree  of  clinical 
5,i.  safety. . . It  Is  considered 
^o  he  the  preferred  antimalarial 
* drug  for  treatment  of  disorders 


^ ! of  connective  tissue,  because 
^e  low  incidence  of  gostrointestinal 
compared' 


KS®? ■ chloroquine  phosphate."' 

less  toxic  and  better 
the  average  patient,  even  in  high 
ipgf^^aii  is  cHtoroquine."® 


;-J-  ;.  -t  . ^ ■ 

h least  toxic  of  its  class . . . 
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’'Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles.”'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  'muscle  spasm.’ 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  two  formulas: 
MEPROLONE-2-2.0  mg. 
prednisolone,  200  mg.  meprobamate 
and  200  mg.  dried  aluminum 
hydroxide  gel  (bottles  of  100). 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2  (bottles  of  100). 

1.  Comroe's  Arthritis:  Hollander,  J.  L,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  1.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 


New  Books  Received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Hospital  Accreditation  References.  Chicago,  American  Hos- 
pital Association,  1957.  Price:  $3.25. 

Mosby’s  Review  of  Practical  Nursing.  2nd  edition.  St.  Louis, 
C.  V.  Mosby  Co.,  1957.  Price:  $4.25. 

Healthful  School  Living,  a Report  of  the  Joint  Committee  on 
Health  Problems  in  Education,  of  the  National  Education 
Association  and  the  American  Medical  Association,  with  the 
Cooperation  of  Contributors  and  Consultants,  edited  by 
Charles  C.  Wilson,  M.D.  Chicago,  American  Medical  Associa- 
tion, 1957.  Price:  $5.00. 

An  Atlas  of  Regional  Dermatology:  By  G.  H.  Percival,  M.D., 
and  T.  C.  Dodds,  F.I.M.L.T.  (Edinburgh).  Baltimore,  Williams 
and  Wilkins,  1955.  Price:  $19.00. 

Aids  to  Obstetrics:  By  Leslie  Williams,  M.D.  (London).  Wil- 
liams and  Wilkins  (Bailliere,  Tindall  & Cox),  1956.  Price: 
$3.00. 

Office  Gastroenterology:  By  Alfred  F.  R.  Anresen,  M.D.  Phila., 
W.  B.  Saunders  Co.,  1958.  Price:  $14.00. 


Drugs,  Their  Nature,  Aetion  and  Use:  By  Harry  Beckman, 
M.D.  Phila.,  W.  B.  Saunders  Co.,  1958.  Price:  $15.00. 

Clinical  Heart  Disease:  By  Samuel  A.  Levine,  M.D.  5th  edition. 
Phila.,  W.  B.  Saunders,  1958.  Price:  $9.50. 

Gynecological  and  Obstetrical  Pathology:  By  Emil  Novak, 
M.D.,  and  Edmund  R.  Novak,  M.D.  4th  edition.  Phila.,  W.  B. 
Saunders  Co.,  1958.  Price:  $14.00. 

A Textbook  of  Clinical  Neurology:  By  Israel  S.  Wechsler, 
M.D.  8th  edition.  Phila.,  W.  B.  Saunders,  1958.  Price:  $11.00. 

Diabetes  as  a Way  of  Life:  By  T.  S.  Danowski,  M.D.  New 
York,  Coward-McCann,  Inc.,  1957.  Price:  $3.50. 

The  Neuroses  and  Their  Treatment:  Edited  by  Edward  Podol- 
sky, M.D.  New  York,  Philosophical  Library,  1957.  Price:  $10.00. 

Current  Therapy,  1958:  Edited  by  Howard  F.  Conn.  Philadel- 
phia, W.  B.  Sanuders,  1958.  Price:  $12.00. 

General  Pathology:  Edited  by  Sir  Howard  Florey.  2nd  Edi- 
tion. Philadelphia,  W.  B.  Saunders,  1958,  Price:  $16.00. 

Aids  to  Ophthalmology:  Bj-  P.  McG.  Moffatt  (London).  11th 
edition.  Baltimore,  Williams  & Wilkins  (Bailliere,  Tyndall  & 
Cox),  1957.  Price:  $3.00. 

The  Essence  of  Surgery:  By  C.  S.  Welch  and  S.  R.  Powers,  Jr. 
Philadelphia,  W.  B.  Saunders,  1958.  Price:  $7.00. 

A Handbook  of  Diseases  of  Children:  By  Bruce  Williamson, 
M.D.  (London).  8th  edition.  Baltimore,  Williams  & Wilkins 
(£.  & S.  Livingstone,  Ltd.),  1957.  Price:  $6.00. 


Book  Reviews 

Principles  of  Surgical  Physiology:  By  Harry  A.  Davis,  M.D. 
New  York,  Hoeber-Harper.  1957.  841  pp.,  49  fig.,  124  tab. 
Price:  $20.00. 

What  would  you  include  from  the  vast  material 
encompassed  by  surgical  physiology  if  undertak- 

continued  on  73 


and  inflammation 

With  BUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bupferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufierin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bupferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bupferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference;  1,  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Hospital  Accreditation  References.  Chicago,  American  Hos- 
pital Association,  1957.  Price:  $3.25. 

Mosby's  Review  of  Practical  Nursing.  2nd  edition.  St.  Louis, 
C.  V.  Mosby  Co.,  1957.  Price:  $4.25. 

Healthful  School  Living,  a Report  of  the  Joint  Committee  on 
Health  Problems  in  Education,  of  the  National  Education 
Association  and  the  American  Medical  Association,  with  the 
Cooperation  of  Contributors  and  Consultants,  edited  by 
Charles  C.  Wilson,  M.D.  Chicago,  American  Medical  Associa- 
tion, 1957.  Price:  $5.00. 

An  Atlas  of  Regional  Dermatology:  By  G.  H.  Percival,  M.D., 
and  T.  C.  Dodds,  F.I.M.L.T.  (Edinburgh).  Baltimore,  Williams 
and  Wilkins,  1955.  Price:  $19.00. 

Aids  to  Obstetrics:  By  Leslie  Williams,  M.D.  (London).  Wil- 
liams and  Wilkins  (Bailliere,  Tindall  8c  Cox),  1956.  Price: 
$3.00. 

Office  Gastroenterology:  By  Alfred  F.  R.  Anresen,  M.D.  Phila., 
W.  B.  Saunders  Co.,  1958.  Price:  $14.00. 


Drugs,  Their  Nature,  Action  and  Use:  By  Harry  Beckman, 
M.D.  Phila.,  W.  B.  Saunders  Co.,  1958.  Price:  $15.00. 

Clinical  Heart  Disease:  By  Samuel  A.  Levine,  M.D.  5th  edition. 
Phila.,  W.  B.  Saunders,  1958.  Price:  $9.50. 

Gynecological  and  Obstetrical  Pathology:  By  Emil  Novak, 
M.D.,  and  Edmund  R.  Novak,  M.D.  4th  edition.  Phila.,  W.  B. 
Saunders  Co.,  1958.  Price:  $14.00. 
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M.D.  8th  edition.  Phila.,  W.  B.  Savmders,  1958.  Price:  $11.00. 

Diabetes  as  a Way  of  Life:  By  T.  S.  Danowski,  M.D.  New 
York,  Coward-McCann,  Inc.,  1957.  Price:  $3.50. 

The  Neuroses  and  Their  Treatment:  Edited  by  Edward  Podol- 
sky, M.D.  New  York,  Philosophical  Library,  1957.  Price:  $10.00. 

Current  Therapy,  1958:  Edited  by  Howard  F.  Conn.  Philadel- 
phia, W.  B.  Sanuders,  1958.  Price:  $12.00. 

General  Pathology:  Edited  by  Sir  Howard  Florey.  2nd  Edi- 
tion. Philadelphia,  W.  B.  Saunders,  1958.  Price:  $16.00. 

Aids  to  Ophthalmology:  By  P.  McG.  Moffatt  (London).  11th 
edition.  Baltimore,  Williams  & Wilkins  (Bailliere,  Tyndall  & 
Cox),  1957.  Price:  $3.00. 

The  Essence  of  Surgery:  By  C.  S.  Welch  and  S.  R.  Powers,  Jr. 
Philadelphia,  W.  B.  Savmders,  1958.  Price:  $7.00. 

A Handbook  of  Diseases  of  Children:  By  Bruce  Williamson, 
M.D.  (London).  8th  edition.  Baltimore,  Williams  & Wilkins 
(E.  & S.  Livingstone,  Ltd.),  1957.  Price:  $6.00. 
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inflammatory action  of  BuFFERIN  helps  re- 
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Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
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No  sodium  accumulation.  Because  Bufferin  is 
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PANMYCIN* 

Phosphate 

for  children : 

PANMYCIN  KM 
Syrup 


BROAD. SPECTRUM 
TETRACYCLINE 
IN  ITS  MOST 
EFFICIENT  FORM 

Produces  more  tetracycline 
in  the  blood  with  no  more  in 
the  dose.  No  calcium  to 
depress  blood  levels.^  Basic 
broad-spectrum  therapy  in 
bronchitis,  pharyngitis, 
otitis  media,  tonsillitis,  and 
other  common  respiratory 
infections. 

l.  Welch,  H.;  Wright,  W.  W.;  and 
Staifa,  A W.:  Antibiotic  Med. 

& Clin.  Therapy  4:620,  1957. 


PANALBA 

for  children : 

PANALBA  KM 
Granules 


THE  BREADTH  OF 
PANMYCIN  PHOSPHATE  PLUS 
THE  ANTIMICROCOCCAL 
DEPTH  OF  ALBAMYCINt 

Offers  maximum  antimicrobial 
action  at  the  earliest 
possible  moment.  The 
antibiotic  preparation  of  first 
resort  in  pneumonia  of 
unknown  etiology,  carbuncles, 
multiple  furunculosis, 
cellulitis,  and  infections 
resistant  to  previous  therapy. 


for  the 
7 monilia 
susceptible 
types 

...tetracycline 

phosphate 

plus 

nystatin 


COMYCIN* 


Upjohn 

Ifc  Hujuhii  ttifh  v.wt 


PANMYCIN  PHOSPHATE 
PLUS  THE  ANTIMONILIAL 
PROTECTION  OF  NYSTATIN 

THe  logical  choice  for 
pnUciiff  ivauTrir^g  hii;ii 
of  antlbiotrrs  or  prolor^d 
a«tibiotic  th^apy;  for 
patients  with  prasas 
moniliai  complications:  for 
diabetics:  patients_on 
corticoids:  the  pre^iant. 
debilitated,  or  efderfy:  and 
for  irTTjnts.  i-^pccrafly  the 
premature. 


YOUR 

CLINICAL, 

JUDGMENT 

DICTATES 

THE 

CHOICE 


THE  CHOICE  OF  A 
SYSTEMIC  ANTIBIOTIC 
IS  A MATTER  OF 
CLINICAL  JUDGMENT 


1.  PANMYCIN  PHOSPHATE  IN 
COMMON  MIXED  INFECTIONS 

USUAL  DOSAGE:  ADULTS;  250  mg.  every  6 hours  or  500  mg.  every  12  hours,  children 
Approximately  8 mg.  per  pound  of  body  \«eight  daily,  in  four  equally  divided  doses  every 
6 hours,  or  two  equally  divided  doses  every  12  hours. 

SUPPLIED:  CAPSULES;  250  mg.  in  bottles  of  16  and  100;  125  mg.  in  bottles  of  25  and  100. 
PANMYCIN  KM  SYRUP:  Each  teaspoonful  (5  cc.)  contains  tetracycline  equivalent  to  125 
mg.  tetracycline  hydrochloride,  and  potassium  metaphosphate,  100  mg.,  mint 
flavor,  in  2 fluidounce  and  pint  bottles. 

2.  PANALBA  IN  POTENTIALLY 
SERIOUS  INFECTIONS 

USUAL  DOSAGE:  ADULTS;  1 or  2 capsules  three  or  four  times  a day.  depending  on  the  type 
and  severity  of  the  infection.  CHILDREN;  Proportionately  less. 

SUPPLIED:  Each  powder-blue-and-brown  capsule  contains  Panmycin  (tetracycline) 
Phosphate  complex  equivalent  to  250  mg.  tetracycline  hydrochloride,  and  Albamycin 
(as  novobiocin  sodium)  125  mg.;  in  bottles  of  16  and  100. 

Also  available:  panalba  km  granules  (Pediatric).  When  reconstituted,  each  5 cc. 
teaspoonful  contains  Panmycin  equivalent  to  tetracycline  hydrochloride.  125  mg.  and 
Albamycin  (as  novobiocin  calcium)  62.5  mg.,  and  potassium  metaphosphate  100  mg.;  in 
pleasantly  flavored  vehicle.  Dosage  is  based  upon  amount  of  tetracycline— 6 to  8 mg.  per 
pound  of  body  weight  per  day  in  2 to  4 equally  divided  doses. 
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ing  to  write  a text?  It  would  take  an  even 
weightier  volume  than  this  to  abstract  the  ad- 
vances in  the  various  subspecialties  in  the  past 
few  years.  All  can  recall  the  size  of  general  physi- 
ology texts,  the  substance  of  which  is  basic  and 
important  to  surgeons  and  yet  does  not  include 
many  items  of  special  surgical  interest.  In  essence, 
the  author  has  done  a remarkable  job  in  compiling 
a work  which  is  of  great  value  in  meeting  the 
needs  and  interests  of  surgeons. 

Dr.  Davis  is  Clinical  Professor  of  Surgery  and 
Director  of  Surgical  Research  at  the  College  of 
Medical  Evangelists,  with  several  other  southern 
California  hospital  affiliations.  In  the  field  of 
surgical  physiology  he  has  kept  an  active  interest 
and  kept  abreast  by  giving  a course  in  this  subject 
for  ten  years.  Twenty-one  authorities  across  the 
country  have  been  called  upon  for  critical  reviews 
of  the  chapters  in  their  special  fields,  and  thus 
even  the  subspecialties  such  as  urology,  gyne- 
cology, orthopedics,  and  neurosurgery  have  re- 
ceived sufficient  and  expert  coverage. 

The  book  is  exceptionally  readable.  The  first 
half  is  devoted  to  general  principles,  and  it  delves 
deeply  into  fluid  balance  and  electrolyte  prob- 
lems, nutrition,  and  the  particular  stresses  and 
changes  in  operation  and  convalescence.  Anes- 
thesia, wound  healing  and  tissue  transplantation. 


and  even  cell  metabolism  and  neoplasia  are  exam- 
ined. The  second  portion  deals  with  the  physiology 
of  the  various  systems  and  includes  endocrinology. 
The  long  cardiovascular  section  is  explicit  in  the 
understanding  and  management  of  cardiac  arrest. 
Background  and  recommended  treatment  for  va- 
rious concurrent  medical  diseases  and  surgical 
complications  may  be  found  in  these  chapters. 

The  book  is  concluded  by  an  appendix  with 
quickly  available  tables.  The  indexing  is  good. 
These  make  the  work  a fine  reference  volume.  A 
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couple  of  weeks  of  evening  reading  would  ba 
enjoyed  and  appreciated  by  both  general  surgeons 
and  subspecialists  in  reviewing  and  increasing 
knowledge  of  colleagues’  interests. 

William  A.  Campbell,  M.D. 


to  swiftly  examine,  diagnose,  and  treat  problems 
which  may  affect  the  usability  of  an  important 
organ. 

Modernized  in  format,  always  clear  in  style 
of  writing,  this  new  edition  represents  an  excel- 
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Gifford’s  Textbook  of  Ophthalmology:  By  Francis  Heed  Adler, 
M.D.  6th  edition.  Phila.,  W.  B.  Saunders  Co.,  1957.  499  pp. 
Price:  $8.00. 

The  Sixth  Edition  of  “Gifford’s  Textbook  of 
Ophthalmology,”  edited  by  Francis  H.  Adler,  rep- 
resents a marked  improvement  over  the  previous 
editions.  While  still  retaining  the  basic  arrange- 
ment of  the  previous  editions,  the  new  production 
has  been  brought  up  to  date  with  respect  to  meth- 
ods of  treatment.  Some  of  the  older  concepts  of 
ocular  disease  have  been  dropped. 

The  book  is  organized  on  an  anatomical  basis 
with  several  excellent  chapters  on  objective  and 
functional  examination  of  the  eye.  By  the  use  of 
technics  shown  and  through  the  use  of  the  ana- 
tomical knowledge  shown  of  the  location  of  in- 
juries or  illness,  any  practitioner  will  easily  and 
rapidly  be  able  to  follow  the  diagnoses  as  estab- 
lished in  this  text.  In  addition,  discussion  of  oper- 
ations on  the  eye,  which  had  previously  been 
scattered  throughout  the  text,  has  now  been  ori- 
ented into  one  chapter  to  present  a more  inclusive 
discussion  of  the  subject.  A new  chapter  on  ocular 
injuries,  a subject  previously  blended  through- 
out the  entire  text,  now  enables  the  practitioner 
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Your  patient  has  a wide  choice  of 
unseasoned,  strained  or  chopped  foods 

The  Low 
Residue  Diet 

Consomme  can  be  served  jellied  or  hot.  Pureed 
vegetables  folded  into  well-beaten  egg  can  be 
baked  to  a puff.  Chopped  beef  moistened  with 
broth  and  mixed  with  bread  crumbs  shapes  into 
patties.  Eggs  can  be  soft  or  hard-cooked  by 
simmering.  Flaked  fish  in  lemon  gelatin  looks 
true  to  nature  when  your  patient  uses  a mold. 

For  banana-split  salad  he  can  try  cottage 


-and  may  we 
remind  you  that 
a glass  of  beer 
can  make  low- 
residue  diets  more 
palatable? 


cheese  on  banana  and  top  with  pur^d  apricots. 
Rice  cooked  in  pineapple  juice,  water  and  sugar 
makes  a golden  dessert.  For  a pgirfait,  try  layers 
of  farina  pudding  and  purfed  plums. 

Of  course,  you’ll  tell  your  patient  just  which 
foods  you  want  him  to  have — and  whether  he 
can  enjoy  a glass  of  beer*  with  his  meals. 

*pH — 4.3,  '04  Calories/8  oz.  gloss  (Average  of  Americon  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 
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lent  source  of  information  on  the  eye  for  the 
medical  student,  the  general  practitioner,  or  the 
uninitiate  of  ophthalmology. 

L.  H.  Pinkers,  M.D. 


"Guess  what!" 


Clinical  Heart  Disease:  By  Samuel  A.  Levine,  M.D.,  Clinical 
Professor  of  Medicine,  Harvard  Medical  School.  5th  Ed.  W. 
B.  Saunders  Company,  Philadelphia,  1958.  673  p.  Price:  $9.50. 

This  book  needs  no  introduction  to  the  majority 
of  the  medical  profession.  This  new  edition  is 
larger  than  its  predecessors  and  includes  discus- 
sions on  the  evaluation  and  merits  of  various  pro- 
cedures in  cardiac  surgery  now  in  common  use. 

The  5th  Edition  is  very  similar  in  make-up  to 
the  previous  editions.  There  is  no  bibliography 
and  the  opinions  are  those  of  the  author.  Dr. 
Alexander  Nadas,  Cardiologist  of  the  Children’s 
Hospital  in  Boston,  has  written  the  chapter  on 
congenital  heart  disease.  Dr.  Harold  D.  Levine  has 
rewritten  and  enlarged  the  section  on  electro- 
cardiography. 

This  book  is  not  intended  as  a reference  text 
although  most  phases  of  cardiology  are  so  well 
covered  that  many  clinicians  would  find  it  ade- 
quate for  their  needs.  Future  editions  will,  no 
doubt,  include  more  complete  descriptions  of  con- 
genital heart  lesions.  The  reviewer  thought  that  al- 
though this  chapter  has  been  well  done,  it  was 
much  too  brief. 

The  5th  edition  of  this  book  should  continue 
the  well  deserved  popularity  of  its  predecessors. 
Any  physician  would  find  the  entire  book  interest- 
ing reading  and  it  should  be  read  thoroughly  by 
every  physician  who  takes  care  of  any  cardiac 
patients. 

Paul  F.  Miner,  M.D. 
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Textbook  of  Medical  Physiology:  By  Arthur  C.  Guyton,  M.D., 
Professor  and  Chairman  of  the  Department  of  Physiology  and 
Biophysics,  University  of  Mississippi  School  of  Medicine. 
Illustrated.  W.  B.  Saunders  Company,  Philadelphia,  1956.  1030 
p.  Price;  $13.50. 

This  book  was  written  as  a textbook  of  phys- 
iology for  medical  students.  The  author  states  in 
his  preface  that  it  is  not  a reference  work  for 
physiologists.  However,  the  subject  of  physiol- 
ogy is  well  covered  and  outlined.  Where  more 
detailed  description  of  experimental  work  is  de- 
sired, there  is  an  adequate  bibliography  at  the  end 
of  each  chapter. 

The  single  authorship  has  given  the  text  good 
continuity  and  balance  by  the  uniform  perspective. 
The  material  is  well  organized  and  it  is  well  co- 
ordinated with  descriptions  of  its  clinical  applica- 
tions. 

Practing  physicians  will  find  this  book  to  be 
a good  reference  physiology  to  keep  on  their 
shelves.  They  will  also  find  it  a very  readable  text 
and  that  the  reading  of  the  contents  would  be  a 
refreshing  review  course  on  the  clinical  applica- 
tions of  this  basic  medical  science. 

Paul  F.  Miner,  M.D. 

Management  of  Complications  in  Eye  Surgery:  Edited  by  R. 
M.  Fasanella,  M.D.  Philadelphia,  W.  B.  Saunders  Company, 
1957.  408  p.  Price:  $16.00. 

In  the  preface  to  this  excellent  textbook  Dr. 
Fasanella  states  that  “this  book  is  meant  to  serve 
as  an  advanced  reference  book  for  the  avoidance 


of  pitfalls  and  management  of  complications  of  eye 
surgery  and  injuries.”  The  authors  have  succeeded 
admirably  in  accomplishing  this  goal. 

The  book  consists  of  23  chapters.  Complications 
met  in  every  type  of  ocular  surgery  are  consid- 
ered in  detail.  In  addition,  anesthetic  complica- 
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A versatile,  well-balanced  formula  capable  of  modifying 
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Available  on  prescription  only. 
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tions,  general  medical  complications,  psychiatric 
aspects  of  ocular  surgery  and  trauma,  endocrine 
exophthalmus,  rehabilitation  of  the  low  vision  pa- 
tient and  estimation  of  loss  of  visual  efficiency  are 
considered. 

The  information  is  authoritative.  The  reader 
will  note  that  each  contributor  has  been  assigned 
a subject  in  his  particular  field  of  interest.  The 
contributors  are  Drs.  Atkinson,  Berke,  Bondy, 
Brown,  Chang,  Fonda,  Iliff,  Kronfeld,  Leopold, 
Lincoff,  Long,  McDonald,  Baton,  Patterson, 
Pischel,  Shafer,  Smith,  Spaeth,  Stone  and  Thorpe. 

To  this  reviewer  the  discussions  on  intraocular 
foreign  bodies  (Thorpe),  ptosis  (Berke),  kerato- 
plasty (Baton),  delayed  restoration  of  the  anterior 
chamber  (Kronfeld)  and  retinal  detachment  (Pis- 
chel) seemed  particularly  worthwhile. 

This  textbook  has  filled  a definite  need  in  the 
ophthalmic  literature.  The  organization  and  pres- 
entation of  each  subject  is  clear,  concise  and 
readable.  This  book  is  highly  recommended  to  all 
those  who  do  ophthalmic  surgery. 

Robert  L.  Weiner,  M.D. 


"It  would  be  noble  to  devote  my  life  to  healing  the  sick 
— if  only  nurses  didn't  have  to  wear  white  stockings!" 


Symposium  on  Diseases  and  Surgery  of  the  Lens:  Edited  by 
George  M.  Haik,  M.D.  New  Orleans.  C.  V.  Mosby  Company, 
1937.  238  p.  Price:  $10.50. 

This  concise  and  unusally  well  illustrated  text- 
book is  derived  from  the  proceedings  of  the  Fifth 
Annual  Session  of  the  New  Orleans  Academy  of 
Ophthalmology.  The  text  is  constituted  of  twelve 
chapters  and  the  record  of  round  table  discussions. 
The  authors  are  long  recognized  authorities  in  oph- 
thalmology: Drs.  Cores,  Thorpe,  Vail,  Chandler, 
Dunnington,  Irvine.  The  round  table  discussions  in- 
cluded these  men  and  Dr.  V.  Everett  Kinsey  and 
were  moderated  by  Drs.  Allen,  Clark  and  Hiak. 

One  chapter  is  devoted  to  the  embryology  of 
the  lens.  Congenital,  juvenile  and  adult  cataracts, 
both  simple  and  complicated,  are  discussed  from 
the  point  of  view  of  classification,  technics  of 
surgery  and  complications  associated  with  surgery. 
Cataract  wound  healing  and  its  complications  are 
considered.  Vitreous  changes  before  and  after  cat- 
aract extraction  are  discussed.  A chapter  is  devoted 
to  lens-induced  uveitis  and  glaucoma.  The  ques- 
tions brought  up  for  discussion  at  the  round  table 
are  pertinent. 

The  book  is  well  written,  well  illustrated  and 
well  printed.  It  contains  little  new  information, 
but  its  succinct  style  makes  it  of  value  to  the 
ophthalmologist  and  ophthalmology  resident. 

Robert  L.  Weiner,  M.D. 


The  Changing  Patient-Doctor  Relationship:  By  Martin  G.  Vor- 
haus,  M.D.  New  York,  Horizon  Press,  1957.  310  p.  Price:  $3.95. 

This  very  readable  book  deals  with  that  neg- 
lected aspect  of  medical  practice  — the  inter- 
relationship of  doctor  and  patient.  The  author  asks 
some  rhetorical  questions  and  the  answers  are  il- 
luminating. Perhaps  one  does  not  often  ask,  “Why 
did  the  patient  become  one?”  and  “What  made 
the  doctor  take  up  medicine?”,  but  the  answers  to 
these  questions  have  much  to  do  with  the  reactions 
of  the  ill  person  and  the  healer  as  they  confront 
one  another.  The  author  displays  a commendable 
working  knowledge  of  the  psychology  of  human 
beings  (as  opposed  to  the  more  narrow  psychiatry) 
and  his  interview  technic  of  presentation  is  re- 
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FOR  MEDICAL  MEN 

becomes  available  from  time  to  time  in 
Denver's  exclusive  Medical  Building  . . . The 
Republic  Building.  For  details,  call  or  write 
the  building  manager: 

KE  4-5271 

THE  REPUBLIC  BUILDING  CORP. 

1624  Tremont  Place  * Denver,  Colorado 


Specialists  on 

ARTIFICIAL  EYES 

Serving  the  doctor  and 
his  patient  with  the 
finest  in  natural  ap- 
pearing artificial  eyes 
since  1906.  Plastic  eyes 
made  to  order.  Largest 
selection  of  glass  and 
plastic  eyes  in  Amer- 
ica. Specialists  in  build- 
ing eyes  for  all  types  of  implants.  Write  or  phone 
for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.,  910  16th,  Denver  2,  MAin  3-5638 
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should  a non-diabetic, 

transient  glycosuria  ever  be 
considered  unimportant? 

Never.  A patient  showing  even  a mild  transient  glycosuria  should 
be  observed  for  years  as  a diabetic  suspect.* 

Ultimate  diagnosis  on  126  patients  with  a previous  transient  mild 
glycosuria.  Twenty  diabetics  were  discovered  5-10  years  after  a 
recorded  glycosuria— 10  diabetics  after  more  than  10  years.* 
*Murphy,  R.:  Connecticut  M.  J.  21:306,  1957. 


COLOR  CALIBRATED  CLINITESTLsen.  Tablets 

BRAND 

the  STANDARDIZED  urine-sugar  test 
for  reliable  quantitative  estimations 

• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 

^1^  AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  45457 
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freshing  in  its  lack  of  pretension  and  pseudo-in- 
tellectualism.  Everywhere  he  demonstrates  the 
need  for  rapport  between  physician  and  patient, 
and  although  the  blue  pencil  could  have  shortened 
the  text  with  benefit,  in  general  the  book  is  enjoy- 
able and  rewarding  and  can  be  recommended  to  all 
who  would  like  to  add  art  to  their  science  in  the 
practice  of  medicine. 

Marshall  A.  Freedman,  M.D. 

The  Clinical  Management  of  Varicose  Veins:  By  David  Wool- 
folk  Barrow,  M.D.  N.  Y.,  Paul  B.  Hoeber,  Inc..  1957.  169  pp. 
Price:  $6.00. 

The  treatment  of  varicose  veins  has  become 
more  standardized  during  the  past  few  years  than 
ever  before.  In  this  new  second  edition.  Dr.  Bar- 
row  approaches  the  varicose  vein  problem  from 
the  standpoint  of  every-day  clinical  practice,  and 
he  presents  this  information  in  a clear,  concise 
manner.  Anatomical  variations  and  the  basic 
physiology  of  the  peripheral  nervous  system  are 
well  illustrated.  The  text  has  made  no  attempt 
to  venture  into  the  controversial  aspects  of  either 
etiology  or  treatment,  but  has  concerned  itself 
primarily  with  the  problems  confronting  the 
physician  who  is  responsible  for  the  management 
of  varicose  veins  and  the  complications  which 
accompany  them.  It  should  be  well  received  by 
the  busy  practitioner  who  is  frequently  confronted 
with  these  conditions. 

Robert  E.  McCurdy,  M.D. 


Interesting  case  reports 

Your  editors  hear  about  unusual  cases  treated 
by  Rocky  Mountain  physicians  which  would  make 
interesting  reading  for  your  colleagues.  Why  not 
take  time  to  “write  up”  these  cases  and  submit 
them  to  the  editor  in  your  state  whose  name  and 
address  appears  on  page  2 of  this  issue?  He  can 
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“I'm  worried  about  these  cravings  of  hers.  Doctor.  Now 
she  wants  a mink  coat!" 
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Provides  therapeutic  quantities  of  all  known  hematinic  factors 


Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  uncom- 
plicated case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 


vide at  least  an  average 
hypochromic  anemias,  i 
tional  deficiency  types 
tor  in  the  ‘Trinsico: 
(never  inhibits)  ^tan 
Available  iumottles 

* ‘Trinsicon’  (Hematinic 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone  . 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid® 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate®"*  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 

of  treatment-interrupting 
side  effects’"* 

. . . simple,  flexible 
dosage  schedule 


cute  conditions:  Two  or  three 
iblets  four  times  daily.  After 
ssired  response  is  obtained, 
radually  reduce  daily  dosage 
nd  then  discontinue, 
ubacute  or  chronic  conditions: 
litially  as  above.  When  satisfactory 
ontrol  is  obtained,  gradually  reduce 
ie  daily  dosage  to  minimum 
ffective  maintenance  level.  For  best 
jsults  administer  after  meals  and 
t bedtime. 

recautions:  Because  sigmagen 
ontains  prednisone,  the 
ame  precautions  and 
Dntraindications  observed 
ith  this  steroid  apply  also 
0 the  use  of  sigmagen. 


any  case 
it  calls  for 


^corticoid-salicylate  compound tSbIStS 

Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.J.  52:1037, 1956. 
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supply  you  with  data  pertaining  to  manuscript 
style  and  publication  rules. 

Writing  can  be  challenging  and  rewarding, 
especially  if  your  efforts  assist  a fellow  practi- 
tioner to  help  a patient  with  a similar  diagnosis. 


"Nosey!" 


Social  Security  says: 

Social  Security  says:  “It  is  common  knowledge 
that  most  of  us  because  of  living  costs,  social 
standards,  and  economic  misfortunes,  do  not  set 
aside  enough  money  or  other  assets  during  our 
working  years  to  provide  adequately  for  our- 
selves or  our  families  when  earned  income  is  cut 
off  by  disability,  old  age,  or  death.” 

In  other  words;  Social  Security  believes  that 
“most  of  us”  must  depend  upon  the  government 
in  our  “hour  of  need.” 

Social  Security  says:  “Your  social  security 
taxes  pay  for  these  nine  programs: 

Social  Insurance 

(a)  Unemployment  insurance 

(b)  Old  Age  and  Survivors  Insurance 

Public  assistance  to  the  needy 

(a)  Old-age  assistance 

(b)  Aid  to  the  needy  blind 

(c)  Aid  to  dependent  children 

(d)  Aid  to  the  permanently  and  totally  dis- 
abled 

Children’s  services: 

(a)  Maternal  and  child-health  services 

(b)  Services  for  crippled  children 

(c)  Child- welfare  services 

In  other  words:  In  spite  of  the  fact  that  most 
of  these  represent  federal  grants  to  state  aid,  this 
Social  Security  program  is  being  sold  to  you  and 
me  as  “contributory  social  insurance.” 


in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


84-  Proof  Schieffelin  & Co.,  New  York 
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Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to 
major  deterrents  to  all  previous 


minimize 
steroid  therapy 


■ t 


9 alpha-fluoro-16  alpha-hydroxsrprednisolone 

■ * t 


Q a new  liigli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


\ 


Biological  Effects  of 

with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARiSTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.*’®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®>^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.^  Potassium 
balance  studies  in  humans^-®  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®’^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies®  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.^’® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


) 

i. 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalP  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 

Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^®  Clinical  studies^^  of  patients  on 
aristocort  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 

Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  On  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 

Bibliography 

1.  Experimental  Therapeutics  Section,  Lederle  Laboratories. 
To  be  published.  2.  Bunim,  J.  J.,  Whedon,  G.,  and  Black, 

R.  L.:  Personal  Communication.  3.  Heilman,  L.,  Zumoff, 
B.,  Schwartz,  M,  K.,  Gallagher,  T.  F.,  Berntsen,  C.  A.,  and 
Freyberg,  R.  H.:  Antirheumatic  and  Metabolic  Effects  of 
a New  Synthetic  Steroid,  paper  quoted  in  Bull.  Rheumat. 
Dis.  7:  130,  1957.  4.  Spies,  T.  D.:  South.  M.  J.  50:  216, 
(Feb.)  1957.  5.  Freyberg,  R.  H.:  Personal  Communication. 
6.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L. : Pa- 
per presented  at  the  International  Congress  on  Rheumatic 
Diseases,  Toronto,  June  25,  1957.  7.  Hartung,  E.  F.:  To  be 
published.  8.  Heilman,  L.,  Zumoff,  B.,  Kretschmer,  N.  and 
Kramer,  B.:  Personal  Communication.  9.  Dorfman,  R.  I., 
and  Dorfman,  A.  S.:  Personal  Communication.  10.  Gray, 

S.  J.,  Ramsey,  C.  G.,  Villarreal,  R.,  and  Krakauer,  L.  J.:  Ed- 
ited by  H.  Selye  and  G.  Heuser  in:  Fifth  Annual  Report  on 
Stress,  1955-56.  M.D.  Publications,  Inc.,  New  York,  1956, 
p.  138.  11.  Dubois,  E.  L.:  Personal  Communication.  12. 
Good,  R.  A.,  Vernier,  R.  L.,  and  Smith,  R.  T.:  Pediatrics 
19:95,  1957. 


The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 


Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case*).  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,^ and  toxic  syndromes  producing  even 
convulsions  and  death.^ 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,* the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARiSTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.® 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  amstocort.^-® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^’®  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),®  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).*®  ” 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
aristocort.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Qaristocort  thera-py  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  1 80  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q About  200  patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke^’“  gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  ARISTOCORT,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz®  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,^  Barach® 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 

of  ARISTOCORT. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise 


in  Nephrotic  Syndrome 

Q Fourteen  fatients  with  the  nephrotic  syn- 
drome have  been  treated  with  aristocobt  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'-^  noted  that 
ARISTOCOBT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocobt. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fihrosis  were  treated  with  aristocobt 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,® 
Segal,*  and  Cooke,®  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCOBT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 


0 Porty-f  our  children  and  adults  have  heen 
given  ARiSTOCORT  for  falliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkins  disease. 


Results  of  treatment 


Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
exce^ji||||||f&6  as  gQod,  two  as  fair  and  seven 
r($sipdnses. 

l^frellman  and  associates'^^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 


^Dosage  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg./kg./day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  heen 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 

Bibliography 

1.  Heilman,  L.,  ZumofF,  B,,  Kretshmer,  N.,  and  Kramer,  B.: 
Presented  at  Nephrosis  Conf.,  Bethesda,  Md.,  Oct.  26,  1957. 

2.  Ibid:  Personal  Communication.  3.  Barach,  A.  L:  Personal 
Communication.  4.  Segal,  M.  S.:  Personal  Communication. 
5.  Cooke,  R.  A.:  Personal  Communication.  6.  Farber,  S.r 
Personal  Communication.  7.  Heilman,  L.,  Diamond,  H.  D., 
Ellison,  R.,  Jaslowitz,  B.,  Murphy,  M.  L.,Tan,C.  and  Zumoff, 
B.:  Personal  Communication. 


in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  patients  with  allergic  and  inflamma- 
tory skin  diseases  {including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARISTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro  intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke,^  and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,^  Hollander,^  Spies,^ 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 

Bibliography 

1.  Dubois,  E.  L.:  Personal  Communication.  2,  Freyberg, 
R.  H.:  Personal  Communication.  3.  Hartung,  E.  F.:  Per- 
sonal Communication.  4.  Hollander,  J.  L.:  Personal  Com- 
munication. 5.  Spies,  T.  D.:  Personal  Communication.  6. 
Segal,  M.  S.:  Personal  Communication. 
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(PENTAERYTHRITOL  TETRAN  ITK  ATE)  (bRANO  OF  HYDROXYZINe) 


1 , > 

■ 

why  PETN? 


For  cardiac  effect:  PETN  is  “ . . . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  ATARax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  ATARAX  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  huo  ? 


For  greater  therapeutic  success:  In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


1.  Russek,  H.  I.:  Postgrad.  Med.  15:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10** 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
“20**  tablets  (20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience, 
write  “cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 


CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
^Trademark  in  glaucoma. 
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EDEMA 


Start  therapy  with  one  or  two  500  mg» 
tablets  of  'DIURIU  once  or  twice  a day, 

BENEFITS: 

• The  only  orally  effective  nonmercnrial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 


Any  indication  for  diuresis  is  an  in-^ 
dication  for  'diurW: 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema —nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  and  'INVBBSINE'  are  trade-marks  of  Merek  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 
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as 

as 

in 


simple 

1-2-3 


HYPERTENSION 


.2 


INITIATE  'DIURIL'  THERAPY 

•DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE’)  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents — often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 

Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DiURiu 
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In  the  Rocky  Mountain  Region 


SEE  and  BUY  YOUR 
MERCEDES-BENZ-  from  BUCKLEY  BROS. 


See  these  top  styled  and  economical  automobiles  in  our  show  rooms. 


300  SL  ROADSTER 


Diesel  engines  available  in  the  1 80  D model  with  mileage  economy  of  37.4  miles-per- 
gallon  without  sacrificing  speed  or  comfort. 


If  you  are  planning  a trip  to  Europe  we  will  be  happy  to  arrange  delivery  of  your 
Mercedes-Benz  in  any  European  city  at  factory  delivered  price  savings. 


*Port  of  Entry  prices  from  $2,530.00 

STUDEBAKER-PACKARD  • • Mercedes-Benz 

Authorized  Sales  and  Service 

BUCKLEY  BROS.  MOTORS,  INC. 

Franchised  Dealer 

660  South  Broadway  RA.  2.-2.S2.S  Denver,  Colorado 
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respiratory  infections 
gastrointestinal  infections 
genitourinary  infections 
miscellaneous  infections 


immediate 

therapeutic 

response 


use 


with  Xylocaine' 


250  mg.  per  1 dose  vial 
Q 100  mg.  per  1 dose  vial 

I IH  ■ when  oral  therapy  is  contraindicated  (vomiting,  dysphagia, 

intestinal  obstruction,  gastrointestinal  disorders) 

■ when  the  patient  is  comatose  or  in  shock 

■ postoperatively 

1.  fast  peak  biood  and  tissue  concentrations 
5 J 2.  high  cerebrospinal  levels 


Capsules  (per  capsule)  250  Bottles  of 

16  and  100 


Bottles  of 
16  and  100 


Half  Strength  Capsules 
(per  capsule) 


Suspension 

(per  5 cc.  teaspoonful) 


60  cc.  bottles 


Pediatric  Drops 
(per  cc.— 20  drops) 


10  cc.  bottles 
with  dropper 


3.  for  practical  purposes,  Sumycin  is  sodium-free 

Each  vial  contains  tetracycline  phosphate  complex  equivalent 
to  250  mg.,  or  100  mg.,  of  tetracycline  HCI.  (Note:  250  mg. 
dose  may  produce  more  local  discomfort  than  the  100  mg. 
dose.) 


FLEXIBLE  DOSAGE  FORMS  FOR  CONTINUING  ORAL  THERAPY 


Tetracycline  phosphate 
complex  equiv. 

tetracycline  HCI  (mg.)  Packaging 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 
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The  American  Cancer  Society’s  annual  Spring  Crusade  is 
the  climax  of  its  year-round  attack  on  cancer  through 
research,  professional  and  lay  education,  and  service  to 
the  stricken.  A study  of  the  cancer  scoreboard  indicates 
that  steady  progress  is  being  made.  More  and  more  lives 
are  being  saved.  Progress  encourages  more  progress. 

Earlier  diagnosis,  new  methods  of  treatment  and  a 
greater  public  awareness  have  contributed  to  this  progress. 
It  is  often  said  that  the  life  of  the  cancer  patient  is  in  the 
hands  of  the  first  physician  he  consults.  The  Society,  there- 
fore, conducts  a broad  professional  education  program, 
making  available  to  doctors,  through  literature,  films, 
exhibits,  and  other  materials,  information  on  the  latest 
advances  in  detection,  diagnosis  and  treatment. 

As  the  Society  aids  the  doctor,  so  does  its  large  corps  of 
volunteers  aid  the  cancer  patient  with  dressings,  transpor- 
tation, home  care,  medication  and  a host  of  other  vitally 
needed  services. 

For  the  past  two  years,  the  theme  of  the  Society’s  annual 
Crusade  has  been  “Fight  Cancer  with  a Checkup  and  a 
Check.”  That  Americans  everywhere  are  learning  the  value 
of  the  annual  health  checkup  in  the  fight  against  cancer,  is 
evidenced  by  the  fact  that  doctors  report  they  are  now 
seeing  more  cancer  in  its  earliest  stages  than  ever  before. 

That  American  men  and  women  have  a personal  stake 
in  the  program  of  the  American  Cancer  Society  is  demon- 
strated by  the  public’s  generous  support  of  the  Crusade. 
This  year  the  goal  is  $30,000,000  and  we  are  confident  that 
our  people  will  meet  the  challenge  . . . will  “fight  cancer 
with  a checkup  and  a check”  in  the  encouragement  of 
further  progress. 


Lowell  T.  Coggeshall,  M.D.,  President 
American  Cancer  Society 
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New... 

meprobamate 

prolonged 

release 


Evenly  sustain  relaxation  of  mind  and  muscle ’round  the  clock 


MEPROSPAN  THERAPY 


TWO  MEPROSPAN  CAPSULES  (N  THE  MORNING 
RELIEVE  ANXIETY.  TENSION  AND  SKELETAL  HUS' 
CLE  SPASM  throughout  the  day. 


TWO  MEPROSPAN  CAPSULES  AT  eEOTIMC 
PROVlOE  UNINTERRUPTED  SLEEP  THROUGH* 
OUT  THE  NIGHT. 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage;  Two  Meprospan  capsules  q.  12  h. 

Supplied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl*2-n-propyl*l,3-propanediol  dicarbamate 

Literature  and  samples  request. 

(^WALLACE  LABORATORIES,  ATeuiBrMnswicifc.M.J. 
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Unconscious  patient  cont.  from  31 


REFERENCES 

'Dandy,  W.  E.:  The  Brain,  in  Lewis  D.,  Practice  in  Surgery, 
Hagerstown,  Md.;  W.  F.  Prior  Co.,  Inc.,  12:51,  1932. 

"Weschsler,  I.  S.:  The  Meaning  of  Consciousness;  Bulletin  of 
the  N.  Y.  Academy  of  Medicine,  28:11,  November  1952. 
"Thompson,  R.  K.:  Traumatic  Unconsciousness,  Guide  to  Head 
Injury;  Md.  Medical  Journal,  2:143-146,  March  1953. 

^Fischer,  M.  H.:  Coma;  Ohio  State  Medical  Journal,  44:1105- 
1109,  November  1948. 

"Hamby,  W.  B.,  and  Terry,  R.  N.:  Air  Embolism  in  Operatioirs 
in  Sitting  Position,  Report  of  Five  Fatal  Cases  and  One  of 
Rescue  by  Single  Maneuver;  Surgery,  31:213-215,  February 
1952. 

"Durant,  T.  M.;  Long,  J.,  and  Oppenheimer,  M.  J.:  Pulmonary 
(Venous)  Air  Embolism;  American  Heart  Journal,  33:269-281, 
1947. 

'Pullen,  R.  L. : Differential  Diagnosis  of  Coma;  Southern  Med- 
ical Journal,  44:921-925,  October  1951. 

"Myers,  R.,  and  Myers,  M.  E.:  Management  of  the  Comatose 
Patient;  American  Practitioner  and  Digest  Treatment,  1:1031- 
1040.  October  1940. 


Carcinoid  syndrome  cont.  from  41 


REFERENCES 

'Bjorck,  G.,  Axen,  O.,  Thorsen,  A.:  Unusual  Cyanosis  in  a 
Boy  with  Congenital  Pulmonary  Stenosis  and  Tricuspid  In- 
sufficiency. Amer.  Heart  J.  44:143  (1952). 

"Sjoerdsma,  D.,  Weissbach,  H.,  Udenfriend,  S. : A Simple  Test 
for  Diagnosis  of  Metastatic  Carcinoid  ( Argentaffinoma) . 
J.A.M.A.  159:397  (1955). 

"Heilmeyer,  L.,  Kuhn,  H.,  Lipp,  A.:  Metastasizing  Carcinoid 
of  the  Small  Intestine.  Deutsche  Medizinusche  Wochenschrift 
1:59  (1956). 

'Udenfriend,  S.:  Studies  of  Tryptophan  and  Serotonin  in 
Patients  with  Malignant  Carcinoid.  Science  123:599  (1956). 
"MacDonald,  R.:  A Study  of  356  Carcinoids  of  the  Gastro- 
intestinal Tract  Amer.  Jour,  of  Med.  21:867  (1956). 


'■Thorsen,  A.,  Bjorck,  G.,  Bjorkman,  G.,  Waldenstrom,  J.: 
Malignant  Carcinoid  of  the  Small  Intestine  with  Metastasis 
to  the  Liver,  Valvular  Disease  of  the  Right  Side  of  tlie 
Heart,  Peripheral  Vasomotor  Symptoms,  Bronchoconstriction 
and  an  Unusual  Type  of  Cyanosis.  Amer.  Heart  J.  47:759 
(1954). 

'Rapport,  M.  M.,  Green,  A.  B.,  Page,  I.  H.:  Enzymotic  In- 
activation of  Serum  Vasoconstrictors.  Proc.  Soc.  Exper.  Bio. 
and  Med.  68:582  (1948). 

"McKussick.  V.  A.:  Carcinoid  Cardiovascular  Disease.  Bull. 
Johns  Hopkins  Hosp.  98:13  (1956). 

"Mattingly,  T.  W.,  Sjoerdsma,  A.:  The  Cardiovascular  Mani- 
festations of  Functioning  Carcinoid  Tumors.  Modern  Concepts 
of  Cardiovascular  Disease,  25:7  (1956). 

'“Wooley,  D.  W.,  Shaw,  E.:  Some  Neurophysiological  Aspects 
of  Serotonin.  Brit.  M.  J.  2:122  (1954). 

"Waldenstrom,  J.,  Ljungberg,  E.:  Studies  on  Metastasizing 
Carcinoid  Tumors  and  Their  Possible  Relation  to  Enteromine 
Production.  Acta.  Med.  Scandmav.  152:311  (1955). 

'"Faulkmer,  S.:  Examples  of  Association  of  Gasrtointestinal 
Carcinoids  with  Apparently  Congenital  Malformations.  Gas- 
troenterologica  86:80  (1956). 

'"Jepson,  J.:  Paper  Chromatography  of  Urinary  Indoles. 
Lancet,  Nov.  12,  1955,  1009. 

"Sjoerdsma,  A.,  Weissbach,  H.,  Udenfriend,  S.:  A Clinical, 
Pliysiologic  and  Biochemical  Study  of  Patients  with  Malig- 
nant Carcinoid  (Argentaffinoma).  Amer.  Jour,  of  Med.  20:520 
(1956). 


Film  reviews 

The  ninth  annual  publication  of  “Reviews  of 
Medical  Motion  Pictures”  is  now  available  on 
request  from  the  Film  Library  of  the  A.M.A. 
This  publication  is  prepared  by  the  Council  on 
Scientific  Assembly,  Motion  Pictures  and  Medical 
Television,  and  contains  reprints  of  all  film  re- 
views published  in  The  Journal  A.M.A.  during 
1957. 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  210 


Albuquerque,  New  Mexico 


Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist’  Fred  W.  Langner,  M.D. 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (4.) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (4.)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Cluldren,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mg.  tablets,  bottles 
of  iOO.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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THE  WORLD  MEDICAL 
ASSOCIATION 

gives  you  friends  all  over  the  world 


Here  are  a few  of  the  benefits  of  membership  in  the 

^^International  Voice  of  Organized  Medicine^^ 


THE  PRIVILEGE  OF  ATTENDING 
Annual  Assemblies  of  W.M.A. 
as  an  Official  Observer  for 
the  U.  S.  Committee. 

INTRODUCTIONS  TO 

PROFESSIONAL  LEADERS 

and  medical  institutions, 
wherever  you  may  travel  abroad. 

OPPORTUNITY  TO  PARTICIPATE 
in  many  programs  for  protection 
of  the  doctor’s  status  in  peace 
and  war. 


AID  AND  ADVICE  IN 
TRAVEL  ARRANGEMENTS 

for  attendance  at  medical 
meetings  abroad. 

THE  ‘‘WORLD 
MEDICAL  JOURNAL”, 

and  other  newsletters  and 
publication  of  W.M.A. 

A MEMBERSHIP  CERTIFICATE 

for  display  and  a 
membership  card. 


Dr.  Louis  H.  Bauer,  Secretary-Treasurer 

U.  S.  Committee,  Inc.,  World  Medical  Association 

10  Columbus  Circle,  New  York  19,  New  York 

1 desire  to  become  an  individual  member  of  Tbe  World  Medical  Association,  United  States 

Committee,  Inc.,  and  enclose  check  for  $ _■ my  subscription  as  a : 

Member  — $10.00  a year 

: Patron  Member  — 1100.00  or  more  per  year 

Life  Member  — $2.50.00  (no  further  assessments) 

{Contributions  are  deductible  for  income  tax  purposes) 

Please  make  checks  payable  to  the  U.  S.  Committee,  The  World  Medical  Association. 

This  space  donated  by  The  Rocky  Mountain  Medical  Journal  in  the  interests  of 

the  practicing  physician. 
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1 , Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3i  Elevated  serum  uric  acid  levels. 


2 • Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4i  Colchicine  test;  full  dose  (0.5 
mg.)  every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINCS... SUSPECT  GOUT; 


^BENEMID 

PROBENECID 

A SPECIFIC  FCR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


Urinary  excretion  of  uric  acid  is  approximately  doubled. 
Serum  uric  acid  levels  are  reduced. 

Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 
Formation  of  new  tophi  can  often  be  prevented. 

Fewer  attacks  and  severity  is  reduced. 


RECOMMENDED  DOSAGE:  0.25  Gm.  {Vz  tablet)  twice  daily  for 
one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses, 

Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 
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The  Colorado  State  Medical  Society 

OFFICERS“1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  195K  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years);  District  No.  1;  L.  R. 
Safarik,  Denver,  1960;  District  No.  2:  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  GiUaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6;  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7;  Charles  L.  Mason,  Durango,  1958;  District  No.  8;  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9: 
Scott  A.  Gale,  Pueblo.  1959. 

Grievance  Committee  (two  years) ; Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell,  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years) : Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958);  E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 
Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  rompelli.  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 

Montana  Medical  Association 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings;  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula;  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association;  Rasmiond  F.  Peter- 
son, Butte;  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 

The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958, 

Salt  Lake  City 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  Leslie  B.  White,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

Honorary  President:  Frank  Ray  King, 

Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate;  Drew 
Petersen,  Ogden. 


Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal;  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 

L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 

1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee;  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

New  Mexico  Medical  Society 

Annual  Session  May  13-16,  1958,  j 

Civic  Auditorium,  Albuquerque  ’ 

OFFICERS — 1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  Samuel  R.  Ziegler,  Espanola. 

President-Elect:  James  C.  Sedgwick,  Las  Cruces.  , 

Vice  President:  Lewis  M.  Overton,  Albuquerque.  ;i 

Secretary-Treasurer:  Omar  Legant,  Albuquerque.  | 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  302  First  Na- 
tional Bank  Building,  Albuquerque:  telephone  2-2102.  ( 

Immediate  Past  President:  Stuart  W.  Adler,  Albuquerque. 
Councilors  (three  years):  W.  O.  Connor,  Jr.,  Albuquerque,  i 

1958;  L.  L.  Daviet,  Las  Cruces,  1958;  Aaron  Margulis,  Santa  1 

Fe,  1959;  Junius  A.  Evans,  Las  Vegas,  1959;  Gerald  Slusser,  ■ 

Artesia,  1960;  George  Prothro,  Clovis,  I960:  Wendell  Peacock, 
Farmington,  1960.  j 

Delegate  to  American  Medical  Association  (two  years) : H.  L.  ^ 

January,  Albuquerque,  1958;  Alternate:  Earl  L.  Malone,  Ros-  j 

well,  1958. 

Grievance  Committee:  Louis  Levin,  Belen,  Chairman,  1958; 

Jack  Dillahunt,  Albuquerque,  Secretary-Treasurer,  1958;  A.  D. 
Maddox,  Las  Cruces,  1958;  G.  A.  Slusser,  Artesia,  1958;  William 
Hossley,  Deming,  1960;  Pierre  Salmon,  Roswell,  1960;  Alfred 
Jensen,  Hobbs,  1959;  James  McCrory,  Santa  Fe,  1959;  William 
Natoli,  Los  Alamos,  1958. 

New  Mexico  Physicians  Service:  Wendell  Peacock,  Farming- 
ton,  President,  1958;  H.  M.  Mortimer,  Las  Vegas,  1960;  R.  P. 
Beaudette,  Raton,  1958;  R.  V.  Seligman,  Albuquerque,  1958; 
Omar  Legant,  Albuquerque,  1958;  AUan  Haynes,  Clovis,  1959; 

W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 

U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
Angus  McKinnon,  Albuquerque,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  I960:  Executive  Director,  Mr.  L.  J.  LaGrave, 

212  Insurance  Building,  Albuquerque,  CHapel  3-3188;  O.  C. 
Taylor,  Jr.,  1959. 


The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1958, 

Jackson  Lake  Lodge,  Moran 

OFFICERS — 1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  H.  B.  Anderson,  Casper. 

President-Elect:  L.  Harmon  Wilmoth,  Lander. 

Vice  President:  Benjamin  Gitlitz,  Thermopolis. 

Secretary:  Francis  A.  Barrett,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper:  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H,  Froyd,  Worland, 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


for  your  patients  ivith 

m BRONCHIAL  ASTHMA,  ALLERGIC  DISORDERS 
■ ARTHRITIC  DISORDERS  ■ DERMATOSES 


$<|ulbb  Triamcinolone 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 

— •-)  Squibb  Quality— the  Priceless  Ingredient 


t SQUIBB  TRAOINAAK 
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WANT  ADS 


PROGRESSIVE,  GROWING  GROUP  of  six  physicians 
would  like  to  contact  an  obstetrician,  pediatrician, 
internist,  and  general  practitioner  who  have  com- 
pleted military  obligations.  Very  prosperous  central 
Nebraska  town  under  20,000  offers  unlimited  future 
possibilities.  Excellent  salary  first  year,  attractive 
partnership  thereafter.  Reply  Box  21-3,  Rocky  Moun- 
atin  Medical  Journal,  835  Republic  Bldg.,  Denver  2, 
Colorado. 


GENERAL  PRACTITIONER  — 28;  military  service 
completed;  excellent  background  ENT  and  some 
general  surgery — would  like  to  associate  with  estab- 
lished practitioner  or  group  in  Rocky  Mountain  area. 
Available  July  1.  W.  R.  Markel,  M.D.,  1755  Military 
Avenue,  Seaside,  California.  35-3 


RELIABLE  DRUGGISTS 


Patronize  Denver’s 
Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LUBIN’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  CLendale  5-1073 


EARNEST  DRUG 

217  16»h  Street 

Prescription  Specialists 
Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


OFFICE  SPACE  now  available.  Space  for  3 or  4 doc- 
tors desiring  to  operate  as  a group.  Large  reception 
room,  secretary's  room,  4 consultation  rooms,  6 rooms 
for  examinations  and  laboratory,  x-ray  and  dark 
room,  private  toilet,  in  the  Republic  Building  centrally 
located  in  downtown  Denver,  serving  the  Medical  and 
Dental  Professions  exclusively,  easily  reached  from 
all  sections  of  the  city  by  auto  or  by  public  transpor- 
tation, ample  parking  nearby.  Also,  smaller  spaces  are 
available.  Call,  write  or  visit  the  Building  Manager  on 
the  premises,  KE  4-5271,  1624  Tremont  Place,  Denver 
2,  Colorado.  34-3 


DERMATOLOGIST,  we  need  you.  The  Lakewood  Medi- 
cal Building  located  in  suburban  West  Denver  offers 
you  an  exclusive  territory  for  your  specialty.  Phone 
our  present  tenant  doctors  for  their  opinion.  Air  con- 
ditioned, restricted,  ample  parking.  Write  or  phone. 
Management  Lakewood  Realty,  7845  West  Colfax, 
BElmonth  3-4646,  Denver  15,  Colorado.  31-3 


FOR  SALE:  Books,  12  volumes,  “Practice  of  Surgery,” 
by  Waltham  Walters,  1954  Edition;  “Practice  of 
Medicine,”  by  Tice,  10  volumes,  1954  edition;  Medical 
Reference  Book  on  Medicine  & Surgery,  by  Lippin- 
cott  Quick,  Rehuberger,  1944  edition;  “Surgical  An- 
atomy,” in  colors,  1,280  illustrations,  1934  edition; 
“Surgery  for  Ambulatory  Patients,”  Ferguson,  “Meth- 
ods of  Treatment — Surgical,”  Glendening  & Hasinger, 
7th  Edition;  Textbook  on  Gynecology,  by  Fulkerson, 
“Practice  of  Pediatrics,”  6 volumes,  1945,  Brememan’s; 
Hughs  Practice  of  Medicine.  All  in  excellent  condi- 
tion. Position  hydraulic  chair  complete  with  attach- 
ments, in  excellent  condition;  Hawley  table  for  frac- 
tures; chrome  settee  and  3 chairs  to  match;  special 
lens  lights;  office  stools;  instrument  cabinet  with 
plate  glass  shelves;  assorted  surgery  instruments; 
some  bone  instruments.  Phone  or  write  Mrs.  W.  W. 
Evans,  P.  O.  Box  307,  Phone  2171,  New  Castle,  Colo- 
rado, 32-3 


FOR  LEASE,  in  Lakewood  Medical  Building,  progres- 
sive, exclusive  suburban  West  Denver  area.  Past 
several  months  beyond  doctors’  expectations.  Reason- 
able lease.  Building  restricted,  air  conditioned,  ample 
parking.  Write  or  phone.  Management  Department, 
Lakewood  Realty,  BElmont  3-4646,  7845  West  Colfax, 
Denver  15,  Colorado.  3-3 


FOR  SALE:  General  Electric  X-ray  machine,  200  m.a., 
100  k.v.p.,  rotating  anode  tube;  Sanborn  direct  writer 
electrocardiograph  and  other  private  medical  office 
equipment;  all  in  excellent  condition.  Phone  NOrman- 
dy  7-2640,  Loveland,  Colorado.  22-3 


BOARD  CERTIFIED  Orthopedic  Surgeon  looking  for 
physician  who  has  just  finished  his  internship  and 
would  be  interested  in  working  as  his  assistant  for 
one  year  in  Colorado.  Please  write  Box  6-1  TP,  835 
Republic  Building,  Denver  2,  Colorado. 


WANTED:  Resident  in  Internal  Medicine,  442  adult  bed 
general  hospital.  1 year  approval — 3 years  pending, 
4 charity  clinics  Including  a medical  and  cardiac  clinic. 
Stipend  $225.00  per  month.  Write  Educational  Com- 
mittee, St.  Luke’s  Hospital,  601  East  19th  Avenue, 
Denver  3,  Colorado.  4-1 


GENERAL  PRACTICE  OPPORTUNITY,  excellent  for 
two  medical  doctors.  Northwest  Colorado  community 
of  3,000;  present  physicians  leaving  for  residency 
training  July  1,  1958,  and  will  not  return.  Modern 
Community  Hospital.  Office  space  and  equipment 
available.  W'rite  Box  4-3,  835  Republic  Building,  Den- 
ver 2,  Colorado. 


H-O-W-D-Y 

Registered  Trade  Mark 


BOB  S PLACE 

A Bob  Cat  for  Service 
TEXACO  PRODUCTS 
300  South  Colorado  Boulevard 


Cow  Town,  Colo. 
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Abbey  Rents,  74 
Ames  Company,  83 
Ayerst  Laboratories,  115 

Berber!,  George  & Sons,  Inc.,  76 
The  Birtcher  Corporation,  55 
Bob’s  Place,  114 
Boyle  & Company,  12-13,  79 
Bristol-Myers  Company,  68 
Burroughs  Wellcome  Company,  9-10, 

22,  116 

Buckley  Bros.  Motors,  Inc.,  104 

Cambridge  Dairy,  73 

Case,  G.  M.  Laboratories,  56 

Children’s  Hospital,  84 

Clba  Pharmaceutical  Products  Company, 

Inc.,  11 

City  Park-Brookridge  Farms,  54 
Cocks-Clark  Engraving  Company,  80 

Denver  Optic  Company,  82 

Earnest  Drug,  114 

Emory  John  Brady  Hospital,  78 


General  Electric  Company,  73 

Kincaid’s  Pharmacy,  114 

Lakeside  Laboratories,  3 

Lederle  Laboratories,  16-17,  52-53,  57, 

62,  63.  81,  89-100 

Lilly,  Eli  & Company,  24,  85 

Lubin’s  Drug,  114 

Merck,  Sharp  & Dohme,  Inc.,  5,  14-15, 
66,  67,  102-103,  111 

Newton  Optical  Company,  88 

Parke,  Davis  & Company,  Cover  II,  1 
Physicians  Casualty  Association,  56 
Picker  X-Ray  Corporation,  74 
Publishers  Press,  Inc.,  80 

Reed  & Carnrick,  64 

Republic  Building  Corporation,  82 

Riker  Laboratories,  Inc.,  8 

Robins,  A.  H.  Company,  Inc.,  58-59 

Roerig,  J.  B.  & Company,  Inc.,  6,  21, 

101,  109 


Sandia  Ranch  Sanatorium,  108 
Schieffelin  & Company,  88 
Sobering  Corporation,  23,  86-87 
Searle,  G.  D.,  & Company,  7,  51 
Shadford-Fletcher  Optical  Company,  74 
Smith,  Kline  & French  Laboratories, 
Cover  IV 

Squibb,  E.  R.,  & Sons.  18,  105,  113. 

Taylor  Hearing  Center,  84 
Technical  Equipment  Corporation, 
Cover  III 

Telephone  Answering  Service,  88 

Upjohn  Company,  69-72 
U.  S.  Brewers  Foundation,  75 
U.  S.  Vitamin  Corporation,  4 

Wallace  Laboratories,  19-20,  107 
Wantads,  114 
Wine  Advisory  Board,  32 
Winthrop  Laboratories,  Inc.,  65 


FM  B -200 


A/so  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


AYERST  LABORATORIES 

"Premarin®"  conjugated  estrogens  (equine) 


New  York  16,  New  York  • Montreal,  Canada 
Meprobomote  licensed  under  U.S.  Pat.  No.  2,724,720 


5830 


"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin, 200  mg.  meprobamate 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 
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NOW.. .A  NEW  TREATMENT 


CARDILATE’^ 


‘Cardilate’  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Spontaneous  hemo pneumothorax 
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THIS  5-YEAR  STUDY  SHOWS... 
CONTINUED  EFFICACY 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOOENS 

Recent  reports  comparing  the  effectiveness  of  various  antibiotics  against 
commonly  encountered  pathogens  indicate  that  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  has  maintained  its  high  degree  of  effective- 
nessd‘5  It  is  still  highly  active  against  many  strains  of  staphylococci,^"^ 
streptococci,-’’^  pneumococci,-  and  gram-negative^’^’^’®’^®  organisms. 


12  3 4 

CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES;  (1)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J. 
77:844  (Nov.  1)  1957.  (2)  Schneierson,  S.  S.  /.  Mount  Sinai  Hosp.  25:52  (Jan.-Feb.)  1958.  (3)  Koch,  R., 

& Donnell,  G.;  California  Med.  87:313,  1957.  (4)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  A Five-Year 
Study  of  the  Antibiotic  Sensitivities  and  Cross  Resistances  of  Staphylococci  in  a General  Hospital,  paper 
presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957.  (5)  Doniger,  D.  E.,  & 
Parenteau,  Sr.  C.  M.:  /.  Maine  M.  A.  48:120,  1957.  (6)  Royer,  A.:  Changes  in  Resistance  to  Various 
Antibiotics  of  Staphylococci  and  Other  Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics, 
Washington,  D.  C.,  Oct.  2-4,  1957.  (7)  Hasenclever,  H.  E:  J.  Iowa  M.  Soc.  47:136,  1957.  (8)  Josephson, 
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C V. 


IN  VITRO  SENSITIVITY  OF  FOUR  COMMON  PATHOGENS 
TO  CHLOROMYCETIN  FROM  1952  TO  1956* 

STAPHYLOCOCCUS  PYOGENES 


1 V 

1952 

ESCHERICHIA  COLI 


195S  (91  STRAINS)  93% 

19§5  (128  STRAINS)  99% 

2 1954  (106  STRAINS)  98% 

1953  (3T  STRAINS)  '199% 

1952  (S6  STRAINS)  99% 


PROTEUS  MIRABILIS 


1958  (46  STRAINS)  89% 

1955  (72  STRAINS)  97% 

'3  1954  (36  STRAINS)  36% 

1953  (39  STRAINS)  90% 

1952  (14  STRAINS)  64% 


PSEUDOMONAS  AERUGINOSA 


1956  (S9  STRAINS)  38% 

1955  (113  STRAINS)  ■■■mimilll  25% 

4 1954  (102  STRAINS]  ■■HBi  15% 

1953  (78  STRAINS)  17% 

1952  (51  STRAINS)  29% 
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“Nocturia  and  orthopnea  have  disappeared  since  he’s 
on  NEOHYDRIN— and  he’s  edema-free  when  he 
wakes  in  the  morning.” 


oral 


organomercurial 


TAB  LET 

NE 


OHYDRIN* 

BRAND  OF  CHLORMERODRIN 


2495S 
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with  new 


(PENTAERYTMRITOL  TETRAN  ITRATe)  (sRAND  OF  HYOROXYZINe) 


why  PETN? 


For  cardiac  effect:  PETN  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”  Prevents  about  80%  of  anginal  attacks. 


ivhy  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


For  greater  therapeutic  success : In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  fnc. 


^Trademark 


1.  Russek,  H.  I.:  Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  cartrax  “10” 
tablets  (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
“20"  tablets  (20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “CARTRAX  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 
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COMPREHENSIVi  VAGINITIS  REGIMEN 


Powder  Insufflation  Tablet  Insertion 


Floraquin  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 

Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  “acid  barrier”  to  pathogenic  infection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Dbderlein  bacilli  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin®)  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insuffiation 

“.  . . the  vagina  is  treated  daily  by  swab-* 
bing  with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche.  . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.  D.  Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


♦Williamson,  P.:  Trichomonad  Infestation,  M.  Times  84:929 
(Sept.)  1956. 
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New. . . 

meprobamate 

prolonged 

release 

capsules 


Evenly  sustain  relaxation  of  mind  and  mnscle ’round  the  clock 


Meprospau* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

• maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12  h. 

Supplied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl-2-n-propyl-l,3'propanediol  dicarbamate 

Literature  and  samples  on  request. 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

*TRAOE-MARR  CME-6S98.49 
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Formulas  for  dependable  relief.. 


. . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 


^TABLOID’ 

EMPIRIN  COMPOUND 


Acetophenetidin gr.  2V^ 

' Aspirin  ( Acetylsalicylic  Acid) gr.  3V^ 

Caffeine  gr.  Vi 


•I 


...from  mild  pain  complicated  by  tension  and  restlessness. 


EMPIRAL 


Phenobarbital gr.  V4 

Acetophenetidin gr. 

Aspirin  (Acetylsalicylic  Acid) gr.  3% 


*Sabject  to  Federal  Narcotic  Regulations 


I 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 

comprehensive  eonW  CREMOMYCIN 


SULFASUXIDSNE^  PECTIN-KAOLIN-NEOMYCIN  SUSPENSION 


SOOTHING  ADTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  flnid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 


^ Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA- 
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In  the  Rixky  Mountain  Region 
SEE  and  BUY  YOUR 
MERCEDES-BENZ-  from  BUCKLEY  BROS. 


See  these  top  styled  and  economical  automobiles  in  our  show  rooms. 


300  SL  ROADSTER 


Diesel  engines  available  in  the  180  D model  with  mileage  economy  of  37.4  miles-per- 
gallon  without  sacrificing  speed  or  comfort. 


If  you  are  planning  a trip  to  Europe  we  will  be  happy  to  arrange  delivery  of  your 
Mercedes-Benz  in  any  European  city  at  factory  delivered  price  savings. 

*Port  of  Entry  prices  from  $2,530.00 

STUDEBAKER-PACKARD  • • Mercedes-Benz 

Authorized  Sales  and  Service 

BUCKLEY  BROS.  MOTORS,  INC. 

Franchised  Dealer 

660  South  Broadway  RA.  2.-2.S2.S  Denver,  Colorado 
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onilial  overgrowth 
is  a factor 


Combines  Achromycin  V with  Nystatin 


SUPPUEDe 

CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSAGE: 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMYCiNt  V 
...  the  new  rapid-acting  oral  form  of  AcHROMYCiNt 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
. . . and  Nystatin  . . . the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


LEDERLE  laboratories  division.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER  N Y 
♦Trademark  tReg.  U.  S.  Pat.  Off. 
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there  is  one  tranquilizer  clearly  indicated  111  PBptlC  UlCSr... 


*Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”® (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Fiv^  dosage  forms  give  you  maximum 
flexibility. 

supplied;  lO,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references;  1.  Stmb,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc, 
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UNIQUE  .^K^binsl  research  dhcavery 
far  SELECTIVE,  SUPERIOR 


skehfal  mmcle  relaxation 


Robaxin  — a completely  new  chemical  formulation  — pro- 
vides sustained  relaxation  of  skeletal  muscle  spasm, 
without  impairment  of  muscle  strength  or  normal  neuro- 
muscular function  . . . and  with  essential  freedom  from 
adverse  side  effects.  Beneficial  in  94.4%  of  cases  tested. 


^HTHOCAftBAMOU  U.S.  :PAT.,  NO,.  i77©&4'9 


Supply: 

Tablets,  0.5  Gm.,  bottles  of  50 


References:  l.  Council  on  Drugs,  A.M.A.; 
J.A.M.A.  166:52,  1958.  2.  Pulaski,  E.  J.:.  Prac- 
titioner 179:465,  1957.  3.  Cronk,  G.  A.,  and 
Naumann,  D.  E.:  Ant.  Med.  & Clin.  Ther. 
4:166,  1957.  4.  Kaplan,  M.  A.,  Dickison,  H.  L., 
Hubei,  K.  A.,  and  Buckwalter,  F.  H.:  Ibid. 
4:99,  1957.  5.  Prigot,  A.,  Shidlovsky,  B.  A., 
and  Felix,  A.  J.:  Ibid.  4:287,  1957.  6.  Pulaski, 

E.  J.,  and  Isokane,  R.  K.:  Ibid.  4:408,  1957. 
7.  ^tnam,  L.  E.:  Ibid.  4:470,  1957.  8.  Rein, 
C.  R.,  and  Fleischmajer,  R.:  Ibid.  4:422,  1957. 
9.  Welch,  H.,  Lewis,  C.  N.,  Staffa,  A.  W.,  and 
Wright,  W.  W.:  Ibid.  4:215,  1957.  10.  Cronk, 
G.  A.,  Naumann,  D.'E.,  and  Casson,  K.:  Anti- 
biotics Annual,  1957-8,  ed.  by  H.  Welch  and 

F.  Marti-lbanez,  Medical  Encyclopedia,  New 
York,  p.  397.  11.  Dube,  A.  H.:  Ibid.  p.  409. 
12.  Hubei,  K.  A.,  Palmieri,  B.,  and  Bunn,  P.  A.: 
Ibid.  p.  443.  13.  Kaplan,  M.  A.,  Albright,  H., 
and  Buckwalter,  F.  H.:  Ibid.  p.  415. 14.  Portney, 
B.,  Draper,  T.,  and  Wehrle,  P.  F.:  Ibid.  p.  386. 
15.  Shidlovsky*  B.  A.,  Prigot,  A.,  Maynard,  A. 
de  L.,  Felix,  A.  J„  and  Hjelt-Harvey,  I.:  Ibid, 
p.  459. 


When  tetracycline  therapy  is  indicated 


0 REMEMBER  ABOUT 

Tetrex 

THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX' 

y.S.  PAT.  NO.  a. 791. €09 


Tefrex  requires  no  ^'activating  additive'' 


— it  is  purely  tetracycline  phosphate  complex,  with  an  inherent, 
chemically  unique  property  of  being  rapidly  and  efficiently 
absorbed. 

Each  Tetrex  Capsule  contains: 

Active  ingredient:  TETRACYCLINE  PHOSPHATE  COMPLEX,  250  mg. 

Excipient:  Lactose  q.  s.  hci  activity) 


Tetrex  produces  "peak  high"  tetracycline 
serum  levels 


— over  5000  human  blood  determinations  after  oral  or  intramus- 
cular administration  have  consistently  demonstrated  fast,  high, 
prolonged  serum  levels  in  patients  of  all 

Tetrex  has  an  Impressive  documented 
record  of  clinical  effectiveness 


— more  than  170  million  doses  of  tetracycline  phosphate  com- 
plex in  1957,  with  5 published  clinical  reports  by  9 investigators 
on  826  patients.^’ Clinical  evaluation:  “should  probably 
be  considered  an  improvement  over,  and  an  ultimate  replace- 
ment for,  the  older  tetracycline  hydrochloride.”^® 


BRISTOL  LABORATORIES  INC.,  Syracuse,  New  York 
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Bulk — rough  or  gentle — 
makes  the  Regularity”  diet  work! 


The  Regularity”  Diet 


And  may  we 
suggest  a 
glass  of 
beer  to 
increase  the 
fluid  intake? 


• Frxiits  and  vegetables,  raw  or  cooked,  are 
high  in  cellulose.  Oranges  and  apples,  beets  and 
carrots  also  provide  pectin  which  absorbs  more 
fluid  to  form  especially  smooth  bulk. 

Whole  grains  contain  cellulose  and  Vitamin  B 
Complex  as  well.  Lots  of  liquid  is  important  to 
make  the  cellvflose  bulky—about  8 to  10  glasses 
a day.  And  some  of  it  might  be  beer.* 


For  appetite  appeal  y om  patient  can  team  apples 
with  dates.  Raisins  or  fresh  cranberries  make  a 
tasty  surprise  in  oatmeal  muffins. 

When  your  patient  makes  these  bulk- 
producing  foods  appetizing,  he’s  likely  to  in- 
clude them  in  his  regular  diet. 

*An  8-oz.  glass  of  beer  supplies  about  Vi  the  minimum  require- 
ment of  Niacin  as  well  as  smaller  amounts  of  other  B Complex 
vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer— America’s  Beverage  of  Moderation 


If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue.  New  York  17,  N.  Y. 
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Miltowir 


■ well  suited  for 
prolonged  therapy 

■ well  tolerated, 
relatively  nontoxic 

■ no  blood  dyscrasias, 
liver  toxicity, 
Parkinson-like  syndrome 
or  nasal  stuffiness 

For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 


without 
impairing 
mental  or 
physical 
efficiency 


Relaxes 
both  mind 


and  muscle 


2- methyl-2-n-propy!- 1,3-propanediol  dicarbamate 


TRANQUILIZER  WITH  M U S C L E - R E L A X A N T ACTION 

Supplied : 

400  mg.  scored  tablets, 

200  mg.  sugar-coated  tablets. 
Usual  dosage : 

One  or  two 
400  mg.  tablets  t.i.d. 


THE  ORIGINAL  MEPROBAMATE 


DISCOVERED  & INTRODUCED  BY 


\^/WALLACE  LABORATORIES 


NEW  BRUNSWICK.  NEW  JERSEY 


CM-6590 


I 


AN  IbIiPORT^NT  Al^VANCE 


Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 


Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


Two-dimensional. 

treatment 


SUPPLIED : Bottles  of  60  tablets. 
Each  tablet  contains : 


MILTOWN®  (meprobamate,  Wallace) 400  mg. 

2-methyl-2-n-propyl-l,.3-propanediol  dicarbamate. 

Conjugated  Estrogens  (equine)  0.4  mg. 


DOSAGE : One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 


Milprem* 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 

^°WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown,  the  original  meprobamate. 

*TRADE*MARK 


. . . without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 
reduction  of  excess  serum  choles- 


♦ 'Cytellin'  (Sitosterols,  Lilly) 


ELI  LILLY  AND  COMPANY 


terol  (over  150  mg.  percent)  has 
been  experienced. 

In  addition  to  lowering 
cholesteremia,  'Cytellin’ 
reported  to  effect  reduct 
ratio,  SflO-100  and 
proteins,  "athero| 

Kpoproteins, 

May  we  se/tia  more  c( 
motion  and^ihlioeraph 


INDIANAPOLIS 


for  May,  1958 


19 


Avoid  “BOTTOM  OF  THE  VIAL”  reactions 


Each  cc.  of  Glpbin  Insulin 
—including  the  last  one— 
provides  the  same 
unvarying  potency. 


Of  the  intermediate-acting  insuiins, 
oniy  Giobin  Insuiin  is  a ciear  solution. 


24-hour  controi  for  the  majority 
of  diabetics 

GLOBIN  INSULIN 

‘B.W.&CO.’’ 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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antiallergic  benefits 
all  day  or 
all  night 
with  just 
one  Pyribenzamind 


The  Pyribenzamine  Lontab  is  unique 
in  two  ways.  Its  outer  shell  actually 
releases  33  mg.  Pyribenzamine  for 
immediate  relief.  Its  specially  formulated 
inner  core  slowly  and  consistently 
releases  an  additional  67  mg.  Pyribenzamine 
to  extend  relief  up  to  12  hours. 

For  short-term  or  intermittent  therapy,  you 
can  prescribe  regular  Pyribenzamine  tablets. 

SUPPLY:  Pyribenzamine 
Lontabs,  100  mg.  (light  blue). 

Pyribenzamine  Regular  Tablet, 

50  mg.  (scored)  and  25  mg. 

(sugar-coated). 

PYRIBENZAMINE*  hydrochloride 
(tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CI6A) 


CIBA  SUMMIT,  N.  J. 

a/aetOMit 
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EDEMA 


Start  therapy  with  one  or  two  500  mg» 
tablets  of  'DIURW  once  or  twice  a day, 

BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  'DIURW: 

Congestive  heart  failm-e  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

•biueil'  and  'invbbsine'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 


I 


I 
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as  simple 

as 

in 


HYPERTENSION 


INITIATE  'DIURIL'  THERAPY 

’DIURIL*  is  ^ven  in.  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihjrpertensiYe  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  ad- 
justed as  indicated  by  patient  response.  If  the 
patient  is  established  on  a ganglionic  blocMng 
agent  (e.g.,  *INVERSINE')  this  should  be  con- 
tinued, but  the  total  daily  dose  should  be  imme- 
diately reduced  by  25  to  50  per  cent.  This  will 
reduce  the  serious  side  effects  often  observed  with 
ganglionic  blockade. 

ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage, 

BENEFITS? 

• improves  and  simplifies  the  management  of  h3?pertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS;  management  of  hypertension 


Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIU 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  isnot  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— $ to  4 hours  of  relief 
from  the  outer  layer 


then—%  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*Trademark 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  >4  Triaminic 
Tablet  or  Yz  Triaminic  Juvelet. 


rry  • • • ® 

1 riamimc 


SMITH-DORSEY  .a  division  of  The  Wander  Company  • Lincoln,  Nebraska  •Peterborough,  Canada 
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of  infant  feeding 


Standard  formulas  for  WELL  INFANTS 

Since  age,  appetite  and  digestive  capacity 
vary,  hospital  practice  favors  an  individual- 
ized formula  for  each  infant. 

The  total  daily  feeding  usually  amounts  to  2 
ounces  of  milk  per  pound  of  body  weight,  plus 
1 ounce  of  Karo  Syrup  with  enough  water  to 
satisfy  fluid  requirements. 

The  newborn  usually  takes  from  2 to  3 ounces 
of  formula  per  feeding;  the  very  young  infant, 
4 to  5 ounces— the  daily  quota  yielding  over 
50  calories  for  each  pound  the  infant  weighs. 
The  quantity  per  feeding  should  not  exceed 
8 ounces. 

Newborns  are  fed  at  3 to  4 hour  intervals 
throughout  the  24-hour  period— the  2 or  3 
A.M.  feeding  is  discontinued  after  the  neo- 
natal period.  In  the  third  or  fourth  month  the 
10  or  12  P.M.  feeding  is  discontinued,  once 
the  infant  fails  to  awaken  for  the  bottle. 
Standard  but  individualized  formulas  which 
constitute  the  hospital  infant  feeding  regimen 
are  shown  here. 

WHOLE  MILK  FORMULAS 


Eaeh 


Age 

Cow’s  Milk 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

in  24  Hrs. 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

2V2 

4 

6 

390 

2 

15 

13 

3 

41/2 

6 

430 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3V2 

6 

5 

610 

5 

23 

11 

4 

6V2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  MILK  FORMULAS 

Evap. 

Each 

Age 

Milk 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

In  24  Hrs. 

Calories 

Birth 

6 

12 

2 

3 

6 

3C0 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

31/2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

768 

6 

13 

22 

4 

7 

5 

768 

ADVANTAGES 


OF  KARO®  IN  INFANT  FEEDING 

Compositions  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 
Free  to  Physicians— Book  of 
Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write: 


Medical  Division 

CORN  PRODUGTS  REFINING  COMPANY 
*♦•«*♦*  1 7 Battery  Place,  New  York  U,N.Y. 


I 
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25.  Wetdm 
7.}m, 


Mexi-Derm  Cream  0.5 C an 
Neomycin,  10  Gm.  tubes. 


YAPHY 


approximatd 
potency  of  tj 

no  edema  aJ 


(1)  Noojin,  R.  O.:  South.  M.  J.  49:149 
i6‘2:lS79,  1956.  (3)  Goldman,  L.;  Fla 
2.>;;7S,  19.55.  (4)  Prank,  L.,  and  Stritzl- 

(5)  Robinson,  R.  C.  Y,  and  Robinson,,' 

(6)  C&nizares,  0.;  Shatin,  H.,  and 
1955., 


provides  AAi 
form,/eport 
to  be  the  mo 
steroid  there 


;e,  original^ 


WANTED 


|;ge  of  all| 
jng— with? 
;;.ystemic : 

.a  heavy 
'ling  indefli 


BY  ALL  DERMATOLOGISTS 


A TOPICAL  “METI  ’STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


De, 


NAME 


METI-DERM’GREAM  0.5% 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram -nonstaining,  water-washable  base- 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 


supplied:  10  Gm.  tube. 

Meti-T.M — brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


PACKAGING:  Meti-Berm  Crea|^  0,5.%,  10  Gm.  tube. 

“METP'STEROID-l  -i. 

WHEN  SCRATCHING 

Meti-Derm 


fk^'TOPfCAL' 

ntiallergic  action  in  the  affected  area.  No  syster 


edema  and  weight  gain,  have  been,  reported 


STENS  RECOVERY  After  local  application  o| 

^ Qr»rl  raAfl.  aAama  oytrtkoryiQ  awH  ir'filtrgfir.T^  rllr 


V. 


At  the  last  accoiinting,i  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyehtis 
vaccine  to  64  nuUion  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  pohomyelitis  in  this  coxmtry. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  stUl  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  aU  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a pubhc  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused”'^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
stm  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1.  J.  A.  M.  A.,  165:21  {November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare : News  Release,  October  10, 
1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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W.  IN  THE  Rocky  Mountain  region  live 
largely  in  rural  areas.  Our  metropolitan  dis- 
tricts are  few  and  widely  scattered.  Yet  be- 
cause our  state  medical  offices  and  most  com- 
mittee chairmen  for  state  medical  organiza- 
tions reside  in  these 

r , . metropolitan  districts, 

Lets  Fromote  , 

some  of  our  thinking 

Rural  Safety  sadly  neglects  rural 

needs  of  our  region. 

For  instance: 

Although  councils,  committees,  and  com- 
bined medical-lay  organizations  beyond  num- 
ber have  within  recent  years  “discovered”  a 
need  for  promoting  rural  health  and  have 
done  a rather  good  job  in  that  direction — 
what  has  been  done  about  rural  safety  and 
accident  prevention? 

We  have  our  automotive  safety  commit- 
tees, concentrating  on  better  driving  habits, 
better  construction  of  passenger  automobiles, 
campaigns  for  safety  in  traffic.  Where  are 
our  campaigns  to  reduce  accidents  with  farm 
machinery  which  too  frequently  cripple  and 
occasionally  kill? 

Our  metropolitan  poison  control  centers 
have  made  themselves  justly  famous.  But 
where  are  similar  campaigns  in  small  towns 
and  rural  areas — now  more  important  than 
ever  due  to  the  constantly  growing  use  of 
the  organic  phosphorus  insecticides? 

County  medical  societies  and  individual 
public  health  officers  and  private  practition- 
ers are  justly  horrified  and  read  the  riot  act 
to  their  communities  and  their  public  or  pri- 
vate clienteles  over  an  outbreak  of  diarrhea 
among  infants.  What  do  they  do  about  the 
broken  glass  strewn  over  a school  yard,  the 
monoxide  dangers  of  unvented  heaters,  or 
the  rancher  who  takes  the  guards  off  his 
circular  saw  and  off  his  power  belt  just  for 
a little  more  speed  in  using  such  machinery? 

Let  us  not  hear  again  that  some  county 
medical  society  is  “too  small”  or  has  “too 
widely  scattered  a membership”  to  undertake 
organized  public  service  in  safety! 


I 


N September,  1957,  on  our  editorial  page, 
we  gave  a plug  for  our  area’s  only  Poison 
Control  Center,  located  in  Denver  (TA.  5- 
1331,  remember?).  That  was  primarily  for 
physician  consumption.  Now  both  the  Center 
and  your  editorial  staff 
To  the  would  like  to  give  enthusi- 

astic (and  unsolicited)  sup- 
ixes-l^  port  to  a product  with  the 

clever  name  “Res-Q”*  for 
use  in  accidental  poisonings.  We  are  address- 
ing this  to  physicians,  yes,  but  more  especi- 
ally, through  you  to  the  “consumer,”  the 
potential  poisoning  victim.  Res-Q  comes  in  a 
distinctive  red  and  white  tinfoil  envelope 
and  contains  nothing  more  nor  less  than  our 
old  friend  the  universal  antidote — activated 
charcoal,  magnesium  hydroxide  and  tannic 
acid.  Burnt  toast,  milk  and  tea  in  an  “instant” 
form.  Like  many  an  “old  friend,”  the  uni- 
versal antidote  is  rarely  on  hand  when  we 
need  it;  seldom  available  in  the  office;  in- 
frequently in  our  emergency  bag  and  never 
where  it  is  most  needed,  at  the  scene  of  the 
poisoning. 

Res-Q  will  be  available  without  prescrip- 
tion on  the  druggists’  counter  for  a cost  of 
$1.00  per  packet.  Much  of  the  dollar,  inci- 
dentally, goes  to  the  druggist  who  is  being 
asked  to  explain  the  product  to  the  buyer 
and  to  point  out  the  part  of  the  label  which 
says  “be  sure  to  call  your  physician  or  emer- 
gency hospital  immediately.”  When  pur- 
chased it  should  be  placed  in  a prominent 
spot,  perhaps  thumb  tacked  or  taped  to  the 
back  of  the  medicine  cabinet  door  and  not 
lost  behind  the  aspirin  and  the  bandaids.  We 
hope  every  family  with  small  children  will 
keep  one  or  two  of  these  on  hand  and  we 
hope,  in  addition,  that  it  will  serve  as  a con- 
stant reminder  to  parents  to  keep  potential 
poisons  out  of  reach. 

The  Poison  Control  Center  has  analyzed 
this  product  and  Dr.  R.  Samuel  Johnson,  the 
Director,  writes  us  the  following:  “Now  that 

♦Manufactured  by  Boyle  and  Company. 
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this  product  is  available  it  is  to  be  hoped  that 
it  will  be  present  in  the  home  if  needed  for 
a poisoning.  The  Denver  Poison  Control  Cen- 
ter feels  that  this  product  can  serve  a very- 
useful  purpose  in  the  treatment  of  accidental 
poisonings  if  it  is  widely  distributed  and  used 
according  to  the  directions.  In  regard  to  the 
directions,  I feel  that  the  dose  advised  on 
the  packet  is  adequate  for  children;  but  for 
adults,  I think  most  authorities  in  the  field 
would  recommend  the  use  of  two  packets.” 

E^very  active  physician  recognizes  the  con- 
stantly growing  importance  of  his  county, 
state  and  national  medical  societies  — the 
three  great  “estates”  of  organized  medicine 
in  America.  In  the  past  few  decades,  medical 
practice  has  become  ever 

Medicine’s  complex.  Doctors 

today  must  deal  not  only 
Fourth  Estate  with  more  than  a score 
of  fellow  medical  special- 
ists, but  with  several  score  of  “paramedical” 
technicians,  many  of  whom  are  finding  it 
difficult  to  adjust  themselves  to  a “table  of 
organization”  in  which  the  Doctor  of  Medi- 
cine must,  by  training  and  responsibility,  be 
the  captain  of  the  team.  Then,  too,  in  the 
areas  of  hospital-physician  relations,  of  pub- 
lic health,  of  medical  care  prepayment,  and 
of  social  security,  organized  medicine  is  re- 
quired to  think  in  new  terms  and  to  act  with 
decision,  if  it  is  to  retain  the  leadership  which 
the  people  expect  of  their  physicians.  The 
demands  of  our  time  call  for  medical  states- 
manship of  the  highest  order. 

Now,  medicine  has  added  a “fourth 
estate,”  The  World  Medical  Association, 
which,  though  it  was  founded  only  a little 
more  than  ten  years  ago,  has  already  earned 
for  itself  world-wide  recognition  as  “the 
international  voice  of  organized  medicine.” 
Our  American  Medical  Association  is  one  of 
the  fifty-three  national  medical  associations 
which  comprise  the  membership  of  The 
World  Medical  Association.  Within  the  Unit- 
ed States,  some  5,500  leading  American 
physicians  have  formed  a supporting  com- 
mittee, known  as  the  United  States  Commit- 
tee of  The  World  Medical  Association.  Presi- 


dent of  the  U.  S.  Committee  is  Dr.  Austin 
Smith,  Editor  of  the  Journal  A.M.A.,  and  its 
Secretary-Treasurer  is  Dr.  Louis  H.  Bauer, 
who  has  also  served  as  Secretary  General  of 
The  World  Medical  Association  since  its 
founding  in  1947. 

Our  regional  chairmen  for  the  U.  S.  Com- 
mittee are  Drs.  Bradford  Murphey  for  Colo- 
rado, H.  M.  Blegen  for  Montana,  C.  H.  Gellen- 
thien  for  New  Mexico,  U.  R.  Bryner  for  Utah, 
and  W.  Andrew  Bunten  for  Wyoming. 

The  purposes  of  the  U.  S.  Committee  are 
those  of  W.M.A.  itself:  to  work  for  the  high- 
est standards  of  medical  care  in  all  parts  of 
the  world;  to  defend  and  preserve  the  free- 
doms that  are  essential  to  good  medical  prac- 
tice; to  provide  a forum  for  the  solution  of 
problems  common  to  physicians  the  world 
over;  and  to  promote  world  peace.  You  have 
an  opportunity  to  play  your  part  in  this 
vital  cause  by  becoming  a member  of  the 
U.  S.  Committee  of  W.M.A.  The  A.M.A.  House 
of  Delegates  has  urged  that  every  member 
of  A.M.A.  join  the  U.  S.  Committee.  Annual 
dues  are  $10.00,  and  the  Committee’s  head- 
quarters are  at  10  Columbus  Circle,  New 
York  19,  New  York.  See  the  W.M.A.  full  page 
advertisement  on  page  117. 


O OMETiMES  EDITORS  are  privileged  characters 
— such  as  when  they  are  given  an  advance 
peek  at  future  programs  even  before  they  are 
ready  for  publication. 

That  is  the  case  just  now,  so  we’d  like  to 
caution  all  the  good 


We'’ re  Going; 

How  About  You? 


doctors  in  our  area 
to  set  aside  certain 
dates  and  plan  to  be 
with  us  (yes,  we’re 
going!)  at  these  excellent  up-doming  meet- 
ings, such  as — 

The  New  Mexico  Annual  Meeting  in  Al- 
buquerque May  13  to  16.  That  program  (see 
our  April  issue)  has  already  been  published. 

The  Wyoming  Annual  Session  at  Jackson 
Lake  Lodge,  June  11  to  14.  Not  only  will  the 
program  be  good,  but  those  who  attended 
the  Rocky  Mountain  Medical  Conference 
there  last  year  know  of  its  other  attractions. 
See  the  program  on  page  72  of  this  issue. 
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Present  concepts  in 
gynecologic  endocrinology* 

Jerome  S.  Harris,  M.D.,  Denver 


A potential  Benjamin  Spock  in  the 
gynecology  field,  the  author  presents  to 
the  G.  P.  an  abbreviated  pearl-studded 
text  on  the  normal  and  pathologic 
physiology  of  women. 


Gynecologic  endocrinology  began  as  a spe- 
cialized field  at  the  end  of  the  nineteenth 
century  with  a single  postulate,  “Menstrua- 
tion is  due  to  the  influence  of  an  internal 
secretion  of  the  ovary.”  Today  gynecologic 
endocrinology  embraces  the  whole  complex, 
rapidly  changing  field  of  the  development 
and  function  of  the  complete  gynecologic 
tract  and  certain  aspects  of  reproduction. 
Because  of  its  scope  it  is  of  importance  to 
practically  all  practicing  physicians.  Yet,  be- 
cause of  its  complexity  and  rapid  changes, 
few  can  keep  abreast  of  current  develop- 
ments and  opinions.  It  would  therefore  seem 
worthwhile  to  review  the  leading  concepts 
in  gynecologic  endocrinology  recurrently. 
This  is  such  a review. 

In  order  to  present  a useful,  though  nec- 
essarily incomplete,  summary  of  this  exten- 
sive topic  within  a brief  space,  only  leading 
opinions  will  be  expressed.  Our  review  will 
be  divided  into  two  major  parts,  a discussion 
of  normal  gynecologic  development  and  func- 
tion, and  menstrual  abnormalities  due  to 
endocrine  dysfunction.  An  understanding  of 
physiology  and  physio-pathology  is  stressed. 


*From  the  Gynecologic  Endocrinology  Clinic  at  the  Colorado 
General  Hospital,  Denver, 
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as  that  will  lead  to  more  accurate  diagnoses 
and  better  treatment.  Useful  laboratory  tests 
and  hormono-therapy  will  be  mentioned 
whenever  relevant. 

Normal  development  and  junction  at  birth 

The  normal,  term,  newborn  female  is 
easily  recognized  as  a female  by  the  confor- 
mation of  her  external  genitalia.  Internally, 
the  uterus,  fallopian  tubes  and  ovaries, 
though  not  fully  grown,  are  fully  developed. 
The  ovaries  have  a well-defined  cortex  and 
medulla.  They  do  not,  however,  secrete  ap- 
preciable amounts  of  any  ovarian  hormones, 
which  they  will  produce  in  large  amounts 
later.  The  ovaries  contain  about  100,00  graaf- 
ian follicles.  By  puberty  these  will  have 
diminished  in  number  to  approximately  40,- 
000.  Of  these,  usually  less  than  400  eventually 
mature  and  ovulate. 

The  influences  which  have  resulted  in  the 
production  of  this  perfect  little  female  as  a 
female,  are  basically  genetic.  The  large 
amounts  of  circulating  maternal  female  hor- 
mones will  not  normally  interfere  with  sex 
determination  and  development.  This  is  easily 
shown  by  the  fact  that  the  overwhelming 
majority  of  baby  boys  are  completely  male 
at  birth.  On  the  other  hand,  minor  to  major 
developmental  sexual  abnormalities  can  be 
brought  about  by  improper  function  of  any 
of  a number  of  endocrine  glands  of  the  fetus. 
Deviations  run  from  the  temporarily  estro- 
genized  vaginal  tract  of  the  newborn  female 
and  temporary  gynecomastia  in  the  male 
through  congenital  hypothyroidism  with  its 
consequent  underdevelopment  and  hypo- 
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function  of  the  gynecologic  tract,  to  intersex 
and  female  pseudo-hermaphroditism.  The  last 
mentioned  is  produced  by  the  influence  of 
excessive  adrenal  cortical  androgens  presum- 
ably from  the  fetal  adrenal  cortex. 

Development  at  puberty 

The  exact  cause  of  the  onset  of  puberty 
is  not  known.  It  seems  to  be  initiated  by 
neural  or  neurohumoral  stimuli  from  the 
hypothalamus  to  the  anterior  pituitary  gland. 
These  cause  sequential  secretion  of  the  pitui- 
tary gonadotropins,  namely  follicle  stimulat- 
ing hormone  (FSH) , luteinizing  hormone 
(LH),  and  luteotropin  (LTH).  These  tropic 
hormones,  either  directly  or  by  way  of  the 
secretions  of  their  target  glands,  combine  to 
stimulate  the  changes  which  result  in  the 
development  of  a young  woman  from  a pre- 
pubertal girl.  Her  breasts,  bone  growth,  fat 
distribution  and  external  genitalia  are  all 
visibly  involved.  The  menarche  ensues. 

We  know  that  the  ovaries  now  secrete  ap- 
preciable amounts  of  estrogens  (in  three 
major  forms).  Within  a few  months  to  a year 
ovulation  usually  occurs.  When  that  happens, 
progesterone  is  also  secreted.  Estrogens  stim- 
ulate growth  of  the  ductal  system  of  the 
breasts,  while  progesterone  stimulates  the 
lobular  system  to  grow.  The  ovaries  contain 
maturing  graafian  follicles.  An  occasional 
corpus  luteum  can  be  seen,  and  perhaps  a 
corpus  albicans.  The  endometrium  will  show 
evidence  of  having  been  exposed  to  estro- 
gens, and  possibly  progesterone. 

Though  pituitary  gonadotropins  fluctuate 
greatly  in  the  amount  of  circulation,  once 
their  secretion  is  started  all  are  not  normally 
completely  lacking  again  until  well  after  the 
climacteric.  Their  secretion  is  under  several 
influences  other  than  that  of  the  hypothala- 
mus. The  ovarian,  thyroid  and  several  adre- 
nal cortical  hormones  all  act  to  influence  the 
secretion  of  the  pituitary  gonadotropins.  In 
addition,  in  pregnancy,  chorionic  gonado- 
tropins from  the  placenta  supplement,  and 
largely  replace,  pituitary  gonadotropins.  Lac- 
tation creates  a special  situation,  whereby 
there  is  a deficiency  of  FSH  and  probably 
LH,  but  an  excess  of  prolactin.  Prolactin  is 
considered  by  many  to  be  the  same  as  luteo- 
tropin, and  therefore  was  not  enumerated 


as  a fourth  anterior  pituitary  gonadotropin. 
Small  doses  of  endogenous  or  exogenous 
estrogens  stimulate  secretion  of  FSH,  while 
large  doses  suppress  its  secretion.  Progester- 
one may  have  a similar  effect  on  LH  or  LTH, 
but  this  is  not  clearly  established.  Metabolic 
abnormalities,  such  as  obesity,  cachexia,  dia- 
betes mellitus,  hypothyroidism,  etc.,  can  re- 
sult in  gonadotropin  imbalance.  Psychiatric 
problems,  from  mild  anxiety  to  the  severest 
psychoses,  can  do  the  same.  Finally,  a variety 
of  exogenous  hormonal  medications  can  in- 
fluence the  secretion  of  gonadotropins. 

Variations  in  early  menses 

Puberty  may  be  heralded  by  a growth 
spurt,  by  thelarche  (breast  development) , or 
by  the  menarche  (onset  of  menses).  It  is 
important  to  note  that  a young  girl  may  be 
perfectly  normal,  developing  well,  have  a 
normal  gynecologic  future,  and  still  not  men- 
struate at  age  16.  Beyond  that  age  this  must 
be  considered  primary  amenorrhea,  and  the 
cause  sought.  Before  that,  if  there  is  no 
reason  to  feel  that  the  girl  is  abnormal,  she 
should  be  reassured  and  gynecologic  investi- 
gation avoided.  If  the  growth  spurt  is  exces- 
sive, particularly  if  delayed  menarche  is 
present,  investigation  and  possibly  use  of 
estrogens  to  close  the  epiphyses  are  to  be 
considered. 

Menstrual  periods  are  often  irregular  for 
as  long  as  two  years  after  the  menarche. 
They  may  be  quite  regular  at  first  and  ir- 
regular thereafter,  most  times  to  return  to 
regularity.  However,  because  pituitary  tu- 
mors can  cause  amenorrhea  and  do  occur 
in  young  people,  it  seems  wise  after  age  18 
in  primary  amenorrhea  and  after  six  months 
of  secondary  amenorrhea  to  get  a sella  tur- 
cica x-ray.  Pregnancy,  lactation  and  ovarian 
masses  must  first  have  been  excluded.  Many 
periods  during  the  first  two  years  after  the 
menarche  are  the  result  of  anovulatory 
cycles.  This  explains  the  irregularity  in  oc- 
currence, length,  and  amount  of  some  of 
those  early  periods.  It  also  explains  the  oc- 
casional excessive  period  or  series  of  periods 
in  pubertal  girls.  The  endometrium  may  be 
hyperplastic  because  of  prolonged,  unopposed 
(by  progesterone)  estrogenic  influence,  and 
bleeds  heavily  when  the  estrogen  can  no 
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longer  support  it.  This  is  the  so-called  “func- 
tional uterine  bleeding.”  It  may  occur  at 
any  time  in  a woman’s  menstrual  life.  Mild 
forms  may  be  considered  physiologic,  at  the 
menarche  and  menopause. 

Young  womanhood  to  the  climacteric 

During  this  time  body  growth  and  devel- 
opment are  well  established,  then  completed. 
The  “pituitary-ovarian  axis”  is  functioning. 
A menstrual  pattern  for  each  woman  is  most 
often  set.  Sometimes  it  does  not  become 
established  until  after  marriage  or  after  a 
pregnancy.  It  may  change  after  marriage  or 
after  pregnancies.  The  balance  between  the 
cyclic  influences  of  the  various  endocrine 
factors  (see  Puberty)  on  secretion  of  the 
pituitary  gonadotropins  usually  wavers  little 
now.  The  so-called  pituitary-ovarian  axis  can 
best  be  described  by  picking  a starting  point. 

At  one  time  the  pituitary  gland  would 
have  been  considered  the  logical  starting 
point  in  describing  the  “pituitary-ovarian 
axis.”  The  pituitary  was  considered  to  be  the 
controlling,  primary,  or  “master”  gland  of 
the  body.  It  secretes  so  many  widely  effective, 
important  hormones  that  it  was  thought  to 
be  in  control  of  the  body  as  an  organism. 
Today  we  consider  the  pituitary  gland  not 
as  an  initiator  of  stimuli  but  as  a mediator 
of  stimuli,  comparable  to  a telephone  switch- 
board. Its  tropic  hormones,  such  as  FSH, 
stimulate  specific  target  glands,  such  as  the 
ovary,  which  in  turn  secrete  the  tissue-affect- 
ing hormones,  such  as  the  estrogens,  which 
finally  have  an  effect  on  the  end  organ  (in 
this  case  cause  proliferation  of  the  endo- 
metrium). Thus,  the  pituitary  secretes  only 
in  response  to  outside  nervous  and  chemical 
stimuli,  and  so  is  not  “the  master.”  Let  us 
start  one  step  further  back,  with  the  hypo- 
thalamus. It  is  closer  to  being  a “master,” 
in  some  respects,  than  is  the  pituitary  gland. 
It  largely  controls  the  onset,  and  continued 
secretion,  of  gonadotropins  by  the  anterior 
pituitary  gland. 

About  a decade  ago  Reifenstein  made  the 
cogent  point  that  the  hypothalamus  probably 
is  the  site  of  initiation  of  the  stimuli  which 
cause  the  pituitary  gland  to  secrete  the  first 
in  the  series  of  gonadotropins,  FSH.  This 
FSH  has  several  effects.  The  major  of  these 


is  to  stimulate  the  ovaries  to  secrete  estro- 
gens, and  to  stimulate  any  receptive  graafian 
follicles  of  the  ovaries  to  develop,  ripen,  and 
mature.  One  follicle  (more  in  multiple  ovu- 
laters)  usually  supercedes  any  others  which 
are  developing.  Only  it  continues  to  fruition. 
It  matures,  ripens,  bursts,  and  releases  its 
ovum.  Ovulation  has  occurred.  This  is  fol- 
lowed by  formation  of  the  corpus  luteum 
from  the  granulosa  and  theca-lutein  cells  at 
the  base  of,  and  surrounding,  the  follicle. 

Ovulation 

The  exact  cause  of  ovulation  is  not  known. 
The  theory  with  most  recent  precedence  is 
that  LH,  in  synergism  with  FSH,  causes  ovu- 
lation of  the  most  mature,  ripe  follicle.  It 
has  generally  been  believed  that  progesterone 
secretion  occurs  only  after  ovulation.  How- 
ever, recent  evidence  suggests  that  some 
progesterone  may  be  present  before  actual 
rupture  of  the  follicle.  Progesterone  may 
even  be  necessary  for  ovulation.  This  thought 
is  backed  by  the  fact  that  occasionally  ovula- 
tion can  be  demonstrated  (indirectly,  by  way 
of  endometrial  biopsy  or  basal  body  temper- 
ature charts,  etc.)  to  occur  in  a chronic  non- 
ovulater  soon  after  administration  of  pro- 
gesterone. Luteotropin,  with  the  help  of  LH, 
is  responsible  for  maintenance  of  the  corpus 
luteum  and  continued  secretion  of  progester- 
one. 

The  system  of  checks  and  balances  which 
cause  the  cyclic  changes  in  the  pituitary, 
ovaries  and  uterus,  depends  on  several  ef- 
fects. Major  among  these  is  that  a high 
enough  level  of  circulating  estrogen  can  sup- 
press secretion  by  the  pituitary  of  FSH. 
Lowering  of  the  circulating  FSH  results  in 
lessened  stimulation  of  the  ovary  to  secrete 
estrogens.  When  the  estrogen  level  becomes 
low  enough,  FSH  secretion  resumes,  and 
estrogen  level  again  rises. 

The  corpus  luteum  exists  as  such  and  re- 
mains functional  only  so  long  as  supported 
by  luteotropin  and  LH.  When  this  support  is 
withdrawn,  the  corpus  luteum  fades  rapidly. 
It  has  been  a temporary  endocrine  gland  for 
less  than  two  weeks.  Its  recession  of  function 
is  accompanied  by  a morphologic  recession. 
It  becomes  a scar-filled  corpus  albicans.  The 
rapid  drop  in  circulating  progesterone  is  fol- 
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lowed  in  a day  or  two  by  menstruation.  This, 
in  turn,  is  followed  by  a new  cycle.  Though 
we  talk  of  “Day  One”  of  the  menstrual  cycle 
as  the  first  day  of  bleeding,  that  is  for  con- 
venience only.  Bleeding  is  the  only  easily 
demonstrable,  external  hallmark  of  the  men- 
strual cycle.  The  fact  is  that  menstruation 
results  from  the  effects  of  the  hormonal 
cycle  there  are  special  vaginal,  cervical,  en- 
are  really  at  the  end,  rather  than  at  the  be- 
ginning, of  a cycle.  With  each  menstrual 
cycle  there  are  specific  vaginal,  cervial,  en- 
dometrial, breast,  vascular  and  body  fluid 
changes.  Some  of  these  will  be  discussed 
later.  Etiologically  speaking,  the  “purpose” 
of  each  ovulatory  cycle  is  to  prepare  the 
woman  for  possible  establishment  of  a preg- 
nancy. 

Pregnancy 

When  pregnancy  occurs,  remarkable 
changes  come  about  in  the  woman’s  endo- 
crine system.  Cyclic,  monthly  fluctuation  of 
the  circulating  estrogens  and  progesterone  is 
substituted  for  by  prolonged,  increasing,  and 
eventually  high  levels  of  estrogens  and  pro- 
gesterone. Pituitary  gonadotropins  are  sup- 
plemented by  chorionic  gonadotropins  from 
a new,  temporary  endocrine  gland,  the  pla- 
centa. The  placenta  also  secretes  estrogens 
and  progesterone.  The  corpus  luteum  of  the 
ovary  is  very  active.  It  does  not  wane  in  two 
weeks,  but  is  maintained  throughout  the 
pregnancy.  Its  presence  is  vital  to  the  main- 
tenance of  the  pregnancy  for  the  first  eight 
to  twelve  weeks  only,  then  the  placenta  takes 
over  its  function.  The  large  amounts  of  estro- 
gen and  progesterone  which  are  available 
help  support  the  phenomenal  growth  of  the 
uterus  and  its  contents.  They  also  usually 
foster  enough  quiescence  so  that  this  large, 
hollow,  smooth-muscled  organ  does  not  con- 
tract prematurely  in  such  a way  as  to  expel 
its  contents. 

Relaxation  of  the  ligaments  and  sym- 
physes of  the  body  occurs,  most  notably  in 
the  pelvic  region.  The  major  hormone  re- 
sponsible for  this  is  relaxin,  a third  ovarian 
hormone.  Breast  changes  consist  of  conges- 
tion, hyperplasia,  hypertrophy  and  activation 
of  secretion  of  colostrum,  then  milk.  Estro- 
gens stimulate  growth  of  the  breast  ductal 


system,  while  progesterone  stimulates  growth 
of  the  lobular  system.  Menses  are  suppressed, 
normally,  until  after  the  puerperium  and 
lactation  are  completed.  Then  the  “pituitary- 
ovarian  axis”  takes  over,  as  before,  and 
menstrual  cycles  are  re-established. 

Urinary  chorionic  gonadotropin  levels  rise 
to  about  250  mouse  units  per  twenty-four 
hours  two  weeks  after  conception,  thus  about 
four  weeks  after  the  last  normal  menstrual 
period.  They  soar  to  as  high  as  forty  times 
that  level  in  the  next  ten  weeks,  and  drop 
back  to  that  level  in  the  following  ten  weeks. 
There  they  remain  until  the  end  of  the  preg- 
nancy. This  explains  why  those  biological 
tests  for  pregnancy  which  utilize  chorionic 
gonadotropins  are  not  equally  reliable 
throughout  pregnancy. 

Side  effects  of  pregnancy  related  to  the 
unusually  high  levels  of  some  hormones  are 
nausea  and  vomiting  (if  non-psychic  + non- 
pathologic),  the  lack  of  smooth  muscle  tone, 
with  its  accompanying  lassitude,  “heartburn,” 
and  lowered  blood  pressure  of  early  preg- 
nancy. It  is  said,  on  good  authority,  that  there 
are  distinctly  fewer  spontaneous  abortions  in 
those  patients  who  have  nausea  in  pregnancy 
than  in  those  who  do  not. 

Labor 

The  cause  for  the  onset  of  labor  is  still 
not  known  with  certainty.  Pitocin,  a hor- 
mone from  the  posterior  pituitary,  is  an  oxy- 
tocic, and  is  of  major  importance  in  stimulat- 
ing uterine  contractions.  It  most  likely  as- 
sumes some  responsibility  for  the  onset  of 
labor.  There  seems  to  be  a drop  in  the  estro- 
gen and  progesterone  level  shortly  before 
onset  of  labor.  This  observation  is  not  im- 
plied to  mean  that  onset  of  labor  is  triggered 
by  this  hormonal  change,  or  that  if  estrogen 
and  progesterone  are  maintained  artificially 
at  a high  level,  labor  can  be  delayed  or 
stopped,  under  normal  conditions.  This  point 
is  under  investigation,  for  abnormal  situa- 
tions. The  drop  in  estrogen  and  progesterone 
levels  may  be  secondary  to  circulatory 
changes  in  the  placenta.  Circulatory  changes 
are  probably  due  to  placental  aging,  to  in- 
creased uterine  contractions,  to  heightened 
uterine  tone,  or  to  abnormal  bleeding.  Labor 
is  a relatively  short  period  of  the  whole 
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pregnancy.  Hormonally  its  most  important 
feature  is  the  loss  of  that  temporary  endo- 
crine gland,  the  placenta. 

Recent  literature  on  the  ability  of  a re- 
fined form  of  the  third  ovarian  hormone, 
relaxin,  to  stop  premature  labor  is  not,  at 
this  time,  complete  enough  to  be  convincing. 
The  usefulness  of  increasingly  large  doses 
of  estrogens  or  progesterone  in  averting  abor- 
tion is  still  controversial.  Certainly  they  are 
less  successful  after  a state  of  threatened 
abortion  has  set  in,  than  when  used  prophy- 
lactically  in  pregnant  patients  with  a history 
of  habitual  abortion. 

Lactation 

Colostrum  is  commonly  formed  by  the 
breasts,  starting  about  the  fourteenth  week 
of  pregnancy.  Its  presence  may  not  always 
be  apparent,  but  at  times  it  seeps  out  of  the 
breasts  spontaneously.  Approximately  three 
days  after  cessation  of  placental  hormonal 
activity,  whether  following  term  or  prema- 
ture delivery,  or  fetal  death  in  utero,  milk 
usually  is  formed  by  the  breasts.  Milk  forma- 
tion and  ejection  are  variable  in  quality  and 
quantity.  Prolactin,  which  is  now  believed 
to  be  the  same  hormone  as  anterior  pituitary 
luteotropin,  initiates  and  maintains  lactation, 
if  conditions  are  favorable.  Thyroid  function 
must  be  correct.  FSH  and  estrogens  must  be 
low.  Circulating  progesterone  and  androgens 
(whether  endogenous  or  exogenous)  must 
not  be  in  excess.  All  the  causes  for  lack  of 
secretion  of  milk  by  the  breasts  are  not  clear. 
One  certain  and  dramatic  one  is  Sheehan’s 
Disease,  postpartum  hypopituitarism  second- 
ary to  excessive  postpartum  hemorrhage 
with  deep  shock.  The  first,  though  a non- 
specific, sign  of  this  disease  is  absence  of 
lactation.  If  lactation  occurs,  presence  of 
Sheehan’s  Disease  is  ruled  out. 

Menstruation  usually  does  not  return 
until  after  lactation  has  ceased.  Lactation 
can  continue  for  prolonged  periods  after 
nursing  has  been  discontinued,  though  this 
is  not  usually  the  case.  During  lactation  there 
is  usually  infertility  due  to  suppression  of 
ovulation.  However,  ovulation  and  menstrual 
cycles  sometimes  resume  while  lactation  con- 
tinues. Pregnancy  may  occur  during  lacta- 
tion, even  in  the  absence  of  menstrual  pe- 
riods. After  all,  normally,  menstrual  bleed- 


ing follows  ovulation  (by  two  weeks) . If  the 
patient  ovulates  and  has  properly  timed  co- 
itus, conception  might  occur.  This  would 
forestall  what  would  have  been  the  first 
menstrual  period.  It  would  also  suppress  lac- 
tation. 

Climacteric 

The  female  climacteric  is  commonly,  and 
incorrectly,  called  “the  menopause,”  which 
is  just  one  of  its  symptoms.  The  climacteric 
is  that  period  in  the  life  of  a woman  during 
which  she  changes  from  a state  of  ovarian 
activity  to  one  of  non-activity.  The  change 
may  seem  to  be  abrupt,  but  it  is  probably 
always  gradual.  At  the  start  of  the  climac- 
teric, periods  may  continue,  but  ovulation 
becomes  less  common.  Eventually  there  is 
loss  of  essentially  all  responsive  graafian 
follicles.  Inadequate  amounts  of  estrogen  are 
produced  to  maintain  the  woman  in  her  pre- 
climacteric gynecologic  and  metabolic  state. 
The  well  known  physiologic  changes  follow. 
Outstanding  ones  are  cited.  Among  these  is 
cessation  of  the  menses,  the  menopause.  The 
endometrium  atrophies,  the  vagina  becomes 
dry,  and  the  secretion  by  the  pituitary  of 
FSH  increases  greatly,  due  to  lack  of  sup- 
pressive estrogens.  The  deposition  of  fatty 
tissue  increases,  vasomotor  lability  (with  its 
hot  flushes)  is  common,  changes  in  mental 
attitude  (partly  circumstantial  and  partly 
climacteric)  may  occur.  Osteoporosis  may 
start.  Loss  of  elastic  tissue  and  of  muscle 
tone,  and  atrophy  of  breast  tissue  are  usual. 
Hair  growth  and  distribution  may  be  affect- 
ed. Presence  of  a moustache  may  be  noted. 
Hair  changes  are  largely  due  to  the  fact  that 
the  normal  body  androgens  are  still  being 
secreted  by  the  adrenal  cortex.  They  stimu- 
late hair  growth,  and  do  so  on  an  androgenic 
pattern  if  unopposed  by  estrogens. 

Only  occasionally  is  the  picture  of  the 
female  climacteric  as  bleak  as  this  descrip- 
tion would  make  it  appear.  The  process  is 
usually  slow  in  running  its  course,  and 
women  who  sustain  other  than  minor  degrees 
of  the  whole  syndrome  are  in  the  minority. 
A surgically  induced  climacteric  is  more  apt 
to  be  severe.  In  the  great  many  who  go 
through  the  climacteric  without  problems, 
years  of  physical  health  and  mental  repose 
often  follow. 
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The  actual  menopause  may  be  manifest 
in  one  of  several  ways: 

1.  Relatively  sudden  cessation  of  periods. 

2.  More  gradual  change  to  scantiness  of 
flow. 

3.  Irregularity  and  decreased  frequency 
of  periods,  with  or  without  scantiness. 

4.  Occasional  heavy  periods,  intermingled 
with  scanty  or  normal  ones. 

5.  Persistently  heavy  periods. 

The  reasons  for  1 and  2 are  easily  under- 
stood. There  are  few  or  no  functional  graafian 
follicles  left,  and  little  or  no  ovarian  estro- 
gen is  produced  to  stimulate  development  of 
the  endometrium.  In  the  third  case,  resist- 
ance to,  and  irregular  response  of,  the  ovary 
to  FSH  occurs.  In  the  fourth  situation,  the 
heavy  periods  are  probably  classical  “func- 
tional uterine  bleeding”  associated  with  an 
anovulatory  cycle  (see  Puberty).  Finally,  a 
series  of  anovulatory  cycles  is  not  uncommon 
and  can  give  a series  of  heavy  periods,  in 
which  the  estrogen  that  is  present  is  unop- 
posed by  progesterone.  It  is  of  utmost  im- 
portance to  keep  in  mind  that  serious  gyne- 
cologic pathology  is  particularly  prevalent 
in  the  peri-menopausal  years,  and  that  ab- 
normal bleeding  must  not  be  automatically 
attributed  to  the  menopause. 

Menstrual  abnormalities  secondary  to 
endocrine  imbalance 

There  are  many  possible  causes  for  up- 
setting the  delicate,  intricate  mechanism 
which  controls  the  normal,  monthly  men- 
strual cycle.  In  general,  these  are  anatomical 
abnormalities,  functional  (non  - organic) 
causes,  pregnancy  and  lactation,  systemic 
diseases,  non-gynecologic  endocrine  diseases 
and  gynecologic  endocrine  imbalances.  We 
will  discuss  only  the  last. 

A normal  menstrual  period  could  be  de- 
scribed as  the  passage  of  mainly  non-clotted 
blood  and  endometrial  debris  from  the  uterus, 
within  the  following  requisites: 

Age — After  age  10  and  before  age  54,  oc- 
casionally normal  menses  start  at  age  9 with- 
out demonstrable  pathologic  cause.  Though 
the  average  age  for  the  menopause  is  seven 
to  eight  years  younger  than  54,  an  occasional 
woman  may  menstruate  without  demon- 
strable pathologic  cause  at  an  older  age. 

Cycle — Twenty-five  to  thirty-three  days 


from  the  beginning  of  one  cycle  to  the  be- 
ginning of  the  next.  Most  women  do  not 
expect  their  cycles  to  vary  by  more  than 
three  to  four  days.  More  frequent  or  less 
frequent  periods  are  probably  due  to  at  least 
a minor  endocrine  abnormality. 

Length — Three  to  eight  days.  This  factor 
is  usually  constant  to  within  two  days,  for 
any  one  woman. 

Amount — This  is  very  difficult  to  define 
with  any  precision.  Using  rough  approxima- 
tions, it  should  not  require  the  wearing  of 
more  than  one  pad  at  a time,  nor  more  than 
eight  in  a single  day,  nor  more  than  eighteen 
regular  sized  pads  throughout  a period.  Total 
blood  loss  of  over  150  cc.,  or  drop  in  hemo- 
globin of  over  one  gram  is  abnormal.  Normal 
flow  for  some  women  is  consistently  greater 
or  lesser  than  that  for  others.  Deviation  from 
one’s  own  norm  is  significant,  even  though 
one  stays  within  the  general  realm  of  normal. 

Clots — Blood  clots  over  five  cc.  in  volume 
or  two  cms.  in  diameter  are  abnormal,  as 
menstrual  blood  is  usually  non-clotting. 

Amenorrhea 

Amenorrhea  is  of  two  types,  primary  and 
secondary.  Primary  amenorrhea  is  said  to 
exist  when  no  menses  have  occurred  by  the 
time  a girl  has  reached  her  seventeenth  birth- 
day. This  is  no  way  implies  lack  of  develop- 
ment of  secondary  sexual  characteristics. 
Secondary  amenorrhea  is  said  to  exist  when 
a person  who  has  previously  menstruated 
misses  at  least  three  periods.  If  only  one  or 
two  periods  are  missed  it  is  considered  a 
delayed  period.  The  causes  and  implications 
of  the  two  types  of  amenorrhea  may  be  simi- 
lar or  very  different.  However,  the  approach 
to  investigating  each  problem  is  basically 
the  same,  that  of  seeking  the  deficient  link  (s) 
in  the  system.  In  this  discussion  we  will 
limit  ourselves  just  to  gynecologic  endocrine 
dysfunctions  causing  amenorrhea.  We  must 
thus  exclude  discussion  of  other  causes  of 
amenorrhea,  anatomic  abnormalities,  func- 
tional (non-organic)  diseases,  major  systemic 
diseases  and  physiologic  causes  of  amenor- 
rhea, those  causes  related  to  pregnancy.  We 
must  assume  that  no  menses-retarding  medi- 
cations are  being  taken. 

As  previously  mentioned  (see  Puberty), 
the  concept  of  an  endocrine  control  of  the 
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menses  has  been  enlarged  to  include  essen- 
tial components  other  than  the  pituitary- 
ovarian  axis.  Participation  of  the  hypothala- 
mus, as  well  as  the  constant  need  for  proper 
thyroid  function,  plus  the  adverse  influence 
of  improper  thyroid  and  adrenal  cortical 
function  so  intimately  affect  the  pituitary- 
ovarian  axis,  that  one  can  no  longer  consider 
that  axis  independently.  The  complexity  of 
the  situation  is  increased  by  the  fact  that 
some  of  these  glands  secrete  more  than  one 
hormone,  and  that  either  over-secretion  or 
under-secretion  might  result  in  amenorrhea. 
Further,  the  secretion  of  any  of  these  glands 
largely  depends  on  outside  influences,  such 
as  the  effect  of  action  of  hormones  from  other 
glands. 

Hypothyroidism 

Hypothyroidism  may  result  in  menstrual 
abnormalities.  Though  occasionally  menstrual 
flow  is  increased,  generally  it  is  decreased, 
and  may  reach  amenorrhea.  The  site  of 
action  of  the  thyroid  hormone  in  helping 
maintain  normal  m.enses  is  probably  the  an- 
terior pituitary  (via  assisting  in  maintaining 
proper  gonadotropic  balance) . Slight  degrees 
of  hypothyroidism  may  affect  the  mainte- 
nance of  normal  menstrual  bleeding  and  of 
ovulatory  menstrual  cycles,  while  not  notably 
influencing  general  metabolism.  This  may  ex- 
plain the  apparent  salutary  effect  of  thyroid 
extract  on  the  menstrual  pattern  in  some 
women  with  menstrual  abnormalities.  Their 
thyroid  function  may  be  within  the  lower 
range  of  normal.  Liothyronine,  a newly  iso- 
lated hormone,  acts  in  similar  fashion  to 
thyroid  extract  on  the  gynecologic  tract.  It 
requires  smaller  doses,  is  quicker  and  more 
transient,  but  probably  no  more  effective. 
Details  of  its  site  of  influence  on  the  gyne- 
cologic tract  have  not  been  fully  established. 
Standard  thyroid  function  tests,  e.  g.  protein 
bound  iodine  level,  do  not  reveal  its  need  or 
its  efficacy,  because  they  do  not  test  the  ele- 
ment of  metabolism  which  it  influences. 

Inadequate  secretion  of  the  pituitary 
gonadotropins  may  be  due  to  hypopituita- 
rism which  may  in  turn  be  complete  or  par- 
tial. Overactivity  of  one  group  of  anterior 
pituitary  cells  may  dominate  the  secretory 
activity  of  the  gland  and  result  in  underse- 
cretion of  other  normally  secreted  substances. 


In  any  event,  inadequacy  of  gonadotropins 
would  result  in  amenorrhea.  It  is  of  interest 
too,  that  when  progressive  hypofunction  of 
the  anterior  pituitary  comes  about  there  is 
selective,  rather  than  general,  loss  of  ability 
of  the  gland  to  secrete  the  tropic  hormones. 
Gonadotropins  disappear  first,  then  thyrotro- 
pin, and  finally  adenocorticotropin.  Note  that 
this  is  in  the  order  of  least  vital  to  most  vital. 

It  is  sometimes  easier  to  recognize  the 
presence  of  a deficiency  of  gonadotropins 
(by  way  of  measuring  urinary  FSH  levels) 
than  it  is  to  recognize  why  they  are  deficient. 
In  ordering  an  FSH  evaluation,  it  is  impor- 
tant to  indicate  what  range  FSH  level  is  to 
be  anticipated,  i.e.  high  or  low.  This  saves 
the  laboratory  the  need  of  doing  a number 
of  unnecessary  tests.  Too  little  FSH  would 
indicate  hypopituitarism,  from  any  cause. 
Too  much  FSH  would  clear  the  pituitary’s 
ability  to  secrete  FSH  and  might  indicate  an 
inability  of  the  ovaries  to  respond  to  the 
gonadotropins  by  secreting  estrogens,  thus 
ovarian  deficiency  amenorrhea.  Under  nor- 
mal circumstances,  adequate  amounts  of 
estrogens  suppress  pituitary  over-secretion 
of  FSH  and  restore  normal  levels.  Pituitary 
under-function  may  be  due  to  lack  of  stimu- 
lation by  the  hypothalamus,  or  to  suppres- 
sive doses  of  certain  hormones,  e.  g.  large 
doses  of  estrogens  (endogenous  or  exoge- 
nous) . It  may  be  due  to  disease  of  the  pitui- 
tary itself,  e.  g.  primary  or  secondary  tumors 
or  vascular  disorders. 

Adrenal  cortical  malfunction  can  affect 
the  menses  in  two  major  ways.  First,  either 
over-secretion  or  under-secretion  of  the  glu- 
cocorticoids can  cause  an  imbalance  in  pitui- 
tary function,  with  partial  or  complete  loss 
of  secretion  of  gonadotropins.  Second,  hyper- 
secretion of  adrenal  cortical  androgens  sup- 
presses secretion  by  the  pituitary  of  FSH  and 
also  acts  directly  on  the  endometrium  to 
diminish  the  build-up  of  proliferative  endo- 
metrium. 

Influence  of  exogenous  hormones 

For  completeness  it  should  be  mentioned 
here  that  exogenous  hormones,  perhaps  given 
as  a medication,  generally  act  in  additive 
fashion  (though  not  arithmetically)  in  sup- 
plementing the  circulating  hormones.  The 
body  will  respond  to  the  total  in  such  a way 
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as  to  try  to  restore  homeostasis.  If  the  hor- 
mones were  given  to  correct  an  insufficiency 
(replacement  therapy) , normality  is  ap- 
proached. Further,  if  an  excess  of  hormones 
is  given,  re-adjustment  from  this  over- 
balance tends  to  occur  by  the  inhibition  of 
secretion  of  the  hormone  that  is  in  excess. 
An  example  of  this  latter  is  suppression  of 
the  pituitary  secretion  of  ACTH  when  an 
excess  of  cortisone  is  given.  Note  the  effec- 
tiveness, yet  lack  of  specificity  here.  Though 
only  cortisone  is  given  in  excess,  the  resultant 
loss  of  ACTH  means  lack  of  secretion  of 
several  hormones  which  are  normally  secret- 
ed in  response  to  ACTH. 

Hyper-estrinism,  with  hyperplastic,  pro- 
liferative endometrium  is  a less  common 
cause  of  amenorrhea.  Often  it  just  causes 
oligomenorrhea.  It  is  sometimes  called  Zon- 
dek’s hyper-estrogenic  amenorrhea.  Adminis- 
tration here  of  adequate  amounts  of  pro- 
gesterone usually  causes  a menstrual  flow, 
which  is  apt  to  be  heavy.  In  some  cases,  one 
treatment  may  be  adequate  to  return  a pa- 
tient to  a normal  balance. 

Functional  ovarian  tumors  may  cause 
amenorrhea  by  furnishing  either  an  excess 
of  estrogens,  androgens,  or  progesterone.  The 
effect  of  estrogens  and  androgens  has  been 
described  above.  Progesterone  is  perhaps  the 
strongest  deterrant  to  menstruation.  In  ade- 
quate dosage  it  can  even  block  estrogen  with- 
drawal bleeding. 

Oligomenorrhea 

Oligomenorrhea,  or  infrequent  periods, 
when  on  an  endocrine  deficiency  basis,  is 
usually  due  to  lack  of  monthly,  balanced  se- 
cretion of  the  necessary  series  of  hormones 
from  the  pituitary-ovarian  axis.  Contribut- 
ing endocrine  factors  may  be  the  administra- 
tion of  disturbing  exogenous  hormones  (such 
as  estrogens,  androgens,  progesterone),  func- 
tional ovarian  cysts  or  tumors,  hypothyroid- 
ism, or  adrenal  cortical  dysfunction.  In  study- 
ing the  endometrium  or  basal  body  tempera- 
ture curves  of  a patient  with  oligomenorrhea, 
one  finds  that  there  is  a prolonged  prolifera- 
tive phase  to  the  cycle  in  the  large  majority 
of  cases,  yet  often  without  endometrial  hy- 
perplasia. This  may  be  due  to  endometrial 
resistance  to  estrogenic  stimulation  or  to  in- 


adequate amounts  or  poor  quality  of  estro- 
gens. Ovulation  does  not  always  occur. 
Ovulatory  or  anovulatory  menses  finally 
supervenes.  In  some  infertile  couples  the  only 
problem  is  infrequency  of  ovulation,  hence 
diminished  chances  of  properly  timed  coitus. 

Psychic  disturbances,  acting  by  way  of 
suppressing  the  hypothalamus,  can  also  cause 
oligomenorrhea.  Cyclic  progesterone  therapy 
is  usually  effective  therapy  in  oligomenor- 
rhea. 

Hypomenorrhea 

Hypomenorrhea,  or  small  volume  of 
menses,  is  sometimes  just  an  earlier  or  lesser 
stage  of  amenorrhea.  Frequently  it  is  caused 
by  similar  things.  It  is  most  commonly  the 
result  of  inadequate  proliferation  of  the  en- 
dometrium following  the  endometrial  slough 
of  the  preceding  period.  While  this  may  be 
due  to  inability  of  the  endometrium  to  re- 
grow properly,  it  more  likely  is  the  result 
of  lack  of  enough  estrogen  to  stimulate  en- 
dometrial proliferation.  Such  lack  may  be 
caused  by  under-secretion  of  FSH  by  the 
pituitary,  or  lack  of  response  of  the  ovaries 
to  a normal  amount  of  FSH.  An  over-balance 
of  androgens  may  be  present.  This  would 
exert  a braking  effect  on  the  ability  of  the 
estrogens  to  cause  endometrial  proliferation. 

Over-secretion  of  estrogens  does  not  cause 
hypomenorrhea.  It  may  cause  temporary  to 
prolonged  amenorrhea,  as  noted  previously. 
It  is  usually  eventually  followed  by  heavy 
bleeding.  There  may  be  intermenstrual  stain- 
ing and  finally  bleeding,  due  to  inability  of 
the  estrogens,  even  at  their  elevated  level,, 
to  support  the  hyperplastic  endometrium  it 
has  built  up. 

A major  action  of  progesterone  is  to  cause 
sloughing  of  an  estrogen-primed  endometri- 
um, by  separation  in  the  outer  portion  of 
the  basalis.  Inadequate  amounts  of,  or  resist- 
ance to,  progesterone  may  cause  hypomenor- 
rhea because  of  the  resultant  poor  slough. 
Endometrial  biopsy  or  curettage  of  the  uterus 
just  before  a period  will  establish  the  ade- 
quacy or  inadequacy  of  the  circulating  estro- 
gen and  progesterone.  If  volume  of  endo- 
metrium is  sufficient,  there  is  enough  estro- 
gen. Adequate  amounts  of  progesterone 
should  completely  convert  an  estrogenic,  pro- 
liferative endometrium  to  the  secretory 
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phase.  A mixed  or  inadequately  converted 
endometrium  (proliferative  plus  secretory) 
indicates  inadequate  progesterone  effect. 
Therapy  consists  of  administering  additional 
progesterone,  at  the  proper  time  in  the  cycle. 
It  will  help  convert  proliferative  endometri- 
um to  the  secretory  phase,  and  will  enhance 
sloughing  of  the  endometrium  upon  pro- 
gesterone withdrawal. 

Menorrhagia  or  hypermenorrhea 

Menorrhagia  or  hypermenorrhea  is  heavy 
bleeding  at  the  time  of  the  period.  When  it 
is  due  to  an  endocrine  abnormality  it  is 
almost  always  the  result  of  a greater  than 
average  estrogenic  build-up  or  proliferation 
of  the  endometrium.  This  may  be  the  result 
of  too  much  secreted  estrogen.  It  may  also  be 
due  to  lack  of  the  normal  opposition  by  pro- 
gesterone from  the  corpus  luteum  and  andro- 
gens from  the  adrenal  cortex,  to  the  usual 
proliferation-stimulating-effect  of  the  estro- 
gens. Not  all  cycles  are  ovulatory.  Anovula- 
tory cycles  are  progesterone-free  and  fre- 
quently result  in  heavier  than  average,  not 
wholly  regular  cycles.  This  is  known  as 
“functional  uterine  bleeding.”  It  exemplifies 
endometrial  hyperplasia  based  on  unopposed 
estrogen  effect.  Anovulatory  cycles  are  com- 
monly present  in  the  peri-pubertal,  the  peri- 
menopausal,  and  the  immediate  postpartum 
periods.  They  can  occur  at  any  time  during 
one’s  menstrual  life.  Most  women  probably 
have  an  occasional  anovulatory  cycle.  Some 
have  them  frequently. 

Thyroid  function  disturbances  in  some 
instances  result  in  a gonadotropin  secretion 
diminution  or  imbalance,  with  resultant  es- 
trogen-progesterone imbalance,  and  menor- 
rhagia. 

Prolonged  menses  and  polymenorrhea 

Prolonged  bleeding  beyond  the  maximum 
of  eight  days  or  the  average  for  that  patient, 
may  be  due  to  a single  or  to  a variety  of 
causes.  Inadequate  quantity  or  quality  of 
progesterone  to  cleanly  slough  the  endo- 
metrium, as  well  as  the  other  causes  of  men- 
orrhagia, are  the  major  endocrine  reasons  for 
prolonged  menstrual  bleeding. 

Basal  body  temperature  charts  indicate 
that  polymenorrhea  or  frequency  of  periods 
is  usually  associated  with  either  anovulatory 


cycles,  a short  progestational  phase  or  a short 
estrogenic  phase.  This  is  of  real  practical 
importance  as  all  three  are  commonly  seen 
in  infertility  patients,  and  at  least  the  latter 
two  are  readily  treatable.  Anovulatory  cycles 
are  often  heavier  and  less  regular  than  aver- 
age, while  those  following  a short  estrogenic 
or  progestational  phase  are  apt  to  be  lighter 
than  average  and  quite  regular. 

Irregular  periods 

Irregular  periods  are  relatively  common. 
They  are  usually  a lesser  phase  of  oligomen- 
orrhea. If  the  variation  is  merely  that  of  a 
few  days  each  month,  no  significance  is  at- 
tached. It  is  remarkable  that  periods  are  as 
regular  as  they  are,  considering  the  intricacy 
of  the  mechanism  and  organism  involved. 

Metrorrhagia 

Metrorrhagia  is  one  of  the  more  important 
signs  of  gynecologic  pathology.  Occasionally 
it  is  the  result  of  endocrine  abnormalities. 
Hyperplastic  endometrium  may  bleed  a little 
between  periods.  Ovulation-time  bleeding 
may  occur.  Implantation  bleeding  in  preg- 
nancy may  seem  like  metrorrhagia.  Unsus- 
pected pregnancy  with  threatened  abortion 
may  suggest  metrorrhagia.  Pre-menstrual  or 
post-menstrual  staining,  due  to  imperfect 
hormonal  balance,  may  be  considered  metror- 
rhagia, by  some.  Actually,  it  is  not  metror- 
rhagia, and  seldom  of  import.  Yet,  if  it 
persists,  the  onus  is  on  the  doctor  to  prove 
that  it  is  unimportant.  Since  progesterone 
deficiency  is  the  commonest  cause  of  pre- 
menstrual or  post-menstrual  staining,  ad- 
ministration of  a progesterone  supplement 
several  days  after  ovulation  should  be  help- 
ful. If  adequate  amounts  of  supplement  have 
been  given  at  the  proper  time  and  there  is 
no  improvement,  one  should  seek  another 
cause. 

Early  menarche 

Early  menarche  means  onset  of  menses 
before  age  10.  It  may  be  due  to  one  of  sev- 
eral causes.  Idiopathic,  premature  secretion 
of  the  pituitary  gonadotropins  is  a relatively 
common  cause.  Lesions  of  the  brain,  e.  g. 
certain  brain  tumors,  encephalitis,  and  con- 
genital defects  of  the  hypothalamus  may  also 
be  causative.  Ovarian  tumors  are  also  pos- 
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sible  causes,  particularly  granulosa  cell  tu- 
mors, chorionepitheliomas,  and  some  tera- 
tomas. 

Delayed  menarche 

The  physiology  of  the  menarche  is  dis- 
cussed under  Puberty.  Delayed  menarche 
means  onset  of  menses  at  age  17  or  later.  It 
is  commonly  on  an  idiopathic  constitutional 
basis.  It  may  also  be  secondary  to  pituitary 
tumors,  to  hypothyroidism  (usually  cor- 
rigible by  substitution  therapy) , or  to  chronic 
disease,  diabetes  mellitus,  other  metabolic 
disease  or  even  to  minor  emotional  pressures. 
It  is  distinguished  from  sexual  infantilism  in 
that  some  or  all  of  the  secondary  sexual  char- 
acteristics develop  well.  Its  cause  should  be 
sought. 

Early  and  delayed  menopause 

Menopause  usually  occurs  between  ages 
43  and  48.  Menopause  before  age  39  must  be 
considered  to  be  early.  Sometimes  there  is  a 
familial  tendency  to  early  menopause.  Sur- 
gical ablation  of  the  ovaries  or  their  destruc- 
tion by  infection  or  tumor  are  common.  Nor- 
mally, menopause  occurs  when  the  ovaries 
are  depleted  of  responsive  graafian  follicles. 
Any  of  the  causes  of  amenorrhea  may  invoke 
the  menopause. 

A delayed  menopause  need  have  no  basis 
in  disease.  It  exists  if  the  patient  is  having 
periods  after  age  54.  As  long  as  there  are 
responsive  graafian  follicles  and  an  intact 
pituitary-ovarian  system,  periods  are  pos- 
sible. The  important  thing  about  a late  meno- 
pause is  to  distinguish  it  from  abnormal  peri- 
menopausal  bleeding.  This  may  be  based  on 
disease,  which  can  be  neglected  because  the 
patient  thinks  she  is  “just  in  the  menopause.” 

Delayed  return  of  menses  after 
pregnancy  or  lactation 

Menses  are  suppressed  in  pregnancy  by 
high  doses  of  progesterone  and  estrogens. 
These  are  secreted  mainly  by  the  placenta 
after  the  tenth  or  twelfth  week  of  pregnancy. 
After  delivery,  if  the  patient  is  not  lactating 
and  is  not  on  suppressive  hormonotherapy, 
the  pituitary-ovarian  axis  is  expected  to  re- 
organize and  to  produce  normal,  regular 
periods  in  those  women  who  had  them  be- 
fore, and  in  some  who  had  irregular  menses 
in  the  past,  in  four  to  twelve  weeks  after 


delivery.  Patients  under  emotional  stress  or 
who  are  excessively  over-weight  or  under- 
weight, may  have  delayed  menses.  Continued 
lactation,  whether  nursing  or  not,  can  sup- 
press menses.  Recurrent  stimulation  of  the 
nipples  may  maintain  lactation.  A few  have 
the  Chiari-Frommell  syndrome:  prolonged 
lactation,  amenorrhea,  hypoplasia  of  the 
uterus.  The  presence  of  milk  in  the  breasts 
may  be  evident  only  on  stripping  the  nipples. 

If  the  patient  bled  excessively  at  delivery 
and  was  in  shock,  postpartum  hypopituita- 
rism of  varying  severity  may  set  in.  This  is 
known  as  Sheehan’s  disease.  There  is  more 
than  one  possible  cause,  but  most  cases  are 
attributed  to  the  after  effects  of  a thrombosis 
of  the  circle  of  Willis.  Gonadotropin  secre- 
tion is  diminished  or  absent.  Thyrotropin  and 
adrenocorticotropin  may  also  be  diminished. 
Today,  available  hormones  for  substitution 
therapy  make  this  potentially  serious  disease 
much  more  amenable  to  therapy.  The  first, 
and  one  of  the  surest,  suggestions  of  the  onset 
of  Sheehan’s  disease  following  a severe  bleed- 
ing episode  at  delivery  with  shock,  is  com- 
plete absence  of  lactation.  If  the  patient  lac- 
tates, postpartum  amenorrhea  is  not  from 
Sheehan’s  disease. 

Pre-menstrual  tension 

In  brief,  pre-menstrual  tension  is  a symp- 
tom complex  consisting  of  one  or  all  of  the 
following;  pre-menstrual  irritability,  bloat- 
ing, weight  gain,  edema,  headache,  and  breast 
fullness.  It  is  due  to  water  retention  and  vas- 
cular congestion.  It  is  probably  largely  an 
over-response  to  estrogen  effect  in  these 
patients.  It  is  often  well  treated  symptomati- 
cally by  use  of  diuretics.  Some  require  the 
addition  of  mild  sedatives,  analgesics  or 
mood-elevaters.  On  some  occasions,  particu- 
larly if  there  is  breast  fullness,  progesterone 
is  useful.  It  combats  the  estrogen  effect  with- 
out causing  further  fluid  retention. 

Dysmenorrhea 

Dysmenorrhea,  or  painful  menses,  is  too 
large  a topic  to  be  treated  other  than  sketch- 
ily here.  We  assume  there  is  no  anatomical 
abnormality  such  as  obstruction  to  passage 
of  the  menses,  and  no  polyps  or  pedunculated, 
submucous  fibroids.  If  endometriosis  or  ade- 
nomyosis  (endometriosis  interna)  is  present. 
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an  attempt  at  hormone  therapy  may  be 
made.  The  purpose  might  be  not  only  to 
diminish  the  dysmenorrhea,  but  to  suppress 
advancement  of  the  disease,  enhance  the  pos- 
sibility of  pregnancy,  and  either  delay  or 
avert  surgery.  Treatment  may  fail  in  any  or 
all  of  these.  However,  there  are  enthusiasts 
for  the  use  of  large  doses  of  estrogens,  or 
for  various  doses  of  androgens.  Androgen 
therapy  has  more  advocates.  Some  doubt  the 
efficacy  of  any  hormonotherapy  in  edometri- 
osis. 

In  dysmenorrhea  without  demonstrable 


pathology,  the  author  has  found  that  andrc.id 
and  asthenic  women  (so  classified  despite 
moderately  large  breasts  in  some)  are  often 
helped  by  cyclic  estrogens.  Eusthenic  and 
hypersthenic  women,  particularly  those  with 
well  developed  secondary  sexual  characteris- 
tics, are  often  helped  by  well  planned  cyclic 
androgen  therapy.  The  doses  of  estrogens 
used  are  below  ovulation  suppression  levels. 
Doses  which  will  suppress  ovulation  give  ef- 
fective relief  with  rare  exception.  However, 
they  may  cause  menorrhagia,  and  should  not 
be  used  often.  • 


Present  relationship  between 
ophthalmology  and  optometry* 

Roland  H.  Myers,  M.D.,  Memphis,  Tennessee 


Optometrists  should  conduct  their 
businesses  strictly  within  their 
“job  descriptions” 
leaving  ophthalmology  to  the 
o phthalmolo  gists. 


This  subject  is  of  general  interest  because 
it  touches  upon  the  relationship  between 
medicine  and  associated  non-medical  groups, 
and  upon  the  growing  trend  to  enact  legisla- 
tion touching  upon  the  practice  of  medicine. 
Among  the  more  important  functions  of  the 
House  of  Delegates  of  the  American  Medical 
Association  is  the  definition  and  application 
of  the  generally  accepted  principles  of  medi- 
cal ethics  to  the  changing  conditions  encoun- 
tered from  year  to  year,  both  in  the  practice 
of  medicine  and  in  the  relationship  of  medi- 
cine to  non-medical  groups.  We  all  recognize 
that  education  of  the  public  on  medical  mat- 


*Presented at  87th  Annual  Session  of  Colorado  State  Medical 
Society,  September  24-27,  1957.  The  author  is  Assistant  Pro- 
fessor of  Ophthalmology,  University  of  Tennessee  Medical 
School. 
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ters  is  a slow  process,  and  it  is  the  duty  of 
medicine  to  supplement  that  education  with 
suitable  guidance  so  that  legislation  and  ex- 
ecutive acts  affecting  public  health  may  be 
in  the  interest  of  the  people  generally. 

In  1934  the  House  of  Delegates  of  the 
A.M.A.  adopted  a resolution  touching  upon 
the  relationship  of  ophthalmologists  and  op- 
tometrists, and  in  1955  adopted  four  more 
resolutions  defining  this  situation.  Before 
discussing  these  resolutions,  I would  like  to 
emphasize  that  medicine  in  general  and 
ophthalmologists  in  particular  have  no  quar- 
rel with  those  thousands  of  honest,  capable 
and  conscientious  optometrists  who  follow 
their  calling  strictly  within  its  legislative 
limits.  Furthermore,  such  optometrists  can 
be  assured  of  the  friendly  regard  and  assist- 
ance of  organized  medicine.  However,  the 
optometrists  who  are  in  favor  of  legal  or 
extra-legal  extension  of  optometry  beyond 
refraction,  though  possibly  a minority  of 
their  total  group,  seem  to  be  in  control  of 
most  optometric  organizations  and  influen- 
tial in  establishing  official  optometric  policy. 
The  National  Medical  Foundation  for  Eye 
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Care  has  made  a thorough  and  objective 
study  of  the  whole  field  of  eye  care  in  an 
attempt  to  clarify^  the  situation  for  public 
understanding  and  so  advance  the  public 
welfare.  The  following  resume  of  the  posi- 
tion of  the  House  of  Delegates  of  the  A.M.A. 
on  this  subject  is  taken  from  their  report, 
copyrighted  in  1957,  on  “Medicine,  Optom- 
etry and  the  Public  Welfare.”  All  the  state- 
ments, facts  and  figures  are  included  in  the 
reference  material  which  covers  the  report 
on  each  resolution. 

A.M.A.  investigation 

This  issue  is  not  one  of  just  recent  occur- 
rence. As  far  back  as  1934  the  House  of  Dele- 
gates of  the  A.M.A.  adopted  a resolution  de- 
claring it  unethical  for  members  of  the 
A.M.A.  to  give  lectures  or  courses  of  instruc- 
tion before  optometric  groups  or  to  consult 
with  them.  In  the  sixteen-year  period  be- 
tween 1934  and  1950  this  remained  the  offi- 
cial position  of  American  medicine.  In  1950 
at  the  San  Francisco  A.M.A.  meeting  the 
matter  was  brought  up  for  reconsideration. 
The  Judicial  Council  of  the  A.M.A.  investi- 
gated the  situation  again  and  in  June,  1955, 
on  the  basis  of  this  new  information,  not 
only  reaffirmed  their  former  stand  but  adopt- 
ed an  even  more  positive  stand  in  affirming 
the  principles  embodied  in  the  four  resolu- 
tions proposed  by  the  Section  on  Ophthal- 
mology. Of  these,  three,  HD  77,  78,  and  79, 
were  designed  to  alert  ophthalmologists  in 
particular,  and  all  of  American  medicine  in 
general,  to  the  dangers  to  public  health  and 
welfare  involved  in  the  recurrent  efforts  of 
certain  segments  of  optometry  to  invade  the 
practice  of  medicine  and  even  to  curtail  by 
legal  restriction  the  practice  of  medicine. 

The  first  resolution  declares  that  it  is 
unethical  for  any  Doctor  of  Medicine  to  teach 
in  any  school  or  college  of  optometry,  or  to 
lecture  to  any  optometric  organization,  or 
to  contribute  scientific  material  to  the  opto- 
metric literature,  or  in  any  way  impart  medi- 
cal knowledge  to  non-medical  practitioners. 
The  official  medical  committees  that  have 
studied  this  problem  have  concluded  that  it 
is  not  in  the  public  interest  for  physicians 
to  attempt  to  educate  optometrists  to  recog- 
nize, much  less  diagnose  and  treat,  ocular 


disease  or  ocular  manifestations  of  general 
disease.  Experience  has  shown  that  previous 
attempts  to  do  this,  however  well-inten- 
tioned, have  been  unsuccessful  and  harmful. 
It  has  been  further  concluded  that  the  pa- 
tient’s best  interest,  and  the  public  welfare, 
require  that  the  optometrist  should  not  at- 
tempt to  recognize  or  diagnose  disease,  but 
that  he  should  immediately  refer  to  ophthal- 
mologic attention  any  individual  whose  vi- 
sion cannot  be  brought  up  to  20/20  with 
glasses  or  who  has  any  visual  complaint  not 
entirely  relieved  by  glasses.  Practically  all 
ophthalmologists  can  substantiate  these  con- 
clusions from  their  own  professional  experi- 
ence. Certainly  no  physician  will  have  any 
difficulty  in  understanding  the  concern  for 
public  health  and  welfare  that  led  to  the 
introduction  and  adoption  of  this  resolution 
making  it  unethical  for  a physician  to  at- 
tempt to  impart  technical  knowledge  to  op- 
tometrists. 

Attempts  at  restriction  of  medicine 

The  second  resolution.  No.  18,  deals  with 
public  affairs  and  optometric  activities.  Some 
of  the  circumstances  bringing  about  the  in- 
troduction of  this  resolution  were  the  follow- 
ing: the  actions  of  some  optometric  organiza- 
tions in  proposing  bills  to  various  state 
legislatures  over  a period  of  time  which 
would  permit  the  practice  of  ophthalmologi- 
cal  medicine  and  surgery  by  optometrists; 
the  fact  that  U.  S.  Public  Law  No.  734  re- 
quires that  several  states,  in  order  to  partici- 
pate in  the  Federal  program,  accept  the 
opinion  of  the  optometrists  as  to  the  cause 
of  blindness  in  applicants  for  aid  to  the  blind, 
thus  giving  legal  recognition  to  the  practice 
of  medicine  by  unqualified  practitioners;  the 
harassment  of  the  practicing  ophthalmolo- 
gist by  restrictions  and  attempted  restric- 
tions on  the  dispensing  optician  and  other 
technical  workers  under  the  supervision  of 
the  physician;  and  perhaps,  the  one  of  most 
interest  to  a physician  in  general,  the  intro- 
duction, for  the  first  time  in  the  United 
States,  of  legislation  by  a non-medical  group 
to  limit  the  physician  in  the  practice  of 
medicine  in  that  it  would  forbid  the  practice 
of  a branch  of  medicine  to  all  physicians 
except  those  who  meet  certain  stipulations. 

A proposal  in  Missouri  would  have  for- 
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bidden  physicians  to  engage  in  ocular  re- 
fraction. Another  example  of  this  type  of 
proposed  legislation  is  found  in  a proposed 
optometric  act  in  the  state  of  Oklahoma.  It 
would,  in  effect,  forbid  any  physician  from 
engaging  in  any  medical  practice  on  the  eye, 
not  only  refraction,  unless  he  met  certain 
requirements  of  the  Optometric  Act.  Thus, 
there  would  be  regulation  of  medical  prac- 
tice, by  a non-medical  group,  outside  of  the 
Medical  Practice  Act. 

Diagnosis  of  blindness 

The  resolution  just  referred  to  also  re- 
quests that  the  various  state  medical  and 
ophthalmologic  organizations  be  vigorously 
supported  by  the  A.M.A.  in  an  unremitting 
opposition  to  further  encroachment  on  the 
field  of  medicine  by  optometry  or  any  other 
non-medical  group  and  requests  that  the 
A.M.A.  press  for  revision  of  Public  Law  734 
to  require  that  certification  of  blindness  be 
made  only  by  a qualified  medical  practi- 
tioner, and  bring  to  the  attention  of  the 
National  Society  for  the  Prevention  of  Blind- 
ness and  similar  agencies  concerned  with 
the  prevention  of  blindness  and  the  conserva- 
tion or  restoration  of  vision  that  the  profes- 
sional aspects  of  those  problems  are  medical 
considerations  and  not  within  the  scope  of 
practice  of  limited  practitioners  unqualified 
to  deal  with  diseases  of  the  eyes.  Most  im- 
portant from  the  standpoint  of  the  ophthal- 
mologist, and  by  implication  all  physicians, 
is  the  legislation  introduced  in  a number  of 
states  which  would  forbid  physicians  from 
engaging  in  certain  areas  of  ocular  medical 
practice  (specifically,  but  not  only,  refrac- 
tion) or  would,  in  the  case  of  physicians  who 
meet  certain  stipulations,  provide  for  their 
registration  under  the  Optometry  Law  and 
their  regulation  by  the  Optometry  Board. 
The  tendencies  revealed  in  the  problems  just 
described  are  matters  of  vital  concern  to 
everyone  interested  in  the  public  welfare. 

Referrals 

The  third  resolution.  No.  79,  deals  with 
the  ethical  aspects  of  patient  referrals  by 
optometrists  to  ophthalmologists.  This  reso- 
lution states  that  optometrists  who  adhere 
to  their  proper  field  and  do  not  attempt  ocu- 


lar diagnosis  and  treatment  may  be  consid- 
ered skilled  technicians  who  are  acceptably 
engaging  in  the  small  segment  of  the  field 
of  eye  care  which  they  are  permitted,  by 
specific  legal  authorization,  to  share  with 
ophthalmologists.  They  are  entitled  to  oph- 
thalmologic assistance  and  cooperation.  It  is 
proper  for  an  ophthalmologist  to  indicate  to 
an  optometrist  who  has  referred  a patient, 
the  nature  of  the  condition  in  general  terms, 
the  nature  of  his  interpretation  of  the  condi- 
tion to  the  patient  (specifically  the  terms  m 
which  it  was  described  to  the  patient  by  the 
ophthalmologist)  and  whether  or  not  the 
patient  has  been  placed  under  medical  care. 
The  ophthalmologist  in  accepting  such  re- 
ferral accepts  the  responsibility  for  deter- 
mining the  future  eye  care  of  the  patient. 
If  glasses  are  to  be  supplied,  the  referring 
optometrist  should  have  the  opportunity  of 
supplying  them.  It  might  be  of  interest  to 
mention  here  that  some  optometrists  have 
sought  to  circumvent  the  law  by  asking 
physicians  to  administer  or  prescribe  drugs 
used  in  the  examination  of  the  eye.  The  fol- 
lowing comment  upon  this  practice  is  taken 
from  The  Maine  Medical  Journal,  February, 
1957:  “Although  this  has  happened  in  only 
a few  isolated  instances,  the  dangers  involved 
are  considerable.  First,  there  are  cases  in 
which  a cycloplegic  (dilating  drug)  may  be 
disastrous,  namely  in  cases  of  glaucoma  in 
which  the  patient  might  become  blind.  Sec- 
ondly, malpractice  suits  against  the  optome- 
trist would  not  apply,  as  he  is  not  a doctor 
and  did  not  prescribe  the  drug.  The  M.D. 
would  bear  the  brunt  of  the  legal  action  and 
rightly  so.  Optometrists  are  not  trained  to 
the  degree  that  they  can  judge  the  type  of 
case  needing  cycloplegia  and  the  great  ma- 
jority of  them  realize  this  and  do  not  compro- 
mise a friendly  physician  in  this  way.” 

Summary 

The  purpose  of  presenting  the  official 
stand  of  the  House  of  Delegates  of  the 
A.M.A.  on  this  issue  is  to  alert  all  physicians 
to  the  possible  dangers  inherent  in  legisla- 
tion by  non-medical  groups  which  could 
limit,  restrict,  or  even  forbid  to  a physician 
the  exercise  of  certain  of  his  medical  privi- 
leges or  functions.  The  ophthalmologists  are 
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the  first  to  have  this  type  of  legislation  at- 
tempted against  them  specifically.  We  sin- 
cerely need  your  help  in  combating  local, 
state,  or  federal  laws  which  would  hinder  us 
in  practicing  medicine  in  the  way  we  feel  is 


in  the  best  interests  of  the  public  welfare. 
We,  of  course,  would  be  as  interested  and 
involved  in  matters  which  affected  your 
practice,  as  restriction  of  any  branch  of  medi- 
cine is  a limitation  of  all  medicine.  • 


Rural  health  over  the  years* 

F.  S.  Crockett,  M.D.,  West  Lafayette,  Indiana 


There  are  many  ivords  of  wisdom  in  this 
discussion  of  activities  of  the 
Rural  Health  Council,  in  cooperation 
with  people  living  in  rural  areas,  and  its 
relation  to  vital  problems  of  an  important 
segment  of  our  population  . . . 
the  farm  people. 


If  we  are  to  understand  the  activities  of  the 
Rural  Health  Council  in  cooperation  with 
people  living  in  rural  areas,  I must  tell  you 
something  of  agriculture  as  an  integral  part 
of  the  total  economy.  It  will  have  to  be  done 
in  outline  and  I must  assume  you  can  fill  in 
the  details.  This  Rural  Health  work  was  in- 
augurated in  1945,  but  we  should  go  back  to 
the  turn  of  the  century  when  we  were  still 
living  in  what  has  been  descriptively  dubbed 
the  “horse  and  buggy  era.” 

During  the  intervening  forty-five  years, 
agriculture  had  changed — had  progressed  in 
a degree  comparable  to  that  of  medicine. 
Briefly,  this  transition  has  witnessed  the 
mechanization  of  our  farms,  increasing  man- 
hour production  comparable  to  the  increased 
capacity  of  the  doctor  with  his  miracle  drugs 
and  mile-a-minute  transportation.  The  pro- 
duction of  grain  and  fiber  and  productive 
livestock  has  benefited  by  the  research  in 
our  land  grant  colleges.  Thus,  larger  crops 


•Presented  at  the  Eighty-seventh  Annual  Session  of  the  Colo- 
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are  now  raised  on  fewer  acres  by  fewer 
farmers,  due  in  large  measure  to  hybrid 
seed  corn  and  other  improved  seed  crops; 
also  the  improvement  in  soil  management, 
in  the  use  of  fertilizers;  and  in  the  use  of 
sprays  for  weed  and  insect  control.  Hormones 
in  balanced  feed  supplements;  the  utilization 
of  the  immunization,  vaccines,  and  the  mir- 
acle drugs  in  the  control  of  animal  diseases 
have  also  contributed.  These  and  many  other 
benefits  that  flow  from  these  improved 
technics  have  made  possible  the  develop- 
ment of  the  commercial  farms  where  5 per 
cent  of  our  producers  supply  95  per  cent  of 
the  food  and  fiber  found  on  the  market.  But 
from  the  standpoint  of  the  number  of  people 
involved,  the  problem  of  rural  health  applies 
largely  to  those  living  on  the  small  acreage 
family  farm,  or  in  the  village  and  in  sub- 
urban homes  outside  city  limits  where  off- 
farm  employment  supplements  the  meager 
income  from  the  soil.  This  is  the  farm  with 
acreage  too  small  for  power  equipment  and 
full  employment.  It  has  difficulty  competing 
in  the  marketplace  on  a production-cost 
basis.  The  increased  demands  of  the  war 
years  gave  abundant  off-farm  employment 
and  the  resulting  yearly  income  was  pretty 
good.  It  found  country  people  with  money 
in  their  pockets  to  pay  for  curative  services 
but  with  medical  care  not  readily  available 
to  meet  their  health  needs. 

Farm  Bureau’s  Auxiliary 

In  1945,  World  War  II  was  drawing  to  a 
close.  The  attention  of  all  segments  of  our 
population  returned  to  peaceful  pursuits.  The 
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American  Farm  Bureau  Federation  had  cre- 
ated an  auxiliary  in  1934.  These  farm  women, 
under  the  inspiring  direction  of  their  ad- 
ministrative director,  Mrs.  Edna  Sewell,  had 
over  a million  members  by  1945.  These  wom- 
en came  from  every  state  in  the  Union.  If 
any  group  could  qualify  as  representing  the 
thinking  of  rural  people,  it  would  be  the 
Farm  Bureau  and  its  Auxiliary.  I want  to 
give  you  a thumbnail  sketch  of  farm  think- 
ing at  that  time.  Let  us  go  back  a few  years. 

Following  the  brief  year  or  two  of  fever- 
ish farm  inflation  after  World  War  I,  many 
farmers  mortgaged  their  farms  to  obtain  ad- 
ditional acreage.  The  remaining  nine  years 
of  the  1920’s  was  a period  of  farm  operation 
at  a loss,  at  the  expense  of  their  capital  in- 
vestment. Rural  America  entered  the  great 
depression  of  the  30’s  with  very  small  finan- 
cial reserves  and  many  lost  their  farm  homes 
through  mortgage  foreclosure.  Farmers  are 
a conservative  people,  but  during  1920’s  and 
’30’s  many  became  convinced  that  only  gov- 
ernment could  meet  the  crisis  in  agriculture. 
The  poverty  of  the  depression  years  is  diffi- 
cult to  visualize  by  those  of  you  here,  who 
have  known  only  the  prosperity  of  the  war 
years  and  since.  Adversity,  sufficiently  se- 
vere and  prolonged,  will  make  ragged,  wild- 
eyed revolutionaries  out  of  any  hungry  con- 
servative. Apply  this  to  the  farm  people. 
During  the  1920’s  the  whole  economy  was 
making  money  except  agriculture.  This  was 
followed  by  the  1930’s  when  during  the  de- 
pression, farmers  had  both  a short  supply  of 
money  and  medical  care.  This  was  followed 
by  the  war  prosperity  of  the  ’40’s,  when  they 
had  money  but  fewer  and  fewer  doctors. 

Strong  arm  of  government 

Is  it  surprising,  when  we  think  of  these 
twenty-five  between-war  years,  that  more 
and  more  farmers,  who  had  become  con- 
vinced that  an  adverse  economy  could  be 
controlled  only  by  the  strong  arm  of  govern- 
ment, applied  the  same  thinking  to  the  pro- 
vision of  medical  care.  They  had  no  confi- 
dence that  the  medical  profession  would  do 
anything  about  it  and  they  questioned  if  we 
wanted  to  do  anything.  What  was  most  dis- 
turbing, more  and  more  people,  under  in- 
sistent urging  from  certain  quarters,  were 
becoming  more  receptive  to  this  concept  of 


an  all-powerful,  all-wise  government  at 
Washington.  This  is  where  we  came  in. 

The  Farm  Bureau  is  a democratically 
planned  and  organized  movement.  It  has  a 
similar  structure  to  that  of  our  American 
Medical  Association.  For  instance,  the  Farm 
Bureau  starts  at  the  township  through  the 
county  to  the  state  to  the  American  Farm 
Bureau  Federation.  County  delegates  form 
the  State  delegate  group  that  elects  the  Na- 
tional House  of  Delegates.  The  National  Con- 
vention, through  its  House  of  Delegates,  sets 
the  policies  from  year  to  year,  and  a Board 
of  Directors,  like  our  Board  of  Trustees, 
exercises  the  executive  function.  The  Amer- 
ican Farm  Bureau  Federation  like  the  Ameri- 
can Medical  Association,  cannot  impose  its 
authority  on  any  unwilling  State  Farm  Bu- 
reau. 

Beginning  of  a partnership 

We,  who  have  been  engaged  in  rural 
health  promotion,  have  been  impressed  with 
the  fact  that  our  women,  wherever  we  find 
them,  are  the  conservors  of  the  health  and 
well-being  of  our  families.  It  was  not  sur- 
prising then  that  the  Associated  Women  of 
the  Farm  Bureau  Federation  through  its  Ad- 
ministrative Director,  Mrs.  Charles  Sewell, 
should  inspire  the  Board  of  Directors  of  the 
American  Farm  Bureau  Federation  to  take 
some  positive  steps.  They  issued  a formal 
invitation  to  the  American  Medical  Associa- 
tion to  join  with  them  in  a study  of  the  rural 
health  problem  and  its  solution.  The  invita- 
tion was  accepted  and  implemented  by  the 
creation  of  the  committee,  now  Council  on 
Rural  Health.  This  fine  inspiring  partnership 
has  continued  since.  At  the  suggestion  of  the 
Farm  Bureau,  this  partnership  was  augment- 
ed by  inviting  other  rural  groups  to  join  in 
the  annual  conference.  This  concept  of  work- 
ing in  partnership  with  non-medical  groups 
was  unique  in  A.M.A.  practice  at  that  time. 

Health  and  medical  care 

This  beginning  was  a crucial  moment  that 
determined  the  methods,  the  character,  the 
philosophy  and  direction  that  the  rural  health 
effort  would  pursue.  Usually  the  group  sug- 
gesting the  association  of  activities  of  this 
kind  would  have  assumed  leadership.  How- 
ever, being  a health  matter,  it  fell  into  the 
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See  ivhat  CITRA  H.F.  capsules 
do  for  hay  fever  — she  can  now 
handle  ragiveed  without  fear” 


NEW 


CITRA  H.F. 


(Hay  Fever) 


with  Broadspectrum  Antihistamines  PLUS  Vasoconstrictor 


Hay  fever  is  a very  funny  subject...  in  a cartoon!  Your  hay  fever  patients  take  their 
problem  seriously  though,  and  CITRA  H.  E is  formulated  to  help  them. 

One  Citra  H.F.  capsule  every  four  hours  helps  to  relieve  such  hay  fever  symptoms  as 
sneezing,  itching  and  congestion.  Each  Citra  H.E  capsule  contains; 

Broadspectrum  Antihistamines.  . .each  in  'A  their  usual  therapeutic  dosage,  providing 
broader  coverage  and  reduced  side  effects. 


• Prophenpyridamine  Maleate 6.25  mg. 

• Methapyrilene  Hydrochloride 8.33  mg. 

• Pyrilamine  Maleate 8.33  mg. 

Vasoconstrictor.  . .to  relieve  congestion. 

• Phenylephrine  Hydrochloride  10.0  mg. 


THE  CITRA  FAMILY  NOW  INCLUDES: 


New  CITRA  H.F. ...  for  fast  relief  from  hay  fever  symptoms. 

CITRA  PORTE  (SYRUP) . . . for  immediate  cough  control. 

CITRA  CAPSULES  . . . for  optimum  relief  of  cold  symptoms  at  any  stage. 
-CITRA  COUGH  SYRUP  . . . for  relief  of  minor  coughs  and  cold  symptoms. 


BOYLE 
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field  of  medicine  and  we  doctors  were  given 
a free  hand.  As  I look  back  upon  this  move- 
ment, I recall  we  had  no  precedent  to  guide 
us.  If  the  A.M.A.  had  initiated  the  idea,  I 
know  the  method  of  procedure  would  have 
been  to  call  together  rural  doctors  and  other 
experts  from  all  parts  of  the  country  and 
after  careful  study,  reached  a solution  based 
upon  their  broad  experience.  I feel  sure  it 
would  have  been  successful,  but  it  would 
have  lacked  one  thing:  It  would  not  have 
had  the  benefit  of  the  thinking  of  those 
whom  medicine  seeks  to  serve.  Medicine 
needs  to  be  aware  of  the  thinking  of  those 
who  use  its  services.  This  partnership  of 
medicine  with  non-medical  groups  was  a far- 
sighted suggestion,  since  it  created  the  broad- 
est possible  annual  forum  composed  of  the 
providers  and  the  consumers  of  health  serv- 
ices and  the  users  of  health  facilities.  It 
demonstrated  pointedly  that  medical  care 
was  not  the  sole  responsibility  of  the  doctor. 
The  equal  interest  and  responsibility  of  the 
patient  and  the  potential  patient  in  all  as- 
pects of  health  was  given  emphasis,  one 
important  aspect  being  the  distinction  be- 
tween health  and  medical  care.  By  this,  I 
mean  that  while  medical  care  continues  as 
the  responsibility  of  the  doctor,  health  and 
health  maintenance  is  largely  the  responsi- 
bility of  the  individual.  We  believe  that  the 
best  way  to  cut  the  expense  of  sickness  is 
to  learn  how  to  keep  well. 

While  the  Council  was  host  at  these  an- 
nual meetings,  we  claimed  no  privileged 
position.  We  welcomed  opinions  from  all 
sources,  critical  or  friendly,  because  no  one 
could  foresee  from  where  the  truth  might 
come  and  oddly  enough  it  has  not  come  from 
any  one  direction.  We  are  indebted  to  a mul- 
titude of  those  who  have  shared  our  con- 
ferences these  past  twelve  years  and  con- 
tributed to  our  pool  of  knowledge. 

Community  improvement 

As  annual  conferences  came  and  passed 
into  history,  the  character  of  the  program  has 
changed.  During  the  past  seven  years  we 
have  devoted  much  of  our  time  and  ener- 
gies in  encouraging  citizens  to  work  for 
home  and  community  improvement  com- 
bined with  health  and  medical  care  promo- 
tion. We,  also,  have  called  attention  to  many 


health  problems  incident  to  migrant  farm 
labor;  the  suburban  migration  from  the 
cities;  the  use  of  sprays  and  insecticides  on 
the  farm,  home,  and  garden;  the  opportuni- 
ties for  teaching  the  elements  of  health  main- 
tenance and  nutrition  through  Extension, 
4-H  and  Home  Economics  clubs,  and  the 
agricultural  press.  We  have  stressed  the  ad- 
vantages of  good  public  health  service,  good 
roads,  good  schools  and  churches,  telephones 
and  electric  power,  and  health  education  in 
schools,  4-H,  Scouts,  and  the  economic  ad- 
vantages of  modern  farm  management.  All 
of  this  experience  has  been  highly  reward- 
ing. Many  rich  friendships  have  resulted  from 
these  unselfish  associations. 

Advisors  and  workers 

We  have  been  equally  busy  between  con- 
ferences. Through  the  activities  of  our  Ex- 
ecutive Director,  the  benefits  of  our  twelve 
years’  experience  is  made  available  to  the 
State  Societies,  and  certain  other  cooperat- 
ing groups.  It  is  rather  astounding  how  great 
are  the  number  of  citizen  groups  interested 
in  at  least  some  phase  of  this  work,  some  of 
whom  are  not  aware  of  the  existence  of 
others  or  lack  personal  acquaintance  with 
key  personnel.  In  a number  of  states,  Aubrey 
Gates  has  been  able  through  his  rather  unique 
experience  in  collegiate,  extension,  educa- 
tional, and  editorial  fields  to  find  parallel 
routes  for  many  of  these  groups  toward  the 
common  objective  of  improving  the  health 
of  rural  people.  This  eliminates  much  over- 
lapping of  effort.  Our  advisory  groups  are 
entitled  to  a large  measure  of  credit  for  keep- 
ing the  Council  and  the  Rural  Health  project 
keyed  to  the  realistic  needs  and  desires  of 
rural  people.  We  havb  advisors  from  five 
nationally  operating  agencies:  Farm  Bureau, 
Grange,  Land  Grant  Colleges  Association, 
Extension  Service,  American  Agricultural 
Editorial  Association,  and  the  Farm  Founda- 
tion of  Chicago.  Like  the  Council  members, 
these  advisors  also  are  workers. 

Mr.  Arthur  Andersen  is  a good  example 
of  the  kind  of  people  we  have  as  advisors.  As 
President  of  the  Colorado  Farm  Bureau  and 
as  Director  of  the  American  Farm  Bureau 
Federation  he  knows  and  can  speak  authori- 
tatively for  the  farm  people  of  America.  In 
his  position  he  can  also  keep  his  State  and 
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National  Farm  Bureau  fully  aware  of  the 
Rural  Health  program.  These  advisors  give 
us  two  days  out  of  their  busy  lives  each 
September.  The  first  day  is  spent  discussing 
policies  and  ways  and  means  of  keeping  us 
on  the  right  track.  On  the  second  day  we 
plan  the  next  Annual  Conference. 

We  have  long  realized  that  health  to  be 
effective  had  to  be  promoted  in  the  home 
and  in  the  community.  Our  planning  is  keyed 
to  this  concept.  If  one  or  more  persons  re- 
turned home  from  a conference  and  got  his 
neighbors  interested  in  their  health  prob- 
lems, to  that  extent  the  meeting  was  a suc- 
cess. Many  state  medical  societies  have  ap- 
pointed rural  health  committees.  Their  func- 
tion is  to  develop,  with  the  help  of  other 
interested  groups,  the  interest  of  people  in 
the  problems  of  their  home  communities. 
There  was  great  initial  enthusiasm;  and  many 
counties  in  forty-four  states  organized.  Great 
ingenuity  and  resourcefulness  evidenced  the 
work  of  these  groups.  However,  some  loss 
has  been  sustained  in  certain  places  through 
lack  of  continuing  leadership  and  failure  to 
develop  a rewarding  program. 

Team  approach 

State  and  county  health  promotion  needs 
the  enthusiastic  cooperation  of  all  interested 
groups.  Among  home  folks  all  participants 
must  be  accepted  as  equal  partners.  That  is 
what  is  meant  by  the  team  approach.  We 
doctors  want  to  be  a member  of  the  team. 
We  want  leadership  in  health  matters  solely 
to  give  assurance  of  sound,  up-to-date  medi- 
cal practices  in  health  promotion. 

Before  1945,  we  doctors  knew  much  about 
the  health  and  medical  care  situation  in  coun- 
try areas.  The  invitation  from  this  important 
farm  group,  the  Farm  Bureau,  gave  organ- 
ized medicine  its  first  opportunity,  its  first 
intimation,  that  we  could  count  on  their 
enthusiastic,  whole-hearted  support. 

In  forty-four  out  of  the  forty-eight  states, 
the  state  medical  societies  appointed  rural 
health  committees.  This  was  an  important 
development.  It  was  the  only  way  we  doc- 
tors could  team  up  with  people  on  a com- 
munity basis  to  promote  better  health.  The 
broad  field  of  action  open  before  the  state 
committees  has  not  yet  been  fully  explored. 


An  exploratory  beginning  was  made  last 
October  at  Purdue  University.  At  this  meet- 
ing, the  cooperation  of  the  state  committees 
with  other  state  groups  was  discussed.  In 
most  of  the  states  there  are  several  non- 
medical state  groups  vitally  interested  in 
nearly  all  phases  of  rural  health.  They  are, 
the  State  Medical  Society,  the  farm  organiza- 
tions (Farm  Bureau  and  Grange) , the  Exten- 
sion Services  (home  economics  and  4-H) , 
the  agricultural  press,  the  State  Dental  As- 
sociation and  the  State  Veterinary  Society. 
These  six,  with  the  Rural  Health  Committee, 
form  the  hard  core  of  rural  health  activity. 
They  should  be  the  advisors  of  the  Rural 
Health  Committee  in  planning  and  promot- 
ing health  activities  throughout  the  state. 

Neighborly  tradition 

This  October,  a second  study  session  will 
be  held  to  review  the  year’s  experience  and 
plans  for  the  future.  Early  in  our  efforts, 
rural  health  had  been  awarded  the  doubtful 
distinction  of  being  one  of  the  best  A.M.A. 
public  relations  activities.  This,  we  think,  is 
unfortunate,  because  in  the  public  mind,  the 
usual  brand  of  public  relations  has  a price 
tag  on  it.  So  far  as  the  Council  is  concerned, 
we  have  never  asked  for  appreciation  or 
gratitude  from  those  we  help.  What  we  have 
been  able  to  do — whatever  we  have  accom- 
plished— has  been  done  because  we  saw  a 
problem  that  needed  solution.  It  was  a typical 
physician-patient  relation  applied  by  one 
group  to  another  group  where  the  patient  is 
given  help  according  to  his  need  without 
regard  to  his  capacity  to  pay.  This  attitude 
of  the  Council  toward  the  rural  health  prob- 
lem, this  neighbor  tradition,  is  well  under- 
stood by  farm  people.  I had  a personal  ex- 
perience that  illustrates  what  I have  in  mind. 

Several  years  ago,  at  the  time  spring  plow- 
ing was  opening  up,  a tenant  of  mine  was 
put  to  bed  with  an  acute  coronary.  This  cre- 
ated a real  crisis  in  this  farm  home.  There 
was  no  appeal  made  for  help.  The  neighbors 
understood  the  situation.  They  didn’t  bother 
to  call  and  ask  if  they  could  be  of  help.  They 
just  got  together,  came  in  with  their  equip- 
ment, and  did  the  plowing  for  him.  There 
was  no  bargain  made,  there  was  no  compen- 
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sation  expected.  Several  generations  of  farm 
tradition  had  set  the  pattern.  This  is  the  pat- 
tern the  Council  on  Rural  Health  has  fol- 
lowed for  the  medical  profession  in  relation 
to  agricultural  health  needs.  If  we  have,  by 
following  this  course,  made  friends,  it  was 


not  done  as  a public  relations  stunt,  but  as 
a friend  and  neighbor  helping  to  meet  a 
neighbor’s  temporary  need.  This  neighborly, 
friendly  helpfulness  is  something  that  is  not 
for  sale.  Neither  can  it  be  bought  in  the 
market  place.  • 


Rural  health  throughout 
the  United  States* 

Aubrey  D.  Gates,  Little  Rock,  Arkansas 


A broad  view,  national  in  scope,  of  the 
rural  health  problem. 


In  our  annual  report  to  the  Board  of  Trus- 
tees and  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association,  convening  in  Phila- 
delphia in  December,  1957,  the  following 
statement  is  included: 

“Localized  activity  is  the  ultimate  goal  of 
the  Council’s  program.  We  believe  that  local 
farm  leaders  and  the  physicians  of  their 
community  are  best  qualified  to  discuss  and 
solve  on  a neighborly  basis  any  problems  of 
health  and  medical  care.  Local  meetings  help 
to  achieve  this  aim.  This  takes  us  as  far  away 
from  any  centralized  situation  either  at  the 
state  or  national  level  as  is  possible.  It  not 
only  gives  local  lay  people  and  physicians  an 
opportunity  to  get  acquainted  and  partici- 
pate in  the  solution  of  their  own  problems 
but  creates  a consciousness  of  their  responsi- 
bility in  this.” 

I hope  you  noted  the  last  two  sentences  of 
this  statement.  This  is  a reaffirmation  of  our 
longtime  philosophy  and  belief  that  any 
problem  which  exists  in  any  community  in 
America,  whether  it  be  health  or  otherwise, 
can  be  solved  in  the  community  in  which 
it  exists  with  the  resources  already  there  or 

♦Presented  at  the  Eighty-seventh  Annual  Session  of  the  Colo- 
rado State  Medical  Society,  September  24-27,  1957,  Denver. 
The  author  is  Executive  Director  of  the  Council  on  Rural 
Health,  American  Medical  Association. 
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resources  that  are  available  to  it.  It  has  been 
our  hope  and  aim  to  assist  in  re-establishing 
in  America  the  desire  and  the  will  to  tackle 
our  community  problems  and  solve  them  in 
the  same  way  that  the  communities  of  Amer- 
ica have  always  solved  their  problems  and 
met  their  needs,  thus  making  this  nation  the 
great  country  that  it  is.  We  know  this  spirit 
still  lives.  We  see  it  exemplified  often. 

At  Purdue  University  last  October  your 
Dr.  Humphrey,  Dr.  Wohlauer  and  Harvey 
Sethman,  along  with  similar  representatives 
from  thirty-three  other  states,  met  in  confer- 
ence for  two  days  discussing  how  this  goal 
might  be  achieved.  They  emerged  with  a 
ten-point  program,  each  of  which  is  pointed 
toward  reaching  individual  farm  families 
and  their  leaders  in  the  community  in  which 
they  live,  assisting  them  in  discussions  that 
may  lead  to  the  solution  of  their  health  and 
medical  care  problems.  We  feel  that  the 
Council  on  Rural  Health,  the  state  medical 
associations  and  their  rural  health  commit- 
tees have  been  singularly  successful  in  this 
objective  in  the  past  several  years.  Your 
society  and  your  rural  health  committee  are 
doing  a splendid  job. 

Rural  medical  scholarship 

Just  recently  I received  a press  announce- 
ment that  William  A.  Hutchison  of  Smith- 
ville,  Ohio,  is  the  recipient  of  the  ninth  an- 
nual Ohio  State  Medical  Association’s  rural 
medical  scholarship.  I would  like  to  read  you 
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a paragraph  from  this  press  announcement. 
“The  scholarship  winner  scored  well  in  all 
categories  in  which  contestants  are  judged. 
Those  being  character,  integrity,  interest  in 
rural  activities  and  organizations,  leadership, 
scholastic  ability,  native  intelligence  and  ma- 
ture personality.  He  was  highly  recommend- 
ed by  officers  of  his  local  Farm  Bureau, 
Grange,  Wayne  County  Rural  Youth  Asso- 
ciation, his  church  pastor,  his  county  agri- 
tural  agent,  his  high  school  and  college  offi- 
cials.” 

In  selecting  the  recipient  the  committee 
of  the  Ohio  Medical  Association,  as  you  can 
see  from  the  paragraph  quoted,  had  the  co- 
operation of  all  organizations  and  individuals 
in  the  community  who  would  have  knowl- 
edge of  this  person.  In  this  process  alone  the 
residents  of  Ohio  have  been  reassured,  com- 
munity by  community,  that  the  Ohio  State 
Medical  Association  and  the  physician  mem- 
bers of  it  are  willing  not  only  to  work,  but 
to  put  their  money  into  a project  that  will 
eventually  improve  the  health  and  medical 
care  situation  in  that  state.  No  one  expects 
one  scholarship  per  year  to  do  this,  but  the 
example  that  is  set  is  the  reassuring  factor 
that  medicine  is  willing  to  help  and  that 
others  can  share  likewise  in  this  responsi- 
bility. 

Professional  interest 

Last  year  Ohio  provided  a small  amount 
of  money  to  send  the  state  health  winner 
from  the  Ohio  4-H  clubs  to  the  National  4-H 
Club  Congress  in  Chicago.  Then  they  fol- 
lowed it  up  by  providing  personal  health 
record  books  for  4-H  club  members  in  that 
state.  They  went  one  step  further  in  giving 
a subscription  to  Today’s  Health  to  each  of 
two  county  health  winners  in  each  county 
of  the  state.  In  this  way  the  Ohio  State  Medi- 
cal Association  is  assuring  75,000  members 
of  the  4-H  clubs,  a rural  youth  organization, 
and  the  parents  and  friends  of  these  young 
people  that  they  are  interested  in  the  health 
of  rural  people  and  in  the  work  of  the  4-H 
clubs.  They  are  also  assuring  them  that  they 
can  go  to  their  local  doctors  for  personal  as 
well  as  community  advice  and  guidance. 

The  Ohio  State  Medical  Association’s 
Committee  on  Rural  Health,  among  other 
things,  initiated  a voluntary  program  of  pre- 


ceptorships  for  the  students  of  their  three 
medical  schools  three  years  ago.  The  re- 
sponse to  this  has  been  most  gratifying.  The 
current  President  of  the  Student  A.M.A.,  as  a 
result  of  his  experience  in  the  program,  has 
announced  he  will  become  a general  practi- 
tioner in  a rural  community  in  Ohio. 

Regional  rural  health  meetings 

For  a number  of  years  New  Hampshire 
has  had  a fairly  severe  problem  of  getting 
physicians  to  settle  in  the  remote  communi- 
ties. Furthermore,  there  has  been  a high 
degree  of  misunderstanding  on  the  part  of 
lay  people  and  their  leaders  about  the  use 
of  physicians.  A getting-together  in  a re- 
gional rural  health  conference,  which  is  held 
for  the  New  England  states  each  year,  has 
given  reassurance  and  understanding  to  the 
lay  leaders  of  those  states.  It  has  also  given 
physicians  a new  understanding  of  lay  people 
and  their  organizations.  Community  by  com- 
munity they  now  are  talking  things  over 
and  correcting  deficiencies  where  they  really 
exist  and  misunderstandings,  which  often  ob- 
scured the  true  situation.  What  goes  on  in 
New  Hampshire  goes  for  the  other  New  Eng- 
land states;  the  coming  together  of  people 
in  a regional  rural  health  conference  on  a 
neighborly  basis  in  style  of  the  famous  New 
England  Town  Hall  meetings,  to  discuss  mat- 
ters of  mutual  interest,  promoting  under- 
standing and  disseminating  information. 

In  the  great  industrial  state  of  Pennsyl- 
vania, where  people  have  sometimes  over- 
looked the  vast  agricultural  empire  that 
exists  there,  the  state  medical  association 
took  the  leadership  in  organizing  a state  rural 
health  council.  When  this  became  somewhat 
diverted  to  other  interests  the  rural  health 
committee  took  on  the  job  of  encouraging 
physicians  to  locate  in  rural  communities. 
They  were  successful  to  a commendable  de- 
gree. Prior  to  that  time,  the  accessibility  of 
the  industrial  centers  and  fear  on  the  part 
of  most  young  doctors  that  they  would  be 
by-passed  kept  them  out  of  the  rural  com- 
munities. Therefore,  two  things  of  interest 
have  happened  in  the  last  two  years.  The 
Pennsylvania  Medical  Society  supported  the 
Pennsylvania  State  University  in  making  a 
survey  of  physicians  practicing  in  rural  areas 
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of  the  state,  getting  from  them  statements 
as  to  why  they  settled  in  a small,  rural  com- 
munity. Now  this  is  being  put  into  shape  so 
it  can  be  given  to  the  five  medical  schools  in 
Pennsylvania  and  a program  has  been  devel- 
oped for  contacting  the  students  in  each 
school. 

The  second  thing  was  to  find  which  com- 
munities need  doctors  now  and  help  them 
to  attract  a doctor  to  settle  there. 

Safety  and  health  fairs 

North  Carolina  illustrates  a state  in  the 
eastern  section  of  our  country  which  has 
done  a marvelous  job  of  holding  a state 
rural  health  conference  each  year  (and,  par- 
enthetically, some  twenty-four  states  hold  a 
rural  health  conference  each  year)  to  which 
leaders  from  counties  and  rural  communities 
from  all  over  the  state  have  come  for  ideas 
and  inspiration  on  how  to  solve  problems  in 
their  local  communities.  The  rural  health 
committee  of  the  North  Carolina  Medical 
Society  realized  this  was  not  sufficient,  so 
they  have  been  holding  a series  of  area  or 
district  conferences  within  the  state.  Within 
the  last  three  years  these  have  been  broken 
down  to  county  conferences.  Now  the  county 
conferences  are  being  divided  into  commu- 
nity safety  and  health  fairs  under  the  leader- 
ship of  local  physicians.  Lay  people  are  thus 
assured  that  the  doctors  are  interested  in 
helping  them  to  solve  their  local  problems. 

Projects 

For  a number  of  years  the  Florida  Medical 
Association  has  made  a physician-speaker 
available  to  any  group  of  ten  or  more  rural 
people  who  desire  such  a speaker.  Numerous 
rural  organizations  have  taken  advantage  of 
this  and  it  has  proved  a most  effective  and 
educational  public  relations  method  of  oper- 
ation. Just  recently  they  have  set  up  as 
projects: 

1.  Immunization  of  all  people  in  Florida 
through  their  family  physicians  against  the 
preventable  diseases  by  vaccination.  This  is 
an  ambitious  project,  but  immunization  will 
not  be  as  universally  accepted  in  that  state 
as  it  should  be  until  someone  attacks  it  in 
this  way. 

2.  Safety.  Florida  rural  people  now  rec- 
ognize that  an  accident  is  not  medical  care 


until  it  is  an  accident.  They  are  attacking  it 
on  the  broad  basis  and  the  main  part  of  the 
program  is  education. 

3.  Sanitation.  In  a southern  state  like 
Florida,  this  is  a great  problem,  as  it  is  to  a 
lesser  degree  in  all  states  insofar  as  rural 
communities  are  concerned. 

4.  Family  health  record. 

5.  Family  physician. 

Safety  education 

In  Texas,  where  there  has  been  a great 
deal  of  damage  done  to  humans  by  the  newer 
organic  phosphate  insecticides,  there  has  been 
organized  one  of  the  most  effective  programs 
on  safety  education  and  treatment  that  we 
have  seen  anywhere  in  the  nation.  Citizens 
of  Texas  are  aware  of  the  fact  that  the  physi- 
cians are  leading  this  movement. 

In  Mississippi  where  there  was  a dearth 
of  rural  practitioners  twelve  years  ago,  the 
Farm  Bureau  and  the  physicians  have  worked 
together  and  today  there  is  a physician  in 
every  town  of  500  or  larger  that  can  afford 
to  have  a physician.  There  will  be  other 
physician  placements  where  additional  doc- 
tors are  needed  in  some  of  these  centers  and 
they  will  come  along  now  that  they  have 
built  a state  medical  school. 

When  the  University  of  Kentucky  held 
its  Farm  and  Home  Week  program  a half-day 
was  given  to  the  Rural  Health  Committee  of 
the  Kentucky  State  Medical  Association.  The 
outstanding  feature  of  this  session  was  giving 
a physical  examination  to  three  people — a 
child,  a middle-aged  woman  and  an  older 
man.  The  latter  two  were  robed,  masked  and 
obviously  neither  rectal  nor  vaginal  exam- 
inations were  made.  But  a most  effective 
lesson  was  taught  on  what  constitutes  a 
physical  examination  for  different  age 
groups.  More  than  2,000  people  saw  this  and 
will  help  the  physicians  of  Kentucky  clear 
up  one  commonly  misunderstood  office  pro- 
cedure. 

In  Indiana,  Nebraska  and  a number  of 
other  states  the  medical  associations  are  hold- 
ing annual  dinners  with  their  medical  stu- 
dents to  encourage  them  to  become  inter- 
ested in  rural  practice  within  the  state.  These, 
in  connection  with  preceptorship  programs, 
are  proving  immensely  helpful. 

The  Illinois  Medical  Society  and  the  II- 
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linois  Agricultural  Association  have  joined 
together  in  an  outstanding  student  loan  fund. 
In  this  they  share  equally.  Moreover,  the 
Illinois  Medical  Society  has  joined  with  Blue 
Cross-Blue  Shield  in  promoting  health  im- 
provement associations,  through  which  health 
insurance  is  made  readily  available  to  rural 
people. 

All  of  you  are  familiar  with  the  Kansas 
preceptorship  program,  their  postgraduate 
educational  program  and  their  hospital  con- 
struction projects.  The  rural  people  of  Kansas 
know  that  organized  medicine  is  willing  to 
help  wherever  there  is  a need. 

In  the  Rocky  Mountain  region  last  year 
your  colleagues.  Dr.  Humphrey  and  Dr. 
Wohlauer,  together  with  other  medical  and 
lay  leaders  of  the  region,  organized  the  first 
regional  rural  health  conference  in  this  sec- 
tion. It  was  well  attended  and,  if  continued, 
will  prove  immensely  effective  in  getting 
rural  leaders  and  their  doctors  to  meet  to 
discuss  whatever  problem  they  have.  I want 
also  to  especially  commend  Dr.  Wohlauer 
and  his  committee  for  the  splendid  work  they 
are  doing  with  the  Extension  Service  and 
the  home  demonstration  clubs  of  Colorado. 
I am  sure  this  program  will  grow  and  be 
most  effective  in  this  state. 

At  Ennis,  Montana,  and  Republic,  Wash- 
ington, small  hospitals  have  been  constructed 
to  meet  the  needs  of  isolated  communities. 
The  citizens  did  all  the  work  on  these  small 
hospitals;  every  brick,  stone  and  piece  of 
lumber  was  paid  for  before  it  ever  went  into 
the  construction  and  local  citizens  did  the 
work  without  charge.  No  governmental  funds 
were  used  in  these  or  in  hundreds  of  other 
similar  projects  over  the  United  States.  The 
communities  did  these  things  eagerly  and 
willingly  with  honor  and  just  pride. 

Community  initiative 

These  are  just  a few  of  the  things  that 
have  happened  in  the  last  twelve  years  in 
which  the  Council  on  Rural  Health  has  been 
working  with  state  medical  associations.  This 
is  not  an  exhaustive  list.  It  is  merely  illus- 
trative of  the  type  of  things  that  have  been 
going  on  over  the  country. 

But  what  are  the  really  significant  things 
these  statements  represent? 

1.  I think  it  demonstrates  the  fact  that 


rural  people  show  determination  to  work  at 
their  problems  on  a local  community  basis 
with  their  own  physicians  rather  than  wait- 
ing for  a benevolent  state  or  federal  govern- 
ment or  anyone  else  to  come  in  to  solve  their 
problems  for  them. 

2.  I think  it  represents  an  advancement 
in  the  understanding  of  the  difference  be- 
tween health  and  medical  care.  They  know 
that  medical  care  is  the  service  provided  by 
you  highly  skilled,  highly  trained  physicians. 
They  have  learned  that  good  health  involves 
a broader  responsibility  in  which  they  in- 
dividually and  collectively  as  a community 
must  share.  They  now  know  it  includes  all 
of  these  things  that  have  to  do  with  nutri- 
tion, environmental  sanitation,  physical  fa- 
cilities, such  as  offices  and  hospitals,  for 
health  and  education,  for  prepayment,  for 
relationship  with  the  physician  that  will  pre- 
serve the  patient-physician  relationship. 

Education  slow  process 

I submit  that  the  majority  of  these  are 
educational.  Moreover,  I subscribe  to  the 
slogan  of  the  American  Farm  Bureau  Federa- 
tion that  “man’s  judgment  is  no  better  than 
his  information.”  There  is  yet  much  work 
to  be  done  because  education  is  a slow  proc- 
ess. Furthermore,  many  organizations  can 
and  are  eager  to  help.  There  are  vast  re- 
sources available  in  allies  such  as  the  Farm 
Bureau,  Grange,  Agricultural  Extension 
Service,  farm  magazines,  radio  stations  and 
television  stations.  They  are  waiting  and  will- 
ing for  physicians  to  give  leadership  to 
worthwhile  projects. 

What  has  been  achieved  in  the  past  twelve 
years  is  but  a mere  sample  of  what  can  be 
achieved  in  the  future.  I am  not  one  of  the 
people  who  believes  that  the  physician  in 
the  community  need  necessarily  to  be  the 
Sunday  School  teacher.  Boy  Scout  leader,  or 
other  things  that  lay  people  probably  can 
do  as  well,  but  in  health  and  medical  care 
matters  he  is  the  one  person  who  can  provide 
the  necessary  leadership  and  guidance  in 
health  and  medical  care. 

Another  real  achievement  of  recent  years 
is  the  reassurance  that  rural  people  and 
their  organizations  everywhere  have,  that 
physicians  are  willing  to  share  in  the  re- 
sponsibility for  solving  health  problems  lo- 
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cally.  Yes,  this  takes  the  physician  outside 
his  office.  We  are  willing  to  accept  the  state- 
ment that  public  relations  begins  in  the  phy- 
sician’s office,  but  it  does  not  end  there. 
Physicians  need  to  reassure  their  community 
that  they  are  physicians  to  the  community 
as  well  as  to  individual  patients. 

Rural  residents  do  for  themselves 

Rural  health  problems  in  the  United 
States  are  different  from  urban  health  care. 
Many  things  are  done  for  urban  people  in 
the  way  of  health  protection  that  takes  no 
effort  on  their  part  whatever.  Most  rural 
residents  have  to  do  these  things  for  them- 
selves. For  example,  when  you  or  I get  our 
water  here  in  Denver  or  in  whatever  city 
we  live,  we  never  give  a thought  as  to 
whether  or  not  it  is  pure.  The  city  water 
department  and  the  health  department  have 
cooperated  to  see  that  it  is  pure.  But  a rural 
resident  in  Colorado  gets  his  water  from  an 
individual  water  supply  more  than  likely 
and  it  is  up  to  him  to  see  that  the  water  is 
pure  and  that  it  does  not  injure  his  family’s 
health.  City  people  give  no  thought  to  sew- 


Spontaneous 


This  paper  is  worthy  of  your  attention 
for  three  reasons : first,  its  differential 
diagnosis  from  uncomplicated 
pneumothorax,  coronary  thrombosis  and 
abdominal  conditions;  second,  its 
mortality  rate  of  20-25 % ; and  third,  the 
importance  that  surgical  care  be 
instituted  without  delay. 


Spontaneous  hemopneumothorax  is  char- 
acterized by  the  sudden  entrance  of  both 


age,  garbage  or  trash  disposal.  These  services 
are  performed  for  them.  The  rural  people 
have  to  look  after  them  or  they  are  not  done. 
Your  Colorado  State  University  has  pio- 
neered in  sewage  disposal  for  rural  families. 
They  have  been  working  with  the  State 
Health  Department  in  this  field  for  a num- 
ber of  years.  Thus,  in  many  respects  rural 
people  and  their  organizations  have  much  to 
do  in  the  educational  field  to  protect  health. 
People  who  are  uneducated  or  are  unwilling 
either  as  individuals  or  as  a community  can 
never  have  enough  medical  care  or  personnel 
or  facilities  to  keep  them  well.  Mere  num- 
bers of  physicians  alone  is  not  the  solution, 
as  some  would  have  us  believe.  But  a proper 
distribution  of  physicians  who  are  interested 
in  helping  rural  communities  through  the 
educational  and  farm  organizations  can  bring 
about  the  solution  of  any  problems  in  any 
community  in  America. 

Yes,  our  health  nationally  is  very  good, 
thank  you.  It  is  the  best  in  the  world.  We 
can  make  it  better  and  the  best  way  to  do 
that  is  to  preserve  the  atmosphere  of  free- 
dom which  brought  us  this  far.  • 


hemopneumothorax 

Francis  A.  Barrett,  M.D.,  Cheyenne 


blood  and  air  into  a pleural  space  without 
known  pulmonary  disease  or  evident  exter- 
nal cause.  The  syndrome  is  uncommon  and 
reported  instances  of  surgical  care  are  rare. 

Incidence 

In  1900,  three  observers  described  this 
disease  independently:  Boland,  Pitt,  Rolles- 
ton.  By  1942,  Hartzell  had  found  forty  cases 
in  the  literature  and  added  three  of  his  own. 
By  1955,  Fry  and  others  reviewed  the  litera- 
ture and  found  174  cases.  The  rather  startling 
increase  in  reported  cases  in  the  past  decade 
is  probably  not  representative  of  an  actual 
increase  of  the  disease.  Rather,  it  reflects  the 
improved  diagnostic  facilities  available  and 
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the  recent  surge  of  interest  in  diagnosis  of 
thoracic  disease. 

Therefore,  while  one  may  not  refer  to 
spontaneous  hemopneumothorax  as  a rarity, 
it  is  certainly  uncommon  and  is  a serious 
complication  of  a common  entity,  spontane- 
ous pneumothorax. 

Etiology 

Originally,  tuberculosis  was  blamed.  In 
1932  Kjaergaard  suggested  that  the  disease 
was  due  to  the  rupture  of  blebs  and  in  the 
past  decade  this  view  has  been  generally  ac- 
cepted. 

Three  possible  etiologic  explanations  were 
suggested  by  Knight  in  1949: 

1.  Rupture  of  emphysematous  blebs  or 
vesicles. 

2.  Rupture  of  pleural  adhesions. 

3.  Rupture  of  a tuberculous  process  too 
small  to  be  demonstrated  by  the  usual  diag- 
nostic procedures. 

The  age  and  sex  incidence  of  patients 
with  spontaneous  hemopneumothorax  sup- 
ports the  thesis  that  ruptured  subpleural 
blebs  are  the  causative  agents  of  the  disease. 
In  the  review  of  174  cases  carried  out  by 
Fry  and  others  in  1955,  the  average  age  was 
found  to  be  28  years.  In  addition,  the  disease 
occurred  primarily  in  males,  only  seven  in- 
stances in  females  having  been  found.  No 
difference  was  noted  as  to  side  of  involve- 
ment and  almost  all  patients  were  white. 

Clinical  pathology 

For  clearer  understanding  of  the  result- 
ing clinical  picture,  the  signs  and  symptoms 
of  the  disease  may  be  closely  correlated  with 
the  underlying  pathology  and  altered  physi- 
ology. When  a subpleural  bleb  ruptures,  the 
patient  usually  experiences  sudden  excruci- 
ating chest  pain.  Infrequently,  though,  onset 
may  be  insidious  and  the  pain  minor  in 
severity. 

With  an  open  communication  between  the 
atmospheric  pressure  within  the  tracheo- 
bronchial tree  and  the  negative  pressure 
within  the  pleural  space,  air  rushes  into  the 
pleural  space.  The  presence  of  air,  plus  the 
natural  elastic  recoil  of  the  lung,  results  in 
pulmonary  collapse  and  dyspnea.  If  the  bleb 
is  torn  in  such  a manner  as  to  produce  a 
“flap,”  allowing  ingress  of  air  into  the  pleural 


space  but  preventing  egress,  tension  pneu- 
mothorax may  result. 

Bleeding  results  from  either  a ruptured 
bleb,  a tear  of  a vascular  adhesion  or  (with 
pulmonary  collapse)  the  tearing  of  an  intact 
adhesion  from  its  parietal  attachment,  tran- 
secting intercostal  or  internal  mammary  ves- 
sels in  the  process.  Thus,  hemorrhage  may 
result  from  bleeding  originating  from  either 
the  pulmonic  or  systemic  system.  It  is  be- 
lieved that  bleeding  from  the  systemic  circu- 
lation is  more  serious  than  that  from  the 
pulmonic  system  because  of  a higher  hydro- 
static pressure.  Therefore,  severity  of  hemor- 
rhage will  be  determined  by  the  size  of  the 
vessel  transected  and  its  system  of  origin. 
Bleeding  into  the  pleural  space  causes 
changes  in  the  patient  ranging  from  slight 
weakness  with  a normal  pulse;  to  shock  with 
hypotension,  cold  clammy  skin  and  thready 
pulse,  depending  on  the  amount  of  blood 
lost. 

Signs  and  symptoms 

When  the  patient  presents  himself,  he 
will  manifest  signs  and  symptoms  reflecting 
damage  to  both  pulmonary  and  circulatory 
systems.  Any  combination  of  pathologic  and 
physiologic  changes  may  exist.  For  example, 
there  may  be  complete  lung  collapse,  medi- 
astinal shift  and  minimal  bleeding.  This 
patient  will  be  dyspneic,  perhaps  to  the  point 
of  cyanosis,  with  short,  grunting,  painful  res- 
pirations and  a dry,  irritative  cough.  Breath 
sounds  are  absent  and  the  chest  wall  is 
tympanitic.  Another  patient  may  incur  his 
major  insult  to  the  circulatory  system  with 
massive  hemorrhage  into  the  pleural  space 
and  only  partial  collapse  of  the  lung.  He  will 
be  in  shock,  dyspneic,  and  pale  but  not  cyan- 
otic. The  dyspnea  is  due  mainly  to  blood  loss 
and  the  chest  examination  reveals  a thorax 
dull  to  percussion  with  distant  breath  sounds 
and  poor  vocal  fremitus. 

Pleural  irritations  due  to  the  damaged 
lung  and  to  the  irritative  effects  of  blood 
result  in  signs  and  symptoms  that  are  im- 
portant to  recognize  since  they  tend  to  con- 
fuse the  differential  diagnosis.  Abdominal 
pain  and  rigidity  on  the  side  of  involvement 
raise  the  question  of  perforated  peptic  ulcer, 
acute  cholecystitis,  acute  pancreatitis  and  ap- 
pendicitis. Thoracic  pain  recalls  the  possibil- 
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ity  of  penumonia  with  effusion  or  spontane- 
ous rupture  of  the  esophagus.  The  combined 
precordial  pain  and  referred  neck,  shoulder 
and  arm  pain  due  to  diaphragmatic  irritation 
forces  one  to  consider  the  possibility  of  cor- 
onary thrombosis. 

Treatment 

In  the  extensive  review  conducted  by 
Hartzell  in  1942,  mortality  rate  was  reported 
at  32  per  cent.  In  1947,  Helwig  and  Schmidt 
reviewed  autopsy  findings  of  fourteen  pa- 
tients who  died  following  hemopneumotho- 
rax.  The  bleeding  points  were  found  to  orig- 
inate in  torn  adhesions  in  four  cases  and  rup- 
tured blebs  in  five  instances.  No  source  of 
bleeding  was  discovered  in  five  cases.  In 
recent  years,  several  authors  have  reported 
the  mortality  rate  between  20  and  25  per 
cent,  Myers  (1951),  Ross  (1952),  and  Borrie 
(1953).  The  high  death  rate  associated  with 
spontaneous  hemopneumothorax  should  alert 
the  physician  as  to  the  gravity  of  the  disease 
and  the  necessity  for  early  diagnosis  and 
institution  of  aggressive  surgical  care.  Given 
a patient  whose  chest  film  reveals  pulmonary 
collapse  and  contained  intra-pleural  fluid,  a 
thoracentesis  should  be  done  immediately  to 
establish  the  diagnosis. 

Once  the  diagnosis  is  established,  prompt 
measures  must  be  taken  to  correct  the  ab- 
normal physiology  resulting  from  derange- 
ment of  the  pulmonary  and  circulatory  sys- 
tems. Air  and  blood  must  be  evacuated  from 
the  chest  cavity,  the  lung  re-expanded,  and 
blood  loss  replaced. 

Thoracentesis  may  prove  adequate  to  re- 
move air  and  blood  and  to  regain  complete 
lung  expansion.  However,  if  prompt  re-ex- 
pansion and  evacuation  of  blood  does  not 
follow,  subaqueous  deflation  by  closed  tho- 
racotomy as  recommended  by  Hughes  in 
1951,  should  be  employed.  The  use  of  inter- 
costal drainage  with  underwater  seal  allows 
for  re-expansion  of  the  lung  and  for  close 
observation  of  bleeding.  Myers,  in  1951,  was 
the  first  to  demonstrate  that  surgery  is  the 
treatment  of  choice  during  the  acute  bleed- 
ing phase.  In  1952,  Ross  advised  such  a rou- 
tine and  recommended  open  thoracotomy  for 
continued  bleeding.  In  1954,  Williams  ad- 
vised a similar  protocol  of  treatment  and 
thought  that  thoracotomy  should  be  carried 


out  if  the  patient  lost  more  than  a liter  of 
blood  or  continued  to  bleed  for  twelve  to 
twenty-four  hours. 

Open  thoracotomy 

Because  of  the  gravity  of  the  disease, 
Borrie  in  1953  and  Clyne  in  1955  advocated 
immediate  thoracotomy  and  considered  the 
disease  an  acute  surgical  emergency. 

Open  thoracotomy,  then,  is  indicated  in 
the  presence  of; 

1.  Acute  massive  hemorrhage. 

2.  Continued  bleeding  or  pulmonary  col- 
lapse despite  underwater  seal. 

3.  Retained  air  and  blood  with  pulmonary 
collapse. 

Smith  (1957)  reported  that  seventeen  pa- 
tients have  been  treated  by  open  thoracotomy 
to  control  acute  or  prolonged  bleeding  with- 
out a death.  Thus,  the  philosophy  of  aggres- 
sive surgical  care  has  received  wide  support. 

CASE  1 

J.  K.,  a 22-year-old  white  college  student,  ex- 
perienced sudden  severe  left  chest  pain  while 
watching  a basketball  game  on  Feb.  8,  1957.  Be- 
cause of  pain,  dyspnea  and  cough,  he  was  hos- 


Fig.  1.  Hemopneumothorax  showing  little  im- 
provement in  lung  expansion  after  removal  of 
250  cc.  of  blood. 
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pitalized  the  following  day.  Chest  x-ray  film  re- 
vealed partial  collapse  of  the  left  lung  and  pleural 
fluid  in  the  base.  A diagnosis  of  spontaneous 
pneumothorax  with  pleural  effusion  was  made 
and  he  was  instructed  in  the  use  of  “blow  bottles” 
and  then  discharged.  A week  later  he  was  re- 
hospitalized because  of  dyspnea,  weakness  and 
chest  pain,  and  x-ray  revealed  further  pulmonary 
collapse  and  pleural  fluid  occupying  one-half  of 
the  left  chest.  Thoracentesis  was  done  and  blood 
was  found.  He  was  transferred  to  this  hospital 
on  Feb.  27,  and  on  admission,  he  was  pale,  weak, 
and  dyspneic  with  a respiratory  rate  of  26  per 
minute.  The  blood  pressure  was  110/80,  the  hemo- 
globin 13.25  gms,  and  the  red  blood  cell  count 
3,920,000.  Auscultation  of  the  left  chest  revealed 
absent  breath  sounds  and  vocal  fremitus  with 
hyper-resonance  over  the  upper  chest,  and  dull- 
ness over  the  base.  Thoracenteses  done  on  admis- 
sion and  the  following  day  resulted  in  evacuation 
of  1100  cc.  of  blood  and  considerable  air.  Be- 
cause of  failure  to  regain  complete  lung  re- 
expansion, chest  tubes  were  inserted  on  March  4, 
but  resulted  in  removal  of  only  250  cc.  of  blood 
and  little  improvement  in  lung  expansion  (Fig.  1). 
Thoracotomy  and  decortication  through  an  inter- 
costal incision  was  done  on  March  7 and  he  made 
a quick  and  complete  recovery.  On  April  29,  1957, 
a recheck  with  bronchoscopy,  tuberculosis  studies 
and  chest  x-ray  was  done  and  found  negative. 

Recurrence 

Spontaneous  pneumothorax  alone  is  no- 
torious for  its  recurrences.  In  1953,  Lindskog 
and  Liebow  stated  that  the  recurrence  rate 
was  about  20  per  cent  and  recommended 
thoracotomy  with  pleural  abrasion  as  the 
treatment  of  choice.  Interestingly,  there  has 
been  only  one  reported  recurrence  of  spon- 
taneous hemopneumothorax  in  this  country, 
that  by  Goldman  and  Rath  in  1944.  One  might 
surmise  that  the  bleeding  results  in  the  pro- 
duction of  cortical  scar,  holding  pleural 
layers  intact,  thus  preventing  other  episodes 
of  the  syndrome.  The  following  is  a case 
report  of  a recurrence  of  spontaneous  pneu- 
mothorax following  an  episode  of  spontane- 
ous hemopneumothorax. 

CASE  2 

D.  B.,  a 26-year-old  white  office  worker,  had 
sudden  severe  left  chest  pain,  radiating  over  the 
percordium  on  March  22,  1955.  Pain  was  made 
worse  by  deep  breathing  and  by  a persistent  dry 
cough.  He  became  weak  and  dyspneic  and,  on 
admission  to  the  hospital,  chest  x-ray  revealed 
complete  pneumothorax  on  the  left  with  a fluid 
level  half  way  up  the  left  chest  cavity  (Fig.  2). 
Hemoglobin  value  was  75  per  cent  and  hematocrit 
39.  Thoracentesis  yielded  a liter  of  blood  and  a 


Fig.  2.  Complete  pneumothorax  with  high  fluid 
level. 


liter  of  air.  He  was  transfused  and,  on  the  next 
day,  500  cc.  of  blood  and  500  cc.  of  air  were 
removed.  Chest  film  taken  a week  after  admis- 
sion indicated  complete  re-expansion  of  the  lung 
without  demonstrable  disease  and  freedom  from 
fluid.  Sputum  stains  and  cultures  for  acid  fast 
bacilli  were  negative.  He  was  discharged  asympto- 
matic. 

Four  months  later,  on  June  29,  he  was  re- 
admitted after  sudden  left  chest  pain.  Chest  x-ray 
revealed  partial  left  pneumothorax  with  no  pleural 
fluid.  Thoracentesis  was  done  on  admission  and 
repeated  the  next  day.  The  lung  re-expanded 
completely  and  he  has  remained  well  to  date, 
two  years  later. 

Conclusions 

Hemothorax  is  a relatively  rare  compli- 
cation of  spontaneous  pneumothorax  and  the 
threat  to  life  is  great.  Indeed,  the  gravity  of 
the  danger  is  so  great  as  to  justify  the  label- 
ing of  this  syndrome  as  an  acute  thoracic 
surgical  emergency.  Aggressive  surgical 
treatment  is  mandatory. 

Fluid  within  the  chest  should  be  aspirated 
without  delay  to  establish  a diagnosis.  If 
blood  is  removed,  steps  should  be  taken  im- 
mediately to  correct  the  derangements  af- 
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fecting  the  pulmonary  and  circulatory  sys- 
tems. Air  and  blood  must  be  promptly 
removed  from  the  pleural  space,  prompt 
lung  re-expansion  obtained  and  lost  blood 
replaced.  If  thoracenteses  do  not  suffice, 
underwater  intercostal  drainage  is  indicated. 
If  bleeding  is  massive  or  continued,  open 
thoracotomy  and  decortication  are  indicated 


to  stop  hemorrhage  and  to  regain  pulmonary 
expansion. 

Two  cases  of  spontaneous  hemopneumo- 
thorax  are  reported.  One  case  was  treated 
successfully  by  surgery.  The  second  case  is 
a report  of  an  instance  of  recurrence  of  spon- 
taneous pneumothorax  after  an  episode  of 
hemopneumothorax.  • 


“Stroke”— with  special  reference 
to  cerebral  angiography* 

Alexander  C.  Johnson,  M.D.,  Great  Falls,  Montanat 


Definitive  diagnosis  of  stroke  is 
available  through  the  relatively  benign 
procedure  of  angiography,  enabling  us 
to  salvage  many  patients  that  otherwise 
might  have  been  labeled  inoperable. 


It  is  increasingly  evident  that  a clinical  di- 
agnosis of  “stroke,”  based  solely  on  physical 
evidence  of  a cerebrovascular  accident,  does 
not  properly  differentiate  between  the  three 
types  of  cerebrovascular  lesions:  cerebral 
hemorrhage,  thrombosis,  and  embolism.  Since 
the  introduction  of  cerebral  angiography  by 
Moniz  of  Lisbon  and  his  associates  in  1926, 
it  has,  furthermore,  become  equally  evident 
that  differentiation  of  type  of  cerebrovascu- 
lar accident  alone  was  largely  academic  if  it 
did  not  lead  to  rational  and  definitive  ther- 
apy. One  soon  reaches  the  inescapable  con- 
clusion that  the  term  “stroke”  should  be 
relegated  to  the  status  of  no  more  than  an 


*Presented  at  the  meeting  of  the  Montana  Chapter,  American 
College  of  Surgeons,  Yellowstone  Park,  August  20,  1955.  Sub- 
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author  wishes  to  express  his  appreciation  to  Dr.  Keith  Sheldon, 
formerly  of  Cleveland,  Ohio,  now  in  Colorado  Springs,  author 
of  a monograph  “Mangement  of  Strokes,”  who  reviewed 
this  paper  and  offered  helpful  comments  and  suggestions. 
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archaic  term  suggesting  a sudden  vascular 
disturbance  within  the  central  nervous  sys- 
tem, but  implying  nothing  etiologically  nor 
pathologically,  and  indicating  only  the  ne- 
cessity for  additional  studies  toward  recog- 
nition of  the  specific  disease  entity  present. 

The  patient,  or  the  patient’s  family,  may 
be  satisfied  that  a conclusion  has  been 
reached  with  the  pronouncement  that  a 
“stroke”  has  occurred.  This  can  be  consid- 
ered, from  a modern  view,  no  more  of  an 
acceptable  conclusion  than  would  be  the 
symptoms  of  “fever”  or  “epilepsy.”  These 
facts  are  the  theme  of  this  paper. 

Value  of  angiography 

While  cerebral  angiography  is  not  a sub- 
stitute for  an  adequate  medical  history, 
physical  and  neurologic  examination,  and 
other  diagnostic  studies  including  radiog- 
raphy of  the  skull,  cerebrospinal  fluid  studies 
and  electro-encephalography,  it  is  self-evi- 
dent that  radiographic  visualization  of  the 
cerebrovascular  tree  in  its  various  circula- 
tory phases  should  be  of  inestimable  value, 
not  only  in  arriving  at  a definite  diagnosis, 
but  in  providing  additional  technical  data  of 
an  anatomic  and  pathologic  nature  to  indi- 
cate a rational  therapeutic  program.  Since 
the  introduction  of  angiography,  refinements 
in  all  aspects  of  the  procedure  have  reduced 
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Stroke  cont.  from  57 

risks  of  this  technic  to  a minimal  level,  con- 
currently with  the  improved  precision  and 
quality  of  diagnostic  data  obtained. 

Technic  of  angiography 

Technically,  cerebral  angiography  con- 
sists of  injection  of  appropriate  radiographic 
contrast  solution  into  a carotid  or  vertebral 
artery  and  a series  of  radiographic  exposures 
during  the  passage  of  this  contrast  medium 
through  the  intracranial  vascular  tree.  Va- 
rious manual,  semi-automatic,  and  automatic 
cassette  changers  have  been  devised.  All  are 
satisfactory.  The  exposures  are  made  rapidly 
since  circulation  time  from  arterial  to  venous 
phase  through  the  carotid  system  is  on  the 
order  of  four  to  six  seconds. 

The  arterial  puncture  may  be  done  by 
either  open  exposure  and  visualization  of  the 
vessel  or  by  percutaneous  puncture.  On  the 
writer’s  service  all  angiographies  are  done 
percutaneously  where  possible.  This  amounts 
to  90  or  95  per  cent  during  the  past  two 
years,  a somewhat  higher  proportion  of  open 
angiographies  being  done  previously.  Verte- 
bral angiography  has  been  done  in  a rela- 
tively small  number  of  cases,  usually  by  the 
retrograde  technic  through  the  exposed  com- 
mon carotid  artery.  A blood  pressure  cuff 
on  the  ipsilateral  arm  is  inflated  to  above 
systolic  pressure  at  the  time  of  injection.  A 
curved  needle  is  directed  toward  the  aortic 
arch  and  the  carotid  artery  is  temporarily 
occluded  cephalad  to  the  needle  puncture. 
This  results  in  filling  of  the  vertebral  artery 
by  retrograde  flow  in  most  cases.  Vertebral 
angiography  may  be  accomplished  also  by 
percutaneous  puncture.  In  the  writer’s  hands 
this  is  considerably  more  difficult  than  the 
percutaneous  carotid  puncture  as  the  vessel 
is  not  palpable  and  bony  landmarks  must  be 
utilized. 

Medium  used  in  angiography 

A colloidal  suspension  of  thorium  dioxide, 
“Thorotrast,”  was  used  for  many  years  with 
satisfactory  results  but  has  been  abandoned 
largely  because  of  its  radioactivity  as  well 
as  its  tendency  to  provoke  severe  fibrotic 
reaction  in  the  event  of  inadvertent  extra- 
vascular  injection.  For  the  latter  reason  it 
should  be  utilized  only  by  open  technic.  It  is 


occasionally  useful  in  very  elderly  people  or 
those  with  evidence  of  severe  vascular  de- 
generative disease  because  of  its  relative  ab- 
sence of  intravascular  irritative  effects.  Prob- 
ably the  most  commonly  used  contrast  me- 
dium was  a 35  per  cent  iodopyracet  (Dio- 
drast)  solution,  though  an  increasing  number 
of  neurosurgeons,  including  the  writer, 
turned  to  Urokon  Sodium  solution  in  a 30 
per  cent  concentration  and  more  recently  50 
per  cent  Hypaque.  These  appear  to  give 
somewhat  better  density  than  Diodrast,  and 
the  immediate  irritative  effects  including, 
principally,  unilateral  pupillary  changes  and 
flushing  of  facial  skin,  as  well  as  the  ap- 
parent degree  of  painful  irritation  from  in- 
travascular passage  of  contrast  medium,  is 
notably  less  with  Urokon,  and  practically 
absent  with  Hypaque. 

A “C.  and  H.”  semi-automatic  cassette 
changer  and  an  automatic  seriograph  are 
used  on  the  writer’s  service.  The  first 
device  not  only  holds  the  patient’s  head 
firmly  and  properly  centered  but  is  simple 
and  permits  exposure  of  four  films  in  lateral 
projection  or  two  in  anteroposterior  projec- 
tion. Films  are  extracted  from  the  cassette 
holder  by  a technician,  the  next  cassette 
being  automatically  advanced  into  position 
by  a spring-loaded  plate.  Exposure  at  one 
second  intervals  is  relatively  easy.  The  oper- 
ator makes  the  radiographic  exposures  with 
a foot  switch  obviating  difficulties  in  timing 
previously  encountered  with  verbal  com- 
mands. 

Occasionally  two  injections  of  8 cc.  each 
of  50  per  cent  Hypague  solution,  with  ex- 
posure of  sets  of  films  in  A.P.  and  lateral 
projection,  will  suffice.  Usually,  one  or  more 
additional  injections  are  made  after  re- 
viewing the  first  two  sets  of  films.  In  this 
way  variations  in  the  timing  of  the  exposures 
will  permit  visualization  of  slightly  different 
phases  of  the  intracranial  circulatory  process. 
Total  injection  of  contrast  medium  at  any 
one  session  is  arbitrarily  restricted  to  40  cc. 
If  necessary,  a repetition  of  the  study  may 
be  done  on  another  day.  With  percutaneous 
technic  this  is  a simple  matter.  In  children 
the  total  volume  as  well  as  the  amount  of 
each  injection  is  appropriately  reduced,  as 
little  as  5 cc.  yielding  adequate  vascular  fill- 
ing in  sm.aller  children. 


60 


Rocky  Mountain  Medical  Journal 


Mortality  and  morbidity  of  procedure 

Since  February,  1951,  to  June  6,  1955,  a 
total  of  222  angiographic  studies  have  been 
performed  on  174  patients  on  the  neurosurgi- 
cal services  at  the  Columbus  Hospital  and 
Montana,  Deaconess  Hospital,  Great  Falls, 
Montana.  A total  of  332  angiograms  on  256 
patients  have  been  done  to  Jan.  1st,  1958, 
representing  an  additional  110  angiograms  on 
82  patients  without  mortality  or  morbidity. 
Of  these,  178  angiograms  on  134  patients 
were  personally  performed  by  the  writer. 
A small  number  of  angiograms  performed 
at  the  eVteran’s  Administration  Hospital, 
Fort  Harrison,  Montana,  are  no  included. 

There  were  no  fatalities  in  the  writer’s 
series  directly  due  to  angiography.  There  was 
one  fatality  in  the  other  group  due  to  un- 
recognized cervical  and  mediastinal  hemor- 
rhage following  open  angiography.  There 
was  one  in  each  group  with  significant  ac- 
centuation of  pre-existing  neurologic  impair- 
ment in  the  form  of  increased  paresis.  Both 
of  these  occurred  with  Diodrast  as  the  con- 
trast medium.  In  both  instances  there  was 
evidence  of  degenerative  cerebrovascular  dis- 
ease. There  was  a small  group  of  post-angio- 
graphic fatalities  in  which  angiography  did 
not  appear  to  play  any  direct  role.  These 
included  recurrent  subarachnoid  hemorrhage, 
progressive  thrombosis  already  clinically  evi- 
dent prior  to  angiography,  as  well  as  un- 
related conditions.  On  the  basis  of  this 
series,  it  is  felt  that  the  mortality  directly 
incidental  to  angiography  is  probably  less 
than  0.5  per  cent.  Even  including  those 
deaths  apparently  unrelated  to  angiography, 
some  of  which  occurred  due  to  other  causes 
following  apparently  normal  recovery  from 
angiography,  mortality  rate  of  this  series 
appears  to  be  considerably  lower  than  other 
reported  series.  Likewise  morbidity  has  been 
practically  nil,  on  the  order  of  one  per  cent 
with  neurologic  reaction,  and  the  rest  being 
minor  complaints  including  edema  of  the 
neck,  local  soreness,  cutaneous  petechiae  and 
transitory  purpura  with  thrombocytopenia 
(one  case  in  whom  Thorotrast  was  used) . 

Precautions  used 

The  writer  strongly  feels  that  several 
factors  may  contribute  to  this  unusually  low 
rate  of  significant  reactions:  Angiographies 


are  not  done  in  cases  of  degenerative  cere- 
brovascular disease  where  the  clinical  diag- 
nosis is  either  manifest  or  practically  certain. 
This  is  not  in  contradiction  to  the  purpose 
of  this  essay,  but  rather  to  emphasize  that 
angiography  should  be  done  for  clinical  dif- 
ferentiation of  the  various  entities  which 
might  be  considered  under  the  general  term 
of  “stroke.”  In  this  regard,  elderly  patients 
with  a “benign”  cerebrovascular  accident  and 
clinical  evidence  of  severe  arteriosclerotic 
changes  may  reasonably  be  spared  from  the 
increased  hazards  of  angiography  in  their 
cases.  It  should  be  noted,  however,  that  angi- 
ography was  done  in  a large  number  of  elder- 
ly people  in  this  series  without  unusual  oc- 
currences. 

All  patients  to  undergo  angiography  are 
given  a preliminary  intravenous  test  dose  of 
2 cc.  of  the  contrast  medium,  50  per  cent 
Hypaque  solution.  All  patients  are  intensive- 
ly premedicated  with  a barbiturate,  a large 
dose  of  atropine  (generally  0.6  mgm.  in 
adults) , and  0.065  to  0.130  grams  of  Papave- 
rine shortly  prior  to  induction  of  anesthesia. 
All  angiographies  are  done  under  barbiturate 
(pentothal)  anesthesia,  with  an  endotracheal 
tube  in  place.  In  the  past  the  writer  has  done 
a few  angiographies  during  local  anesthesia 
but  feels  that  this  is  not  only  an  ordeal  for 
the  patient  but  the  operator  as  well.  There 
is  at  least  a strong  suspicion  that  an  anes- 
thetic level  of  pentothal  may  afford  some 
degree  of  protection  from  the  vasospastic 
types  of  angiographic  reactions. 

Vascular  vs.  non-vascular  lesions 

For  convenience  of  discussion,  it  appears 
best  to  separate  illustrative  cases  into  two 
groups: 

1.  Cerebrovascular  accident  on  the  basis 
of  clinical  history  and  findings. 

2.  Suspicion  of  a possible  cerebrovascular 
accident  but  where  the  clinical  picture  is 
either  atypical  or  where  conflicting  findings 
may  be  present. 

It  is  obvious  that  some  patients  in  each 
group  would  have  other  than  a primary  vas- 
cular lesion,  though  naturally  the  majority  of 
such  cases  fell  into  the  second  category.  The 
fact  that  other  pathology,  often  of  a surgi- 
cally amenable  nature,  was  disclosed  by  sub- 
sequent angiographic  investigation  is  addi- 
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tional  strong  support  to  the  stated  premise 
of  this  essay. 

Turning  our  attention  to  the  first  group, 
the  fundamental  mechanisms  are  that  of 
hemorrhage,  thrombosis,  and  embolism.  All 
involve  an  element  of  dissolution  of  vascular 
continuity  augmented  in  some  degree  by 
reflex,  and  more  or  less  widespread,  vaso- 
spasm. It  is  necessary  that  we  know  not 
only  which  type  of  lesion  has  occurred,  but 
its  location;  and,  with  particular  reference  to 
aneurysms  and  arteriovenous  malformations, 
certain  anatomic  and  physiologic  considera- 
tions are  indispensable,  including  the  vascu- 
lar origin  of  the  lesion,  its  principal  afferent 
supply,  the  presence  or  absence  of  cross  fill- 
ing from  the  contralateral  carotid  circulation, 
the  presence  or  absence  of  an  associated  he- 
matoma, etc.  That  this  is  not  a mere  exercise 
in  semantics  is  apparent  from  the  fact  that 
clinical  differentiation,  particularly  between 
cerebral  thrombosis  and  cerebral  hemor- 
rhage, is  frequently  not  possible. 

Hemorrhage 

Excluding  for  the  moment  hemorrhage 
due  to  congenital  aneurysms  or  arteriovenous 
malformations,  either  hemorrhage  or  throm- 
bosis may  occur  with  a high,  low  or  normal 
blood  pressure  and  the  presence  or  absence 
of  other  evidence  of  vascular  degenerative 
disease  is  insufficient  to  permit  a differenti- 
ation. While  it  is  true  that  profound  coma, 
elevation  of  body  temperature,  bilateral 
pyramidal  signs,  and  convulsions  favor  the 
diagnosis  of  cerebral  hemorrhage,  these 
symptoms  may  also  occur  with  a massive 
thrombosis  or  may  be  absent  in  cases  of 
hemorrhage.  Presence  of  bloody  cerebro- 
spinal fluid  is,  of  course,  prima  facie  evi- 
dence of  hemorrhage,  but  may  not  be  present 
with  intracerebral  bleeding. 

Embolism  and  thrombosis 

Cerebral  embolism  is,  of  course,  usually 
associated  with  rheumatic  heart  disease  and 
a mitral  lesion,  but  a definite  clinical  diag- 
nosis is  not  always  manifest.  Accurate  diag- 
nosis is  always  a prerequisite  to  rational 
therapy. 

Since  cerebral  thrombosis  is  generally 
treated  by  procedures  directed  toward  pro- 
duction of  cerebral  vasodilatation,  including 


cervical  sympathetic  blocks  or  with  medica- 
tion such  as  hydrogenated  ergot  alkaloids 
(Hydergine) , such  therapy  would  be  irra- 
tional, and  possibly  even  hazardous,  if  used 
in  the  presence  of  cerebral  hemorrhage. 

The  indicated  treatment,  where  techni- 
cally possible  or  permissible,  in  cases  of  con- 
genital vascular  lesions,  is  surgical.  Such 
surgery,  in  its  present  state  of  development, 
is  only  possible  where  the  surgeon  is  pre- 
operatively  prepared  with  an  angiographic 
“road  map.” 

One  other  point  seems  deserving  of  men- 
tion. This  is  the  all  too  common  presumption 
that  a “stroke”  is  usually  a cerebral  hemor- 
rhage. Actually  cerebral  hemorrhage,  not 
due  to  a congenital  vascular  lesion,  is  rela- 
tively uncommon.  As  a corollary  to  this,  the 
presence  of  hypertension  is  in  no  way  sup- 
portive of  the  diagnosis  of  any  particular  vas- 
cular lesion.  As  indicated  above,  either  hem- 
orrhage or  thrombosis  may  occur  with  hyper- 
tensive cardiovascular  disease,  and  this 
writer  has  often  remarked  that  hypertensive 
patients  are  just  as  likely  to  have  aneurysms 
as  normotensive  individuals,  but  are  prob- 
ably more  likely  to  have  a hemorrhagic  epi- 
sode. 

In  all  instances  cerebral  angiography  is 
the  indicated  diagnostic  procedure  and  the 
only  exceptions  would  be  those  cases  of 
clinically  typical  cerebral  embolism  in  the 
presence  of  rheumatic  heart  disease  and 
atrial  fibrillation,  and  a certain  number  of 
elderly  people  with  significant  arterioscle- 
rotic changes  and  relatively  “benign”  clin- 
ical picture  compatible  with  cerebral  throm- 
bosis. 

CASE  REPORTS 

These  twelve  case  reports  were  selected  as 
being  illustrative  of  a variety  of  problems  within 
the  application  of  the  term  “stroke.”  It  should  not 
be  construed  that  these  were  the  only  such  cases 
in  the  total  series  of  angiographies.  The  original 
paper  included  twenty  such  cases,  reduced  in 
this  presentation  for  reasons  of  space.  Records 
were  not  investigated  in  the  last  two  years,  since 
the  purpose  of  those  presented  is  for  illustration 
rather  than  statistics.  The  first  nine  cases  are 
primarily  vascular  lesions. 

Case  1:  Mrs.  L.  S.;  aged  48.  Ten  days  previously 
while  undergoing  radiographic  studies  for  gall- 
bladder disease  of  many  years’  duration,  the  pa- 
tient suddenly  complained  of  severe  headache  in 
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the  vertex,  became  nauseated,  and  a left  hemi- 
plegia rapidly  developed  and  persisted.  No  loss 
of  consciousness.  A severe  dysphasic  defect  de- 
veloped but  subsequently  improved.  Intermittent 
headaches  continued. 

Neurologic  findings:  Confused  and  poorly  co- 
operative; moderate  dysphasia  with  defective  com- 
prehension (left  handed).  Complete  left  hemi- 
plegia, hyper-reflexia  left  with  a left  Babinski 
sign.  Impression:  Cerebrovascular  lesion,  possible 
intracerebral  hemorrhage  with  hematoma. 

Right  carotid  angiography  disclosed  a com- 
plete obstruction  of  the  intracranial  portion  of 
the  internal  carotid  artery  above  the  posterior 
communicating  artery  with  retrograde  filling  into 
the  vertebral  system.  (Fig.  1.)  The  patient  was 
subsequently  released  from  the  hospital,  condition 
unchanged. 

Diagnosis:  Internal  carotid  thrombosis,  right. 


Fig.  1 

Case  2:  Mr.  O.  L.,  aged  51.  History  of  head 
injury  six  weeks  previously  when  struck  with  a 
club  or  black-jack.  A short  period  of  unconscious- 
ness. Following  this  recurrent  headaches  and  oc- 
casional mental  confusion.  One  week  prior  to  ad- 
mission he  had  become  completely  hemiplegic, 
though  there  seemed  to  have  been  a gradual  on- 
set of  weakness  of  the  left  side  beginning  about 
three  weeks  previously. 

Neurologic  examination:  Mental  confusion  and 
left  hemiplegia.  Miosis  and  narrowing  of  the  pal- 
pebral fissure,  right;  increase  in  the  muscle  stretch 
reflexes  and  a Babinski  sign  present  on  the  left. 
Bradycardia  varying  from  56  to  60  per  minute. 
Impression:  “Possible  chronic  subdural  hematoma, 
though  the  patient  seems  remarkably  alert  and 
free  from  pressure  symptoms  and  signs.  The  pos- 
sibility of  a spontaneous  vascular  accident  or  an 
intra-cerebral  vascular  accident,  post-traumatic 
in  nature,  cannot  be  ruled  out.” 

Exploratory  biparietal  trephine  openings  were 
negative.  Carotid  angiography  on  the  right  dis- 
closed an  occlusion  of  the  right  internal  carotid 
artery.  (Fig.  2.) 


Fig.  2 


Case  3:  Miss  V.  H.,  aged  34.  Well  one  month 
previously  when  she  was  slapped  on  the  left  side 
of  the  head  near  the  eye.  No  immediate  symptoms, 
but  the  next  morning  the  patient  was  aware  of 
a “swishing  noise”  in  her  head  synchronous  with 
the  pulse.  This  persisted  without  interruption.  One 
week  previous  to  examination  she  developed  di- 
plopia and  localized  aching  pain  behind  the  right 
eye  with  ptosis  and  swelling  of  the  left  lid  and 
conjunctiva. 

Neurologic  findings;  Complete  external  oph- 
thalmoplegia O.S.  except  for  normal  abducens 
function.  External  and  downward  deviation  of 
left  globe  with  ptosis  of  left  lid,  generalized  edema 
of  lid  and  chemosis  with  subconjunctival  hemor- 
rhage. Fundi  showed  only  venous  fullness  and 
increased  venous  tortuosity.  Questionable  pulsa- 
tion of  retinal  vein.  An  easily  audible  swishing 
murmur  synchronous  with  the  pulse  was  detected 
on  auscultation  over  the  left  temple  or  carotid 
area.  Bruit  could  also  be  heard  over  the  jugular 
vein,  particularly  on  the  left  side. 

Impression:  Post-traumatic  carotid-cavernous 
fistula,  left.  Left  carotid  angiography  revealed 
arteriovenous  filling  into  the  cavernous  sinus 
and  orbital  venous  plexus  compatible  with  the 
presence  of  a carotid-cavernous  arteriovenous  fis- 
tula. (Fig.  3.)  Left  common  carotid  artery  was 
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ligated  by  the  Poppen  technic.  The  patient  was 
told  that  ligations  in  the  neck  would  probably  not 
suffice,  and  this  was  verified  when  she  returned 
about  a week  later  with  recurrence  of  the  bruit 
which  had  temporarily  ceased  following  common 
carotid  ligation. 

The  internal  carotid  artery  was  then  ligated, 
and  again  there  was  short-lived  cessation  of  the 
bruit.  Craniotomy  was  carried  out  and  a single 
wide  Olivecrona  clip  was  placed  on  the  intra- 
cranial portion  of  the  internal  carotid  artery  just 
above  the  left  clinoid  process.  The  procedure  was 
well  tolerated,  and  the  patient  made  a satisfactory 
recovery.  Some  brief  dysphasic  episodes,  lasting 
only  a few  seconds  each,  occurred  while  the 
patient  was  convalescent. 

Case  4;  Mr.  C.  R.  S.,  aged  22.  This  patient  was 
initially  examined  one  week  following  sudden  on- 
set of  violent  headache  followed  by  vomiting,  rest- 
lessness, and  mental  confusion.  Bloody  spinal  fluid 
was  found  on  initial  examination  and  the  patient 
was  kept  at  complete  rest  for  one  week  prior  to 
transfer  here. 

Neurologic  findings:  Confusion;  restlessness 
with  the  patient  groaning  and  occasionally  crying 
out  with  pain  while  holding  the  frontal  region  of 
his  head.  Bilateral  haziness  of  the  nasal  disc 
margins  with  venous  fullness  was  evident.  Spinal 
fluid  pressure  250  mm.  of  fluid;  fluid  was  xantho- 
chromic but  still  blood  tinged. 

Impression:  Spontaneous  subarachnoid  hemor- 
rhage secondary  to  congenital  vascular  lesion. 
Carotid  angiography  on  the  right  disclosed  an 
arteriovenous  malformation.  (Fig.  4 a,  b.)  Note 
the  premature  filling  of  an  S-shaped  venous  chan- 
nel. Carotid  angiography  on  the  left  verified  the 
presence  of  cross  filling  of  the  lesion  (which  should 
be  suspected  in  a congenital  vascular  anomaly, 
particularly  along  the  sagittal  fissure).  Again  note 
the  premature  filling  of  the  same  S-shaped  venous 
channel.  (Fig.  4c.)  Craniotomy  was  carried  out 
with  occlusion  of  both  anterior  cerebral  arteries 
distal  to  the  last  callosomarginal  branches.  The 
angiographic  “road  map,”  available  for  constant 
reference  during  surgery,  permitted  occlusion  of 


Fig.  4 A 


these  vessels  distal  to  the  last  callosomarginal 
branches  to  the  paracentral  lobule.  (Fig.  4 d.) 

Case  5:  Miss  M.  E.,  aged  13.  This  patient  was 
seen  one  month  after  acute  illness  beginning  with 
headache,  stiffness  of  the  back  and  neck,  dys- 
phasia, and  recently  developing  right  hemiparesis. 

Neurologic  findings:  Considerable  somnolence, 
nuchal  spasm,  mild  bilateral  papilledema,  and 
right  hemiparesis  with  right  central  facial  weak- 


Fig.  4 B 


Fig.  4C 


Fig.  4D 
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ness.  The  clinical  impression  was  that  this  patient 
had  a spontaneous  intra-cerebral  hemorrhage,  pre- 
sumably due  to  a congenital  vascular  lesion. 

Left  carotid  angiography  disclosed  a large 
arteriovenous  vascular  malformation  in  the  left 
frontal  lobe.  Concentric  displacement  of  vascular 
channels  about  an  avascular  area  indicated  pres- 
ence of  a large  intracerebral  hematoma.  (Fig.  5.) 
Left  frontal  craniotomy  was  carried  out  with  oc- 
clusion initially  of  the  afferent  vascular  channels 
followed  by  occlusion  of  the  efferent  vascular 
channels  and  total  extirpation  of  the  lesion.  The 
hematoma  was  removed  by  irrigation  and  suction. 
Postoperative  recovery  was  satisfactory,  and  ex- 
cept for  residual  spastic  paresis  of  the  right  arm, 
which  has  steadily  improved,  as  well  as  a similarly 
improving  dysphasia,  the  patient  has  made  an 
uneventful  recovery. 


Fig.  5 


Case  6:  Mr.  W.  B.,  aged  39.  Recurrent  frontal 
headaches,  six  to  eight  weeks,  without  other  symp- 
toms. Sudden  onset  three  weeks  previously  of 
“feeling  sick”  following  which  he  lost  conscious- 
ness and  was  hospitalized  in  Helena,  having  con- 
vulsive seizures,  particularly  in  the  left  lower 
j extremity.  He  was  said  to  have  been  cyanotic  and 
I fibrillating  at  that  time.  Left  hemiparesis  was 
! present  for  several  days,  subsequently  clearing. 
Euphoria  had  been  noted. 

Neurologic  findings:  Inappropriate  laughing 
j and  euphoria.  Left  hemiparesis  and  slight  nuchal 
I rigidity.  Babinski  sign  on  the  right. 

; Carotid  angiography  disclosed  a congenital  sac- 
i cular  aneurysm  filling  from  the  right  anterior 
1 cerebral  artery  at  the  position  of  the  anterior 
I communicating  artery.  (Fig.  6 a.)  Left  carotid 
angiography  failed  to  demonstrate  any  cross  fill- 
ing of  this  aneurysm  indicating  an  aneurysm  aris- 
ing from  a rudimentary  anterior  communicating 
artery  filling  only  from  the  right.  Craniotomy  was 
I carried  out  and  the  aneurysm  was  occluded  by 
: trapping  between  two  proximal  and  one  distal 
clip  on  the  right  anterior  cerebral  artery.  (Fig. 
6 b.)  The  procedure  was  tolerated  well,  and  re- 


covery was  uneventful.  Personality  changes  noted 
pre-operatively  were  not  aggravated,  though  they 
did  persist  for  some  months.  The  patient  has  re- 
turned to  full  occupation,  asymptomatic  and  neu- 
rologically  negative  when  seen  last,  ten  months 
postoperatively. 


Fig.  6 B 


Case  7:  Mrs.  R.  J.,  aged  43.  Nine  days  prior  to 
transfer  here  by  air,  the  patient  was  found  lying 
unconscious  in  a wood  shed.  Following  admission 
to  the  first  hospital  she  regained  consciousness, 
complained  of  severe  headache,  had  stiff  neck 
and  vomited  on  several  occasions.  Spinal  fluid 
was  bloody.  There  was  a history  of  several  epi- 
sodes of  severe  headache  associated  with  back 
and  neck  stiffness. 

Neurologic  findings:  Drowsiness  and  consider- 
able discomfort  due  to  headache,  particularly  sub- 
occipital.  Left  hemiparesis,  definite  in  the  lower 
extremity,  questionable  in  the  upper  extremity, 
and  with  no  evident  facial  involvement.  Right 
pupil  was  smaller  than  the  left.  There  was  hazi- 
ness of  the  nasal  disc  margin  O.D.,  only.  Increase 
in  the  muscle  stretch  reflexes  on  the  left,  particu- 
larly in  the  lower  extremity.  Babinski  sign  on 
the  left;  equivocal  on  the  right.  Marked  suboc- 
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cipital  and  nuchal  tenderness  and  rigidity.  Cere- 
brospinal fluid  pressure  of  240  mm.  with  xantho- 
chromic, pink  fluid. 

Clinical  impression:  Spontaneous  subarachnoid 
hemorrhage,  probably  due  to  leaking  congenital 
aneurysm.  Involvement  principally  of  the  left 
lower  extremity  was  considered  strongly  sugges- 
tive of  localization  on  the  right  anterior  cerebral 
artery,  “probably  at  some  distance  from  the  Circle 
of  Willis.”  Angiography  showed  a small  congenital 
aneurysm  of  the  right  anterior  cerebral  artery 
just  anterior  and  inferior  to  the  genu  of  the  corpus 
callosum.  (Fig.  7 a.)  Ligation  of  the  right  common 
carotid  artery  was  carried  out. 

After  convalescence,  craniotomy  was  carried 
out.  The  aneurysm  of  the  right  anterior  cerebral 
artery  was  exposed,  clipped  both  proximally  and 
distally  and  excised.  (Fig.  7 b.)  The  patient  made 
an  uneventful  recovery  with  no  increase  in  neuro- 
logic deficits  and  eventual  clearing  of  those  pres- 
ent preoperatively.  When  last  seen  nearly  a year 
later,  she  was  asymptomatic  and  neurologically 
negative. 

Case  8:  Mr.  A.  A.  K.,  aged  18.  He  was  seen  be- 
cause of  history  of  two  episodes  while  lifting  a 
heavy  weight  in  which  he  had  a sudden  sensation 


Fig.  7A 


Fig.  7 B 


of  dizziness  and  fell  down.  There  was  no  uncon- 
sciousness, but  complete  right  hemiplegia  was 
present  for  two  or  three  hours  followed  by  grad- 
ual recovery  in  three  months.  There  was  no  fur- 
ther trouble  until  three  weeks  prior  to  initial 
examination  when,  while  playing  basketball,  he 
again  suddenly  felt  dizzy  and  developed  a right 
hemiplegia.  There  was  a definite  aphasia  associ- 
ated with  this  latter  episode.  Headache  associated 
with  these  attacks  was  denied,  and  there  was  no 
backache  or  stiff  neck.  Vomiting  had  been  present. 
The  right  hemiparesis  began  clearing  prior  to  ad- 
mission here. 

Neurologic  findings:  Right  hemiparesis  involv- 
ing the  arm  and  leg  equally  with  a trace  of  right 
central  facial  lag.  Defect  of  finger-to-nose  co- 
ordination on  the  right  and  slowing  of  rapid  skilled 
movements.  Hyper-reflexia  on  the  right,  and  an 
unsustained  right  ankle  clonus,  but  no  Babinski 
sign. 

Impression:  Probable  congenital  vascular  le- 
sion with  intracerebral  hemorrhagic  episodes,  left 
cerebral.  It  was  noted  that  the  history  did  “not 
suggest  a significant  degree  of  subarachnoid  bleed- 
ing.” Left  carotid  angiography  disclosed  a small 
bean-sized  saccular  aneurysm  of  the  terminal  por- 
tion of  the  left  posterior  parietal  artery.  (Fig.  8 a.) 
Additional  angiographic  study  verified  the  find- 
ings with  better  demonstration  of  the  lesion  in 
anteroposterior  projection.  (Fig.  8 b.)  Osteoplastic 
craniotomy  was  carried  out  exposing  a small  bean- 
sized aneurysm  lying  immediately  beneath  the 
pia  mater.  This  was  dissected  out  and  removed 
successfully  but  postoperative  recovery  was  de- 
layed by  development  of  a hematoma  requiring 
reopening  of  the  wound.  Re-examination  nine 
months  later  disclosed  no  residual  paresis  and 
only  a trace  of  slowness  in  skilled  movements 
with  the  right  hand  and  fingers. 

Case  9:  Mr.  J.  H.,  aged  71.  Admitted  about  two 
weeks  after  a sudden  episode  of  dizziness  followed 
by  violent  headache,  drowsiness,  tendency  to  fall 
to  the  right  side,  and  urinary  incontinence.  Three 
generalized  convulsive  seizures  had  occurred. 


Fig.  8 A 
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Fig.  8B 


There  was  some  evident  left  hemiparesis  at  the 
time  of  initial  examination. 

Neurologic  examination  revealed  drowsiness, 
left  homonymous  hemianopsia,  left  abducens  pa- 
resis, left  central  facial  paresis  associated  with 
left  hemiparesis.  Clinical  impression  included  the 
possibility  of  hemorrhage  with  intracerebral  he- 
matoma, though  thrombosis  could  not  be  excluded. 

Right  carotid  angiography  revealed  a space- 
occupying  lesion  in  the  right  temporal  lobe.  (Fig. 
9.)  At  craniotomy  an  intracerebral  hematoma  was 
evacuated  uneventfully.  The  patient  made  a satis- 
factory recovery. 


Fig.  9 


As  indicated  in  the  foregoing  discussion, 
numerous  patients  will  be  encountered  in 
which  rapid  development  of  focal  neurologic 
findings  may  suggest  a disturbance  in  cere- 
bral circulatory  integrity.  There  is  no  doubt 
that  in  many  of  these  cases  the  physiologic 
disturbance  is,  indeed,  a circulatory  one;  but 
it  is  secondary  to  the  presence  of  expanding 
lesions  or  other  non-vascular  disease.  It  fol- 


lows then  that  rational  management  or  treat- 
ment can  be  based  only  on  more  accurate 
elucidation  of  the  precise  problem  at  hand. 
The  following  non-vascular  lesions  with  his- 
tory or  findings  suggesting  “stroke”  are  illus- 
trative cases  in  this  regard. 

Case  10:  Mr.  W.  R.  M.,  aged  39.  Rapid  develop- 
ment of  right  hemiparesis  beginning  three  or  four 
days  prior  to  examination.  He  had  been  having 
mild  headache  intermittently  in  the  left  frontal 
region  since  a head  injury  in  an  auto  accident 
three  months  previously.  There  was  no  uncon- 
sciousness at  the  time  of  injury,  and  headaches 
were  unassociated  with  vomiting,  diplopia  or  other 
neurologic  complaints. 

Neurologic  examination:  Hesitance  in  speech 
suggestive  of  mild  dysphasia,  associated  with  a 
right  hemiparesis,  with  possibly  a little  more 
weakness  in  the  lower  extremity.  There  was  motor 
dyspraxia  of  the  right  hand.  There  were  no  path- 
ologic reflexes  and  only  a questionable  slight  de- 
pression of  the  muscle  stretch  reflexes  was  noted 
on  the  right  side.  The  clinical  impression  was 
that  of  possible  vascular  pathology  in  the  left 
hemisphere.  The  history  of  trauma  three  months 
before,  of  course,  raised  the  question  of  a sub- 
dural hematoma,  though  the  history  was  not  en- 
tirely characteristic  of  this. 

On  Jan.  2,  1952,  left  carotid  angiography  was 
carried  out  (Fig.  10),  showing  displacement  of 
the  vascular  pattern  compatible  with  a large  sur- 
face lesion.  A chronic  subdural  hematoma  seemed 
evident,  and  was  confirmed  surgically  the  follow- 
ing day.  The  patient  made  a good  final  recovery, 
and  has  remained  actively  operating  his  own  farm 
since. 


Fig.  10 


Case  11:  Mr.  E.  E.  N.,  aged  55.  Ten  days  pre- 
viously sudden  onset  of  right  hemiparesis  and 
dysphasia.  Two  convulsive  seizures  one  week  be- 
fore examination.  Patient  was  making  some  im- 
provement, but  developed  increasing  drowsiness 
for  two  days. 
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Neurologic  findings:  Stuporous,  right  hemiple- 
gia. Initial  impression:  Expanding  cerebral  lesion, 
left  central,  of  unknown  etiology.  The  same  day 
left  carotid  angiography  revealed  an  expanding 
lesion  in  the  central  portion  of  the  left  hemisphere. 
(Fig.  11.)  At  craniotomy  a large  brain  abscess 
was  entered  and  drained.  The  patient  made  a slow 
recovery  but  had  severe  neurologic  deficits  in 
the  form  of  right  hemiparesis  and  dysphasia. 


Fig.  11 


Case  12:  Mr.  E.  E.  S.,  aged  61.  Two  months 
history  of  decline  in  general  health,  “slowing  up’' 
with  increased  irritability.  One  month  previously 
patient  had  what  appeared  to  be  a “stroke,”  being 
found  in  his  yard  at  home,  temporarily  uncon- 
scious, and  subsequently  dysphasic.  He  had  a 
generalized  convulsive  seizure  soon  after  admis- 
sion to  a hospital.  For  one  week  there  had  been 
gradually  increasing  weakness  beginning  in  the 
right  face  and  hand,  progressing  to  right  hemi- 
paresis. Recent  mental  confusion.  Elevated  cere- 
brospinal fluid  pressure  and  protein  content  had 
been  noted. 

Neurologic  findings:  Drowsiness  and  dysphasia 
largely  of  expressive  type.  Gross  right  hemi- 


Fig.  12 


paresis,  partial  in  the  lower  extremity,  complete 
in  the  upper  extremity.  Fundi  showed  only  arterio- 
sclerotic vascular  narrowing.  Babinski  sign  pres- 
ent bilaterally.  There  was  a slight  hypei-reflexia 
on  the  right.  Impression:  Left  frontal  brain  tumor 
was  considered  the  most  likely  possibility,  but  a 
vascular  lesion  with  an  intracerebral  hematoma 
could  not  be  excluded. 

Left  carotid  angiography  revealed  vascular  dis- 
placement and  “tumor  stain”  in  the  left  parietal 
region.  (Fig.  12.)  At  craniotomy  a gross  total  re- 
moval of  a typical  glioblastoma  multiforme  in 
the  right  parietal  lobe  was  accomplished.  The 
patient  made  a satisfactory  surgical  recovery  and 
was  released  from  the  hospital  on  the  tenth  post- 
operative day. 

Summary 

“Stroke”  is  a nonspecific  clinical  term 
with  the  connotation  of  a more  or  less  sudden 
cerebrovascular  disturbance,  but  it  is  never 
an  acceptable  conclusion  or  diagnosis.  Cere- 
bral angiography  permits  a specific  etiologic 
diagnosis  to  be  made  with  proper  differenti- 
ation between  thrombosis,  hemorrhage,  and 
embolism  as  a prerequisite  to  rational  med- 
ical or  surgical  therapy.  Furthermore,  it  is 
noted  that  lesions  which  are  primarily  non- 
vascular  may  give  rise  to  sudden  vascular 
symptoms  simulating  the  general  picture  of 
a “stroke.”  Angiography  permits  proper  iden- 
tification of  these  lesions,  many  of  which 
tumors,  subdural  hematomas,  etc.,  may  be 
amenable  to  definitive  surgical  treatment. 
Since  “stroke”  is  listed  as  the  third  most 
common  cause  of  death  in  the  United  States, 
one  cannot  escape  the  question:  How  many 
of  this  number  are  dying  with  potentially 
curable  lesions?  The  relative  simplicity  and 
safety  of  cerebral  angiography,  with  the 
writer’s  experience  in  more  than  200  angi- 
ographies, is  reviewed.  Illustrative  case  re- 
ports are  given. 

Conclusions 

1.  “Stroke”  is  a symptom,  not  a diagnosis. 

2.  With  rare  exceptions,  all  patients  hav- 
ing the  history  and  clinical  findings  compat- 
ible with  a cerebrovascular  episode  should  be 
studied  by  cerebral  angiography. 

3.  Cerebral  angiography  has  a very  low 
inherent  danger  in  regard  to  mortality  and 
morbidity  and  a high  degree  of  diagnostic 
accuracy  within  the  scope  of  its  application.  • 
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Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 

in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility 


‘‘Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthine  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthine  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthine  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.G.,  and  Osmon,  K.L.: 
Pro-Banthine  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  2J2.156  (Aug.)  1956. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

The  recession  continues  to  influence  the  course 
of  much  legislation,  as  Congress  points  toward 
the  windup  of  its  session.  Even  in  the  health  fields, 
bills  that  promise  in  one  way  or  another  to  allevi- 
ate unemployment  appear  to  have  priority.  At  the 
same  time,  federal  departments  are  favoring  con- 
struction grants  to  projects  that  can  be  started 
without  much  delay. 

In  legislation,  here  are  some  of  the  develop- 
ments: 

1.  Liberalizations  in  unemployment  compensa- 
tion and  in  social  security  are  receiving  constant 
attention  on  Capitol  Hill.  At  this  writing,  the  bill 
to  extend  the  period  for  unemployment  compen- 
sation payments  is  making  progress.  There  is  the 
possibility  also  that  it  will  make  participation 
mandatory  for  all  employers. 

Prominent  among  proposed  changes  in  the 
social  security  program  itself  is  the  Forand  bill 
for  free  hospitalization  and  in-hospital  medical 
care  and  surgery  for  persons  entitled  to  social 


security  benefits.  It  is  being  pushed  by  the  AFL- 
CIO  and  by  some  liberal  Democrats,  and  opposed 
by  the  American  Medical  Association  and  a grow- 
ing group  of  other  organizations.  The  opposition 
is  convinced  that  the  Forand  bill  is  unnecessary, 
that  it  would  be  far  more  costly  than  anticipated, 
and  that  it  would  point  the  way  to  a broad  na- 
tional medical  care  plan  for  all  persons  covered 
by  social  security. 

2.  A controversial  bill  to  vastly  increase  money 
available  for  grants  for  community  facilities — 
waste  plants,  hospitals,  state  medical  schools  in- 
cluded— is  active  in  Congress.  One  proposal  is  to 
vote  a billion  dollars,  to  be  lent  out  (at  about  31/2 
per  cent  interest  for  fifty  years)  to  communities. 
The  objective  here,  as  in  many  other  measures, 
is  to  put  people  to  work  on  construction  projects. 

Federal  agencies  have  evolved  a number  of 
schemes  to  get  U.  S.  dollars  into  circulation  faster, 
and  are  attempting  to  work  out  others.  In  each 
case  described  below,  no  additional  appropriation 
is  involved;  money  is  shifted  from  a project  that 
is  getting  a slow  start  to  one  that  is  about  ready 
to  begin  construction.  Also,  all  totals  given  repre- 
sent amounts  to  be  spent  by  the  sponsors  as  well 
as  the  federal  government.  Here  are  arrangements 
already  made: 

1.  In  January,  the  Hill-Burton  hospital  con- 
struction program  called  for  U.  S.  grants  to  start 
buildings  valued  at  $381  million;  this  figure  has 
been  stepped  up  to  $405  million  by  July  1. 


Doctors,  too, 


like  “Premarin” 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  just  mask  them 
— it  replaces  tvhat  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARINr 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 

5@4I 
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2.  Between  January  and  July  1,  the  original 
plan  was  to  allocate  enough  money  to  start  $120 
million  in  construction  for  health  research  plants. 
This  has  been  increased  to  $182  million. 

3.  Before  the  recession  became  so  prominent 
an  issue,  the  plan  was  to  grant  enough  U.  S.  money 
to  start  construction  of  $170  million  in  sewage 
plants.  Under  pressure,  the  total  has  been  in- 
creased to  $215  million. 

In  most  cases,  when  a project  is  delayed  and 
thus  loses  its  allocation,  the  grant  is  re-scheduled 
for  next  fiscal  year. 

American  Medical  Association  is  one  of  the 
four  sponsors  of  a new  Joint  Council  to  Improve 
the  Health  Care  of  the  Aged.  The  others  are 
American  Dental  Association,  American  Hospital 
Association  and  American  Nursing  Homes  Associa- 
tion. 

The  Council  already  has  authorized  research 
in  a number  of  directions  to  (a)  analyze  the  health 
needs  of  the  aged,  (b)  appraise  available  health 
resources  for  them,  and  (c)  develop  the  best 
possible  health  care  for  them,  regardless  of  their 
economic  status. 

Effects  of  this  united  front  action  should  be 
felt  when  Congress  takes  up  the  Forand  bill  and 
other  legislation  pointed  toward  relief  for  the 
aged. 

Notes: 

American  Medical  Association  is  asking  Con- 


gress to  strengthen  the  Civil  Aeronautics  Ad- 
ministration’s medical  department  so  it  can  prop- 
erly supervise  fliers’  physical  examinations  and 
advise  on  other  aviation  medical  matters.  A.M.A. 
also  is  recommending  that  an  office  of  civil  air 
surgeon  and  a medical  research  laboratory  be 
established  within  C.A.A. 

Congress  has  under  consideration  several  plans 
for  reorganizing  the  Defense  Department,  two  of 
which  would  result  in  elimination  of  the  office 
of  Assistant  Secretary  for  Health  and  Medical 
Matters. 

Progress  on  appropriations  bills  indicates  more 
money  for  research  at  the  Institutes  of  Health, 
and  at  least  $121.2  million  (the  same  as  this  year) 
for  Hill-Burton  hospital  construction. 

Andrew  Biemiller,  top  legislative  man  for  the 
AFL-CIO,  told  a recent  delegation  just  returned 
from  visiting  Capitol  Hill:  “Congressmen  are  fall- 
ing all  over  themselves  in  wanting  to  do  some- 
thing in  the  recession.  I think  we  can  cash  in  on 
this.’’ 

Testifying  before  a House  appropriations  sub- 
committee, Secretary  Folsom  said  coverage  under 
major  medical  insurance  has  gone  up  almost 
twenty-fold  in  the  last  five  years. 

Medicare  is  working  up  a new  claim  form  that 
will  have  a check-list  of  common  errors  on  the 
back;  this  is  intended  to  eliminate  much  corre- 
spondence now  necessary  when  the  physician 
makes  an  error  on  the  form. 


Twenty-two  years  devoted  exclusively  to  the  design  and 

production  of  the  world's  choicest  electronic  medical-surgical 
eQuipment  is  now  culminated  in  the  presentation  of 

this  new — finest  of  all,  electrocardiograph. 


a 

completely  new 
NEW 

electro- 

cardiograph 

by  Birtcher 


THE  BIRTCHER  CORPORATION 
Department  RMJ-258 

4371  Valley  Boulevard,  Los  Angeles  32,  California 
Please  send  me  descriptives  detailing 
the  19  new  engineering  features  found  exclusively 
in  your  all-new  Electrocardiograph 

Dr. 

Address 

City 


_Zonc_ 


_State_ 


for  May,  1958 


71 


FIFTY-FIFTH  ANNUAL  MEETING 

Wyoming  State  Medical  Society 


JACKSON  LAKE  LODGE,  MORAN,  WYOMING 


JUNE  n,  12,  13,  14,  1958 


Official  call 

To  the  Officers,  Delegates,  Committeemen  and 
Members  of  the  Wyoming  State  Medical  So- 
ciety, Greetings: 

The  Fifty-fifth  Annual  Meeting  of  the  Wy- 
oming State  Medical  Society  will  be  held  at  Jack- 
son  Lake  Lodge,  Moran,  Wyoming,  Wednesday  to 
Saturday,  June  11,  12,  13,  14,  1958. 

The  House  of  Etelegates  will  convene  at  2:00 
p.m.,  Wednesday,  June  11,  as  shown  in  this  pro- 
gram, and  subsequently  as  ordered  by  it. 

The  General  Scientific  Assembly  will  convene 
at  8:30  a.m.,  Thursday,  June  12,  and  subsequently 
according  to  the  program  of  the  Scientific  Program 
Committee.  ^ g Anderson,  M.D. 

President 


Headquarters — Jackson  Lake  Lodge 
Moran,  Wyoming 

The  Scientific  Meetings  will  be  held  in  the 
Jackson  Lake  Lodge  Auditorium. 

Registration  fee,  $20.00.  The  registration  fee  is 
required  of  all  doctors  except  out-of-state  guest 
speakers.  Medical  students  properly  certified  by 
their  dean  and  professional  men  and  women  allied 
with  medicine  are  welcome  to  register  and  attend 
the  session  with  fee. 

All  Doctors  of  Medicine,  regardless  of  residence 
or  membership  in  any  Medical  Society,  are  wel- 
come to  register  and  attend  the  scientific  sessions 
and  social  functions  of  the  Society. 


first  register  at  the  Society’s  registration  desk  at 
the  Lodge.  Admission  (including  the  Stag  Party) 
is  by  registration  badge  only. 

Sessions  on  time! 

Courtesy  to  Speakers — We  urge  you  not  to 
affront  our  speakers  by  distracting  them  and  their 
audience  by  straggling  in  late  or  leaving  the  ses- 
sions early.  For  this  reason  we  in  Wyoming  hold 
it  an  inviolable  rule  to  begin  papers  and  discus- 
sions exactly  as  scheduled.  Everyone  on  the  pro- 
gram is  held  exactly  to  the  allotted  time. 

Since  our  meetings  will  begin  at  8:30  a.m.  each 
m.orning  and  end  shortly  after  lunch  each  day, 
leaving  the  afternoons  for  fishing,  hiking,  sight- 
seeing, etc.,  please  arrange  with  the  hotel  to  be 
called  at  7:30  a.m.  each  morning  so  that  you  may 
be  at  the  session  on  time. 

House  of  Delegates 

Only  the  officers  and  delegates  officially  elect- 
ed by  county  societies  may  vote,  but  all  other 
members  of  the  Society  are  entitled  to  attend  the 
regular  meetings  of  the  House  of  Delegates. 

Members  of  the  Society  should  therefore  plan 
to  attend  these  meetings  and  get  the  answers  to 
questions  about  Society  progress,  the  public  rela- 
tions and  educational  programs,  and  the  other 
activities  which  operate  as  a result  of  your  mem- 
bership and  your  dues  dollar.  Please  check  the 
meeting  times  in  the  general  program. 


General  information 

Registration — Every  person  who  attends  must 


Tickets 

Tickets  for  all  functions  will  be  available  at 
the  registration  desk  in  the  Lodge. 
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D A.  Karnofsky 

rk,  Associate  Professor 
Heine,  Cornell  Uni- 
School  of  Medicine 


Samuel  Wilson  Moore 

New  York,  Professor  of  Clini- 
cal Surgery,  Cornell  Univer- 
sity School  of  Medicine 


Ralph  Victor  Platou  Richard  L.  Sutton,  Jr. 


New  Orleans,  Professor  of 
Pediatrics,  Tulane  University 
School  of  Medicine 


Kansas  City,  Mo.,  Co-Author 
of  the  book  “Diseases 
of  the  Skin” 


Jack  Wickstrom 

New  Orleans,  Professor  and , 
Chairman,  Division  of  Ortho- 
pedics, Tulane  University 
School  of  Medicine 


PROGRAM 


Wednesday,  June  11,  1958 

Morning 

Presiding;  Robert  Bowden,  M.D.,  Chairman 
9:30 — Blue  Shield  Fee  Schedule  Committee  Meet- 
ing, Wort  Hotel,  Jackson,  Wyoming. 

12:00  Noon — Registration,  Lobby,  Jackson  Lake 
Lodge. 

Afternoon 

Presiding:  H.  B.  Anderson,  M.D.,  President 
1:00 — Council  Meeting,  Explorers  Room. 

2:00 — Credentials  Committee;  Francis  A.  Barrett, 
M.D.,  Chairman;  Explorers  Room. 

2:00  to  4:00 — House  of  Delegates  Meeting,  Explor- 
ers Room. 

4:15 — Nominating  Committee;  L.  Harmon  Wil- 
moth, M.D.,  Chairman;  Explorers  Room. 

Evening 

6:30  to  7:30 — Cocktail  Party;  Doctors,  Wives, 
Guests  and  Detail  Men,  Explorers  Room. 

7:30 — Stag  Party — Doctors,  Guests  and  Detail  Men. 

Thursday,  June  12,  1958 

Morning 

Presiding:  Ben  Gitlitz,  M.D.,  Vice  President 
8:30 — Epitheliomas,  Richard  L.  Sutton,  M.D. 

9:00 — Present  Status  of  Aviation  Medicine,  Levi 
M.  Browning,  Colonel,  USAF  (MC). 

9:30 — Dermatological  Problems,  Richard  L.  Sutton, 
M.D. 

10:00  to  10:30 — Exhibits. 

10:30 — Abdominal  Aneurysms,  S.  W.  Moore,  M.D. 
11:00  to  12:00 — Cancer  Panel.  Moderator:  Joe 
Hoadley,  M.D.  Richard  L.  Sutton,  M.D.,  S.  W. 
Moore,  M.D.,  Jack  Wicksrom,  M.D.,  David  Karnof- 
sky, M.D. 

Afternoon 

Presiding:  L.  Harmon  Wilmoth,  M.D.,  President- 
Elect 


Orientation  Course  for  New  Members,  Explorers 
Room. 

1:00 — Welcome  to  New  Members  and  Explanation 
of  Orientation  Course,  Harlan  B.  Anderson,  M.D., 
President,  Wyoming  State  Medical  Society. 

1:15 — Medical  Organization — How  to  Join,  Advan- 
tages, Importance,  Structure,  Functions,  Arthur 
R.  Abbey,  Executive  Secretary,  Wyoming  State 
Medical  Society. 

1:30 — Blue  Shield  and  Medicare — Regulations  and 
Billing,  Arthur  R.  Abbey,  Executive  Secretary, 
Wyoming  State  Medical  Society. 

1:45 — ^American  Medical  Association — How  to  Join, 
Advantages,  Importance,  Structure,  Functions,  Al- 
bert T.  Sudman,  M.D.,  Delegates  A.M.A.,  Wyoming 
State  Medical  Society. 

2:00 — Medical  Ethics — New  A.M.A.  Code.  Profes- 
sional Courtesies  and  Customs.  Grievance  Com- 
mittee. Functions  and  Malpractice,  Charles  R. 
Lowe,  M.D.,  Chairman  Grievance  Committee,  Wy- 
oming State  Medical  Society. 

2:15 — Public  Relations — Doctors,  Patients  and  the 
Public,  Benjamin  Gitlitz,  M.D.,  Vice  President, 
Wyoming  State  Medical  Society. 

2:30 — Recess. 

2:45 — Medical  Legal  Affairs — State  and  County 
Registration,  License  Renewal,  Narcotic  Permit 
and  Responsibilites,  Public  Health,  Franklin  Yo- 
der, M.D.,  Director,  Wyoming  State  Health  Depart- 
ment. §• 

3:00 — Workmen’s  Compensation,  Frederick  Haig- 
ler,  M.D.,  Chairman,  Judicial  and  Advisory  Com- 
mittee, Wyoming  State  Medical  Society. 

3:15 — Legal  Privileges,  Records,  Avoidance  of  Mal- 
practice Suits,  Liability  Insurance,  Doctor  in  Court, 
Rights,  Procedures,  Conduct  as  a Witness,  Francis 
Kidneigh,  Attorney,  United  States  Fidelity  and 
Guaranty  Company. 

3:30 — Medical  Economics  — Investments,  Stocks, 
Bonds,  Mutual  Funds,  Mr.  Thomas  Felt,  Manager, 
J.  M.  Dain  and  Company,  Inc.,  Casper,  Wyoming. 
4:00 — Question  and  Answer  Period,  All  Speakers. 
4:15 — Adjourn. 

Evening 

6:30 — Cocktails,  Smorgasbord,  Wort  Hotel,  Jack- 
son,  Wyoming.  Sponsored  by  Pfizer,  continued  on  74 


i 


1 


iJ 


for  May,  1958 


73 


“No  patient  failed  to  improve.”’ 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled . . . results  with  the  many 
measures  usually  advocated.”! 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


hypoallergenic. 
Contains  3% 
hexachlorophene. 


Friday,  June  13,  1958 

Morning 

Presiding:  Francis  A.  Barrett,  M.D.,  Secretary 
8:30 — Emergencies  in  the  Newborn,  Ralph  Platou, 
M.D. 

9:00 — Spinal  Injuries,  Jack  Wickstrom,  M.D. 

9:30 — Rehabilitation,  Charles  H.  Flint,  M.D. 

10:00  to  10:30 — Exhibits. 

10:30 — Approaches  to  Cancer  Chemotherapy,  David 
Karnofsky,  M.D. 

11:00 — Surgical  Treatment  of  Peptic  Ulcer,  S.  W. 
Moore,  M.D. 

11:30 — Problems  of  Air  Transport,  Levi  M.  Brown- 
ing, Colonel,  USAF  (MC). 

Afternoon 

Presiding:  H.  B.  Anderson,  M.D.,  President 
1:00  to  4:30 — House  of  Delegates  Meeting,  Explor- 
ers Room. 

Evening 

6:30 — Cocktails,  Buffet  Dinner  and  Dance,  Doctors, 
Wives,  Guests  and  Detail  Men,  Explorers  Room. 

Saturday,  June  14,  1958 

Morning 

8:30 — Breakfast  followed  by  Panel  at  9:00. 
Presiding:  Clare  C.  Wiley,  M.D.,  President,  Colo- 
rado State  Medical  Society 

9:00 — Panel  on  Combined  Orthopedic  Pediatric 
Problems.  Moderator,  Larry  Cohen,  M.D.  Jack 
Wickstrom,  M.D.,  Ralph  Platou,  M.D. 

10:00  to  10:30— Exhibits. 

10:30 — Breast  Cancer,  David  Karnofsky,  M.D. 

11:00 — Relation  of  Aviation  Research  to  Medical 
Practice,  Levi  M.  Browning,  Colonel,  USAF  (MC). 
11:30 — Diagnostic  Problems  in  Pediatrics,  Ralph 
Platou,  M.D. 

12:00  Noon — Council  Meeting,  Explorers  Room. 
Afternoon 

1:00  to  2:00 — Blue  Shield  Adjudication  Committee. 
Review  of  Problems,  A.  J.  Allegretti,  M.D.,  Chair- 
man; West  Side  of  Explorers  Room. 

Evening 

5:00 — Cocktails  and  Outdoor  Barbecue,  place  to  be 
announced.  Door  prizes. 

Woman’s  Auxiliary  to 
Wyoming  State  Medical  Society 

Wednesday,  June  11,  1958 

12:00 — Registration. 

3:30 — Executive  Board  Meeting. 

6:30  to  7:30 — Cocktail  Party. 

Thursday,  June  12,  1958 

10:00  to  12:00 — General  Meeting  of  Auxiliary. 

6:30 — Cocktails  and  Smorgasbord,  Wort  Hotel, 
Jackson,  Wyoming.  Compliments  of  Pfizer. 


74 


Rocky  Mountain  Medical  Journal 


Friday,  June  13, 1958 

12:45 — Luncheon.  Address  by  Mrs.  C.  Rodney 
Stoltz,  Watertown,  South  Dakota,  National  Di- 
rector Woman’s  Auxiliary  to  the  American  Medi- 
cal Association. 

6:30 — Cocktails,  Buffet  Dinner,  Dance. 


for  your 
comfort . . . 


Saturday,  June  14,  1958 

9:45 — Postconvention  Board  Meeting. 

5:00 — Cocktails  and  Outdoor  Barbecue. 

Exhibitors 
Abbott  Laboratories 
American  Cancer  Society 
A.  H.  Robins  Company,  Inc. 

A.  S.  Aloe  Company 
Ayerst  Laboratories 
Baker  Laboratories,  Inc. 

Baxter  Laboratories,  Inc. 

Blue  Shield-Blue  Cross 

Ciba  Pharmaceutical  Products,  Inc. 

The  Coca-Cola  Company 

Dairy  Council  of  Wyoming 

Destin  Chemical  Company 

The  Doho  Chemical  Corporation 

Eaton  Laboratories — Division  of  Norwich  Phar- 

macal  Company 

Eli  Lilly  & Company 

Encyclopedia  Americana 

E.  R.  Squibb  & Sons 

Geo.  Berbert  & Sons,  Inc. 

G.  E.  Searle  & Company 

Lederle  Laboratories — Division  of  American  Cy- 
anamid  Co. 

Mead  Johnson  & Company 
Merck  Sharp  & Dohme,  Inc. 

Metabol-aid 

Northwest  Surgical  Supply 
Parke,  Davis  & Company 
The  Pepsi-Cola  Company 
Pfizer  Laboratories 

Physicians  and  Hospitals  Supply  Company 
Ross  Laboratories 
Sobering  Corporation 
The  Upjohn  Company 
Winthrop  Laboratories 

Wyoming  Physicians  Attend 
Scientific  Assembly  of  A.A.G.P. 

The  Tenth  Annual  Scientific  Assembly  of  the 
American  Academy  of  General  Practice  was  held 
in  Dallas,  Texas,  March  24-27.  Speaking  to  the 
meeting  were  outstanding  speakers  on  medicine, 
surgery,  pediatrics,  dermatology,  and  psychiatry. 
In  the  latter  field  one  speaker  described  the  value 
of  hypnosis  in  the  treatment  of  functional  dis- 
orders. Exhibits  were  also  highly  praised  by  those 
in  attendance. 

Wyoming  physicians  present  included  Drs. 
N.  A.  Vicklund,  Thermopolis;  S.  J.  Giovale,  L.  E. 
McGonigle,  W.  H.  Pennoyer  and  Otis  Schleyer,  of 
Cheyenne,  and  J.  C.  Jones  of  Cody. 


EXAMINING 

STOOL 


e 


Sturdy  construction 
Modern  design 
Adjustable  height 
Naugahyde  covering 


I 

j This  stool  is  built  to  last.  All  welded 
I construction.  Made  of  7/8"  gauge 
i tubing.  Mounted  on  3"  ball-bearing 
; swivel  casters.  Stool  is  adjustable 
: from  17"  to  28".  Seat  is 

I upholstered  in  Naugahyde 

I covering  of  black,  brown  or 
I gray  color.  Padded  foam  rubber 
I seat  which  can  be  easily  removed, 

j When  ordering  specify 

I number  RM-558 


PHYSICIANS  & HOSPITALS  SUPPLY  CO. 

1400  Harmon  Place,  Minneapolis  3,  Minnesota 
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Western  Montana  Medical 
and  Surgical  Conference 

Saturday,  June  28,  1958 

Sponsored  by  the  Western  Montana 
Medical  Society. 

Bitterroot  Room,  Hotel  Florence, 

Missoula,  Montana. 

Morning 

9:15 — Welcome  and  Introductions:  Dr.  Eugene 
Drouillard,  President,  Western  Montana  Medical 
Society. 

9:20 — Anesthesia  for  Common  Surgical  Emergen- 
cies: Dr.  L.  E.  Kuffel,  Missoula. 

9:45 — Practical  Aspects  of  Mononucleosis:  Dr.  Wil- 
lard Nicholl,  Missoula. 

10:10 — Ovarian  Tumors:  Dr.  Clifford  Fearl,  Port- 
land, Oregon. 

10:45 — Stevens- Johnson  Disease  and  Erythema 
Multiforme:  Dr.  Richard  Cole,  Helena. 

11:20 — Leukemia:  Dr.  Claude  E.  Forkner,  New 
York  City. 


12:15 — Panel  Luncheon — The  Cytologic  Diagnosis 
of  Uterine  Cancer:  Dr.  G.  A.  Carmichael,  Missoula. 
12:15 — Panel  Luncheon — Some  Blood  Disorders  in 
General  Practice:  Dr.  Bryce  Colwell,  Missoula, 
Moderator. 

Afternoon 

1:45 — Surgical  Management  of  Certain  Tumors  of 
the  Head  and  Neck:  Dr.  James  W.  Quinn,  Missoula. 
2:10 — Problems  in  Homografting:  Dr.  E.  J.  Eich- 
wald,  Great  Falls.  (Auspices  of  the  American 
Cancer  Society.) 

2:45 — Uterine  Bleeding:  Dr.  Clifford  Fearl,  Port- 
land, Oregon. 

3:30 — Stress  Incontinence  in  Women:  Dr.  Emmett 
Mechler,  Kalispell. 

4:25 — The  Philosophy  for  the  Practice  of  Medicine: 
Dr.  Claude  E.  Forkner,  New  York  City. 

6:00 — Cocktail  Hour  followed  by  a dinner  dance. 
Governor’s  Room.  Tickets  available  in  the  lobby. 

This  program  has  been  submitted  for  eight 
hours  of  credit  by  the  American  Academy  of 
General  Practice.  Visiting  wives  will  be  enter- 
tained during  the  afternoon  by  the  Woman’s 
Auxiliary. 

Guest  speakers:  Claude  E.  Forkner,  M.D.,  New 
York  City,  Professor  of  Clinical  Medicine,  Cornell 
University  Medical  College;  Clifford  L.  Fearl, 
M.D.,  Portland,  Oregon,  Associate  Professor  of 
Obstetrics  and  Gynecology,  University  of  Oregon 
Medical  School.  continued  on  so 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist  Fred  W.  Langner,  M.D.,  Psychiatrist 
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For  Speedier  Return  to  Normal  Nutrition 


and  the  Medically  Acceptable 
Reducing  Diet 

In  any  medically  acceptable  reducing  diet  prescribed  today, 
meat  can  serve  as  an  important  nutritional  component. 

Curtailment  of  the  daily  calorie  allowance  must  not  deny 
the  patient  the  protein,  vitamins,  and  minerals  required  for 
good  nutritional  health.  Fad  diets  which  eliminate  certain 
basic  foods  can  hardly  be  considered  medically  acceptable. 

Calorie  for  calorie,  no  other  commonly  eaten  food  supplies 
the  quality  and  quantity  of  protein  which  lean  meat  pro- 
vides. Its  B vitamins  and  minerals  are  needed  daily,  regard- 
less of  calorie  restrictions. 

Even  when  coexistent  pathological  conditions  require  that 
the  calorie-reduced  diet  be  further  limited  to  foods  low  in 
fiber  or  in  sodium,  meat  fills  the  same  important  place  in 
each  day’s  food  allowance.  The  fat  content  of  lean  meat  is 
relatively  low,  and  meat  can  be  prepared  in  various  ways, 
as  called  for  by  almost  every  special  diet. 

In  any  diet  which  must  deviate  from  accustomed  eating 
habits,  the  taste  appeal  of  meat  makes  it  easier  for  the  patient 
to  adhere  to  the  restrictions  imposed. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult. . . because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That's  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. . .and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. ..available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm,; 
Vitamin  B-12-10.0  meg.;  Thiamine  FICI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5'  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest.  Edward  J.,  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 


Organization  cont.  from  76 
Highlights  of 

House  of  Delegates  Actions 

The  House  of  Delegates  of  your  Association  at 
its  meeting  March  29  acted  upon  the  reports 
and  recommendations  of  many  standing  and  spe- 
cial committees.  It  voted  to  amend  the  By-Laws 
and  discharge  the  Auditing  Committee,  as  recom- 
mended by  that  committee  and  the  Executive  Com- 
mittee. It  also  voted  to  authorize  the  President  to 
appoint  a special  fact-finding  committee  to  study 
and  investigate  certain  proposals  of  Montana  os- 
teopaths to  ascertain  if  there  is  any  basis  for  agree- 
ment in  any  area  of  common  interest.  . . . The 
House  voted  to  adopt  a recommendation  of  the 
Executive  Committee  that  this  Association  spon- 
sor a life  insurance  plan  for  its  members  under- 
written by  the  Northwestern  National  Life  Insur- 
ance Company.  This  plan  will  provide  a basic  term 
life  insurance  policy  of  $10,000  at  an  unusually  low 
but  varying  premium,  depending  upon  the  age  of 
the  insured.  The  plan  will  require  participation  of 
275  members  to  qualify  and  may  be  obtained  with- 
out evidence  of  insurability.  An  important  feature 
of  the  plan  is  that  the  term  policy  may  be  convert- 
ed at  any  time  to  other  forms  of  life  insurance 
without  evidence  of  insurability.  ...  In  the  report 
of  the  Economic  Committee,  which  was  adopted 


RADIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADIUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


by  the  House  of  Delegates,  all  members  of  this 
Association  were  encouraged  to  work  toward  a 
cordial  relationship  with  their  local  governmental 
units  and  to  offer  them  aid  in  handling  their  prob- 
lems of  indigent  care.  The  Economic  Committee 
urged  all  members  to  present  to  the  citizens  of 
their  community  the  positive  advantages  of  the 
private  practice  of  medicine,  fee  for  service  and 
free  choice  of  physician. 

Upon  the  recommendation  of  the  Executive 
Committee  and  the  Reference  Committee,  the  fol- 
lowing resolution  was  unanimously  adopted  by 
the  House: 

WHEREAS,  The  best  quality  of  patient  care  re- 
quires personal  relationship  between  physician 
and  patient,  and 

WHEREAS,  Free  choice  of  patient  and  physi- 
cian is  essential  to  this  relationship,  and 

WHEREAS,  An  informed  public  and  profession 
will  recognize  the  value  and  insist  on  maintaining 
this  American  system  of  free  choice,  and 

WHEREAS,  The  Montana  Medical  Association 
is  in  a position  to  recognize  any  threat  to  this  sys- 
tem and  should  alert  its  members  as  well  as  the 
public  to  such  danger  whenever  it  occurs,  and 

WHEREAS,  In  Montana  recently  there  has 
been  initiated  an  industry-wide  closed-panel  med- 
ical care  plan  which  denies  to  its  employees,  and 
their  dependents,  the  free  choice  of  doctor;  now, 
therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of 
the  Montana  Medical  Association  reaffirm  its  un- 
alterable opposition  to  this  and  all  similar  plans, 
and  reaffirm  its  faith  in  and  support  of  the  prin- 
ciple of  free  choice  between  physician  and  patient. 

Among  the  other  resolutions  adopted  by  the 
House  upon  the  recommendation  of  the  Reference 
Committee  were  the  following:  RESOLVED,  That 
the  House  of  Delegates  of  the  Montana  Medical 
Association  request  its  legal  counsel  to  investigate 
the  laws  governing  the  use  of  hypnotism  in  this 
State  and  that  it  instruct  the  appropriate  commit- 
tees of  the  Association  to  work  for  legislation  to 
limit  the  use  of  hypnotism  for  diagnostic  and  treat- 
ment purposes  to  qualified  physicians,  psycholo- 
gists and  dentists.  . . . RESOLVED,  That  the  House 
of  Delegates  encourage  the  Montana  Association 


CAMBY  Camby  says,  ''CAMBRIDGE  DAIRY  has  baen 
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We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 
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NOW...A  NEW  TREATMENT 
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‘Cardilate’  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


* 'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 
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for  Rehabilitation  in  its  projected  program  activi- 
ties and  offer  its  assistance  in  bringing  about  im- 
proved physical  medicine  and  rehabilitation  serv- 
ices to  the  people  of  Montana.  . . . RESOLVED, 
That  the  House  of  Delegates  go  on  record  as  op- 
posing passage  of  HR  9467  (the  Forand  Bill)  and 
further,  that  the  members  of  the  Montana  Con- 
gressional Delegation  be  so  informed.  . . . RE- 
SOLVED, That  the  practice  of  pathology  and  all 
allied  branches,  including  anatomical  pathology, 
clinical  pathology,  laboratory  medicine  and  other 
such  branches  as  it  may  embrace,  be  declared  the 
practice  of  medicine  with  all  the  rights,  privileges 
and  responsibilities  thereof  and  that  no  part  of  it 
can  be  separated  from  the  practice  of  medicine. 

Obituary 

L.  G.  GRIFFIS 

Lawrence  Glenn  Griffis,  M.D.,  Kalispell,  died 
on  March  15,  1958,  in  the  Kalispell  General  Hos- 
pital. Dr.  Griffis  was  born  on  March  18,  1887,  in 
Middletown,  Indiana.  He  graduated  from  the  In- 
diana University  School  of  Medicine,  1910,  and 
shortly  thereafter  began  the  general  practice  of 
medicine  in  Kalispell.  He  served  with  the  Medical 
Corps  of  the  U.  S.  Army  during  World  War  I.  In 
1953,  he  retired  from  the  active  practice  of  medi- 
cine but  continued  to  reside  at  Kalispell. 


Utah  announces  guest  speakers 
for  63rd  annual  meeting 

The  Utah  State  Medical  Association  is  pleased 
to  announce  the  following  guest  speakers,  who 
will  appear  on  their  program,  which  will  be  held 
September  10-12,  1958,  in  Salt  Lake  City: 

Edward  L.  Compere,  M.D.,  Professor  and 
Chairman,  Department  of  Orthopedic  Surgery, 


Northwestern  University  Medical  School,  Chicago. 

Oscar  Creech,  Jr.,  M.D.,  The  William  Hender- 
son, Professor  and  Chairman,  Department  of  Sur-  ■ 
gery,  Tulane  University  School  of  Medicine,  New 
Orleans,  Louisiana. 

Peter  H.  Forsham,  M.A.,  M.D.,  Professor  of 
Medicine  and  Pediatrics  Director,  University  of 
California  Medical  Center,  San  Francisco,  Cali- 
fornia. 

Robert  L.  Jackson,  M.D.,  Professor  and  Chair- 
man, Department  of  Pediatrics,  University  of  Mis- 
souri School  of  Medicine,  Columbia,  Missouri. 

Vincent  C.  Kelley,  Ph.D.,  M.D.,  Associate  Pro- 
fessor of  Pediatrics,  University  of  Utah  College  of 
Medicine,  Salt  Lake  City,  Utah. 

John  C.  Krantz,  Jr.,  Ph.D.,  Professor  of  Phar- 
macology, University  of  Maryland  School  of  Med- 
icine, Baltimore,  Maryland. 

Better  A.  Lindstrom,  M.D.,  Chief,  Division  of 
Neurosurgery,  University  of  Utah  College  of  Med- 
icine, Salt  Lake  City,  Utah. 

William  T.  Mustard,  M.B.E.,  M.D.,  Associate 
Senior  Surgeon,  Hospital  for  Sick  Children,  Uni- 
versity of  Toronto  Medical  School,  Toronto,  On- 
tario, Canada. 

Ernest  W.  Page,  M.D.,  Professor  of  Obstetrics 
and  Gynecology,  University  of  California  Medical 
Center,  San  Francisco,  California. 

Theodore  E.  Walsh,  M.D.,  Professor  of  Oto- 
Laryngology,  Washington  University  School  of 
Medicine,  St.  Louis,  Missouri.  continued  on  86 
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'*\\  has  a high  degree  of  clinical 
safety.  . . It  is  considered 
to  be  the  preferred  antimalarial 
drug  for  treatment  of  disorders 
of  connective  tissuor  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 

with  chloroquine  phosphate.''’ 

'. . . Piaquenii  is  decidedly  less  toxic  and  better 

tolerated  by  the  average  patient,  even  in  hi^h 
dosage,  than  is  chloroquine."^ 
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“Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  'muscle  spasm.’ 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe’s  Arthritis:  Hollander,  J.  L,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 

MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 
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Abstract  of  Minutes, 

House  of  Delegates, 

Colorado  State  Medical  Society* 

Twenty-third  Midwinter  Clinical  Session 
February  18,  19,  20,  21,  1958 
Shirley-Savoy  Hotel,  Denver,  Colorado 

FIRST  MEETING 

Tuesday,  February  18,  1958 

Vice  Speaker  Vernon  L.  Bolton,  of  Colorado 
Springs,  called  the  House  to  order  at  4:00  p.m., 
and  recognized  Dr.  George  Curfman,  Vice  Chair- 
man of  the  Committee  on  Constitution,  By-Laws, 
and  Credentials. 

‘Condensed  from  the  shorthand  and  sound  recorded  record 
of  Earl  S.  Wirtz,  Certified  Shorthand  Reporter.  Reports  re- 
ferred to  but  neither  reproduced  nor  abstracted  herein  were 
distributed  to  all  members  of  the  House  of  Delegates  in  ad- 
vance of  the  Annual  Session  of  the  printed  “House  of  Dele- 
gates Handbook,”  or  were  distributed  to  all  members  of  the 
House  in  mimeographed  form.  Copies  of  all  such  reports  are 
on  file  in  the  Executive  Office  of  the  Society,  available  for 
study  by  any  member  of  the  Society. 


Dr.  Curfman  presented  the  Committee’s  report 
as  printed  in  the  House  of  Delegates  Handbook 
and  amended  the  report  in  that  Dr.  T.  K.  Gleich- 
man  from  Arapahoe  County  replaces  Alternate 
Robert  Johnson.  Dr.  L.  L.  Williams  from  El  Paso 
County  is  alternate  for  Delegate  Roland  Ander- 
son. Dr.  George  B.  Stanley  is  the  delegate  and  Dr. 
John  Kehoe  is  the  alternate  from  Lake  County. 
Dr.  Russell  Hibbert  is  the  third  delegate  from 
Weld  County,  and  Dr.  R.  B.  Busboom  is  his  alter- 
nate. By  recommendation  of  the  Mesa  County 
Medical  Society,  Dr.  Kenneth  E.  Prescott  was 
seated  as  alternate  for  Dr.  J.  E.  Hyland.  Sixty- 
three  accredited  delegates  (more  than  a quorum) 
answered  the  roll  call.  Late  arrivals  increased  the 
day’s  official  roll  to  seventy-nine. 

On  motion,  the  reports  of  the  Credentials  Com- 
mittee were  adopted. 

Speaker  McGlone  delivered  an  opening  address 
calling  attention  of  the  delegates  to  the  fact  that 
for  the  first  time  the  House  of  Delegates  meetings 
were  open  to  the  press.  He  recommended  that  all 
members  meet  with  the  reference  committees  and 
express  their  views.  No  action  by  the  House  was 
required  on  the  Speaker’s  Address. 

It  was  regularly  moved  and  seconded  and  car- 
ried without  dissent  that  this  meeting  of  the  House 
of  Delegates  adjourn  by  the  clock  at  5:30  p.m., 
this  date. 

(Speaker  McGlone  and  Vice  Speaker  Bolton 
alternated  in  presiding  over  the  remainder  of  the 
session.) 


/Condition 

^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
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See  anybody  here  you  know,  Doctor? 
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On  motion  regularly  seconded  and  carried  with- 
out dissent,  the  Minutes  of  the  Eighty-Seventh 
Annual  Session  of  the  House,  held  in  September, 
1957,  were  adopted,  without  correction,  as  pub- 
lished in  abstract  in  the  November,  1957,  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Report  of  Board  of  Trustees 

President  C.  C.  Wiley,  in  a Supplemental  Re- 
port for  the  Board  of  Trustees,  reported  that  the 
Board  had  approved  a recommendation  that  the 
State  Medical  Society  prepare  a special  award  to 
KLZ-TV  for  its  cooperation  with  the  medical  pro- 
fession. The  Board  further  approved  a change  of 
dates  for  the  1959  Annual  Session  of  the  Society 
to  September  8-11  instead  of  September  24-25  as 
previously  scheduled.  It  was  recommended  by  the 
Board  that  the  meeting  be  held  at  the  Shirley 
Savoy  Hotel,  Denver.  Many  payments  of  special 
assessments  are  being  received  at  the  State  Office 
by  check  made  payable  to  the  Colorado  State 
Medical  Society.  Assessment  payments  should  be 
made  to  the  component  society  Secretary  or  Treas- 
urer in  the  same  manner  in  which  annual  dues 
are  paid.  The  Board  had  approved  the  preparation 
of  a Presidential  Certificate  of  Service  award  to 
be  presented  to  Dr.  Gatewood  Milligan. 

The  printed  reports  of  the  Board  of  Trustees 
in  the  Handbook  were  referred  to  the  Reference 
Committee  on  Board  of  Trustees  and  Executive 
Office  except  that  part  of  the  printed  report  re- 


ferring to  the  suit  against  the  Las  Animas  County 
Medical  Society,  which  was  referred  to  the  Refer- 
ence Committee  on  Professional  Relations.  The 
supplemental  report  given  verbally  by  Dr.  Wiley 
was  referred  to  the  Reference  Committee  on  Board 
of  Trustees  and  Executive  Office. 

The  report  of  the  Board  of  Councilors  was  ac- 
cepted as  printed  in  the  Handbook.  Secretary 
Sethman  reported  that  there  was  a matter  which 
should  be  presented  in  Executive  Session  at  the 
end  of  this  meeting. 

The  Grievance  Committee  had  no  supplemental 
report  to  the  report  that  has  been  published  in 
the  Handbook. 

There  were  no  personal  reports  by  the  Presi- 
dent or  the  officers. 

The  Delegates  to  the  A.M.A.  had  no  supple- 
mental report  to  offer  in  addition  to  the  report  in 
the  Handbook. 

There  was  no  supplement  to  the  report  of  the 
Executive  Secretary. 

Dr.  Harry  Hughes  submitted  a special  report 
of  the  Adjudication  Committee  to  the  State  Com- 
pensation Insurance  Fund  with  reference  to,  first, 
an  inquiry  from  the  State  Compensation  Insurance 
Fund  concerning  routine  V.D.R.L.  tests  and  chest 
x-rays  on  hospital  admissions  of  compensation 
cases,  this  matter  being  still  under  discussion  in 
the  Committee.  The  report  further  stated  that 
there  had  been  a request  from  the  Industrial 
Commission  of  Colorado  that  the  function  of  the 


and  inflammation 

With  BUFFERIN^ 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflaimnatory  action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodimn  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J. A.M.A.  158:386  (Jime4)  1955. 
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Adjudication  Committee  of  the  State  Compensa- 
tion Insurance  Fund  be  enlarged  to  include  ques- 
tions of  an  advisory  nature  to  the  Industrial  Com- 
mission itself.  The  Committee  recommended  that 
the  House  act  favorably  on  this  request  and  that 
the  name  of  the  Committee  be  changed  to  “Ad- 
visory Committee  on  Workmen’s  Compensation 
Affairs.” 

The  report  of  the  Adjudication  Committee  was 
referred  to  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations. 

Dr.  Gerald  S.  Maresh,  Chairman,  supplemented 
the  printed  report  of  the  Prepayment  Services 
Committee,  stating  that  the  Uniform  X-Ray  Fee 
Schedule  has  now  been  adopted  by  the  Industrial 
Commission.  Copies  of  the  schedule  can  be  ob- 
tained by  writing  to  the  Industrial  Commission 
after  it  has  been  printed. 

Public  Policy  report 

Dr.  Robert  P.  Harvey,  Chairman  of  the  Public 
Policy  Committee,  presented  a supplemental  re- 
port concerning  the  medical  supervision  of  lab- 
oratories in  connection  with  a proposed  amend- 
ment to  a resolution  passed  by  the  House  of  Dele- 
gates in  September,  1954,  which  defines  clinical 
pathological  procedures  as  included  in  the  practice 
of  medicine.  The  Committee  approved  the  prin- 
ciple of  the  amendment  but  recommended  the 
adoption  of  a substitute  amendment  reading: 

“That  it  be  further  resolved  that  medical 


laboratories  closely  supervised  by  physicians 
with  special  interest  and  training  in  laboratory 
medicine  should  be  utilized  wherever  possible 
in  order  to  assure  uniformly  high  quality  diag- 
nostic procedures  for  the  patient.” 

The  Public  Policy  Committee  had  approved  the 
report  of  the  Health  Education  Committee.  A pro- 
posal by  the  U.  S.  Public  Health  Service  to  conduct 
a screening  type  of  survey  to  increase  the  detec- 
tion of  diabetics  was  approved  by  the  Committee. 

The  report  of  the  Ad  Hoc  Committee  on  Oph- 
thalmia Neonatorum  had  been  considered  by  the 
Public  Policy  Committee  and  steps  leading  to 
later  implementation  taken.  A proposal  of  the 
Colorado  Cancer  Society  to  establish  a question- 
answer  informational  radio  program  with  incog- 
nito physician  members  being  represented  on  a 
rotating  basis  was  approved. 

The  report  was  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

Insurance  report 

In  the  absence  of  Dr.  George  R.  Buck,  Chair- 
man of  the  Committee,  Mr.  Sethman  read  the 
following  special  report  of  the  Professional  Insur- 
ance Committee: 

The  Professional  Insurance  Committee  is  in  receipt  of  an 
additionai  letter  requesting  approval  by  the  State  Society 
of  a group  policy  by  Employers  Insurance  Group  for  mal- 
practice insurance.  This  letter  is  enclosed. 

The  Insurance  Committee  wishes  to  report  to  the  House 
of  Delegates  that  this  group  policy  is  not  a true  group  policy 
inasmuch  as  underwriting  selectivity  on  the  part  of  the 
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Gastric  distress  accompanying  "predni-steroid” 
therapy  is  a definite  clinical  problem —well 
documented  in  a growing  body  of  literature. 


view  of  ihe  beiiefieial  re- 
es  observe*!  when  aniarids 
hn«l  diets  were  used  concoin- 
with  prednisone  and  predni- 
, we  feel  that  these  measures 
I be  employed  prophylaeti- 
o offset  any  gastrointestinal 
feets.” — Dordiek,  J.  K.  et  al.: 
State  J.  Med.  57:2019  (June 
>57. 


5i«“It  is  our  growing  oonvie- 
tion  that  all  patients  reeeiviii^ 
oral  steroids  should  take  eaeh 
<lose  after  foo<l  or  with  ade- 
quate biiffering  with  aluminum 
or  mafinesium  hydroxide  pre[>- 
aratioiis.” — Sipler,  J.  W.  aii<l 
Ensign,  1).  J.  Kentuekv 
State  M.  A.  51:771  (Sept.)  1956. 


sfe^'The  apparent  high  inci- 
denee  of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— 
Hollet.  A.  J.  and  Buiiim,  J.  J.: 
J.  A.  M.  .V.  158:-159  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


lotlellra. 

PREDNISONE  BUFFERED 

Itiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy— 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  S.O  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate,  in  bottles  of  30, 100,  500. 
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American  Employers  Group  is  reserved  to  that  group. 

It  is  the  impression  of  your  Insurance  Committee  that 
this  coverage  will  be  available  from  the  American  Employers 
on  an  individual  basis.  Representatives  of  Employers  Insur- 
ance Group  indicated  that  contemplated  rates  would  be  ap- 
proximately 25  per  cent  less  than  those  of  bureau  companies 
at  present. 

Your  Insurance  Committee  calls  the  attention  of  the  House 
of  Delegates  to  the  fact  that  the  proposal  of  Employers  In- 
surance Group  will  be  highly  competitive  to  the  Empire 
Casualty  Company. 

The  report  was  submitted  to  the  Reference 
Committee  on  Professional  Relations. 

The  mimeographed  supplemental  report  of  the 
Accreditation  Committee  recommended  changing 
the  name  of  the  committee  to  “Joint  Committee 
on  Improvement  of  Patient  Care,”  as  a sub-com- 
mittee of  the  standing  Committee  on  Medical 
Service.  Further,  to  establish  a better  liaison  be- 
tween small  hospitals  and  Colorado  Hospital  Serv- 
ice, it  was  recommended  that  an  additional  mem- 
ber be  appointed  from  the  Colorado  Hospital 
Service,  Inc.  (Blue  Cross).  The  committee  en- 
dorsed the  adoption  of  a working  Civil  Disaster 
Plan  by  all  hospitals  and  physician  staff  members. 
A sample  of  the  Plan  was  attached  to  the  report. 

The  Supplemental  Report  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business. 

The  Speaker  noted  that  all  printed  reports  were 
referred  to  Reference  Committees  as  indicated  in 
the  printed  Handbook,  except  as  otherwise  noted 
in  these  Minutes. 

The  presentation  of  the  reports  having  been 
completed,  the  Speaker  called  for  unfinished  busi- 
ness. The  Secretary  referred  the  House  to  Un- 
finished Business  as  presented  on  page  29  of  the 
Handbook.  The  Secretary  further  directed  the  at- 
tention of  the  House  to  the  report  of  the  Board 
of  Councilors  as  presented  on  pages  17  and  18  of 
the  Handbook.  The  unfinished  business  related 
to  a proposed  assessment  of  $20.00  per  member 
for  the  American  Medical  Education  Foundation 
presented  at  the  Annual  Session  last  September 
by  Delegate  I.  E.  Hendryson.  The  matter  was  re- 
ferred to  the  Reference  Committee  on  Board  of 
Trustees  and  Executive  Office. 

The  Speaker  announced  that  Dr.  William  H. 
Wierman  had  been  appointed  to  replace  Dr.  James 
A.  Philpott  on  the  Reference  Committee  on  Mis- 
cellaneous Business. 

New  business 

The  Speaker  having  called  for  new  business. 
Dr.  C.  O.  Roberts,  Boulder,  presented  the  following 
resolution: 

WHEREAS,  The  Social  Security  program  has  become  part 
of  the  American  way  of  life  and  the  nation’s  top  economists 
and  insurance  experts  agree  that  it  can  be  operated  on  a 
self-sustaining  basis;  and 

WHEREAS,  Social  Security  is  backed  by  the  laws  of  the 
United  States  Government  and  in  twenty  years  of  operation 
has  scrupulously  met  its  obligations  to  millions  of  Americans; 
and 

WHEREAS,  Social  Security  and  private  insurance  are  not 
in  conflict,  but  complement  each  other  to  provide  a physician 
and  his  family  with  well-rounded  protection;  now  therefore 

BE  IT  RESOLVED,  That  the  Colorado  State  Medical 
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Society,  by  action  of  its  House  of  Delegates,  goes  on  record 
as  favoring  the  amendment  of  the  Social  Security  law  so  as 
to  Include  self-employed  physicians  under  its  benefits. 

There  being  no  discussion  by  the  House,  the 
Resolution  was  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

Dr.  Bradford  Murphey  presented  the  following 
Resolution: 

“On  behalf  of  the  United  States  Committee  of 
the  World  Medical  Association,  I would  like  to 
present  a brief  resolution: 

“WHEREAS,  The  House  of  Delegates  of  the  American 
Medical  Association  has  recommended  that  every  member  of 
the  A.M.A.  join  the  United  States  Committee  of  the  World 
Medical  Association;  and 

“WHEREAS,  It  has  also  urged  that  its  component  state 
associations  support  and  give  official  recognition  to  the 
United  States  Committee  in  order  to  achieve  the  objectives 
of  the  World  Medical  Association,  in  protecting  the  freedom 
of  medical  practice  and  increasing  the  influence  of  the  prac- 
ticing medical  profession  at  the  international  level;  and 

“WHEREAS,  This  Society  recognizes  that  it  is  as  im- 
portant for  each  physician  to  support  his  international  or- 
ganization as  to  support  his  county,  state  and  national  medical 
associations;  therefore 

“BE  IT  RESOLVED,  That  the  Colorado  State  Medical 
Society  hereby  expresses  its  support  of  the  principles  and 
objectives  of  the  World  Medical  Association  and  urgently 
recommends  that  each  member  of  this  Society  join  the  United 
States  Committee  of  the  World  Medical  Association  and  take 
an  active  part  in  its  services  to  the  medical  profession  and 
the  peoples  of  the  world.” 

The  resolution  was  referred  to  the  Reference 
Committee  on  Miscellaneous  Business. 

The  following  resolution  was  presented  by  Dr. 
H.  E.  McClure  for  the  Prowers  County  Medical 
Society: 

WHEREAS,  The  Constitution  of  the  State  of  Colorado  was 
amended  in  1957  with  regard  to  old-age  pensions  in  such 
manner  as  to  set  up  a program  to  provide  necessary  medical 
and  hospital  care  to  pensioners  beginning  February  1,  1958, 
and  a revolving  fund  was  created  to  defray  the  expenses  of 
this  medical  and  hospital  program;  and 

WHEREAS,  The  many  thousands  of  pensioners  already 
eligible  for  this  program  will  be  added  to  in  the  future,  and 
if  hospitalized  for  minor  illnesses  and  discomforts  which  could 
be  adequately  treated  without  hospitalization,  such  costs 
would  ensue  that  the  program  would  soon  be  bankrupt;  and 
WHEREAS,  The  final  decision  for  admission  to  hospitals 
rests  with  the  physicians  of  Colorado,  it  becoming  therefore 
the  duty  of  the  doctors  of  this  state  with  the  aid  of  informed 
pensioners  to  make  all  recipients  of  these  benefits  aware  of 
the  dangers  which  over-utilization  of  these  privileges  hold 
for  the  future  of  their  own  program;  now  therefore 

BE  IT  RESOLVED,  That  the  Board  of  Trustees  and  the 
appropriate  Committees  of  this  Society  be  directed  to  formu- 
late an  educational  program  to  inform  the  recipients  of  the 
benefits  of  the  medical  and  hospital  program  of  the  present 
old-age  pension  laws  concerning  the  danger  to  their  own 
future  if  this  plan  is  abused. 

There  being  no  discussion  of  the  resolution,  it 
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was  referred  to  the  Reference  Committee  on  Leg- 
islation and  Public  Relations. 

Without  objection,  the  Speaker  then  declared 
the  House  in  Executive  Session  for  the  conduct  of 
private,  internal  business.  The  Sergeants-at-Arms 
thereupon  cleared  the  House  of  all  unauthorized 
persons  and  the  House  went  into  Executive  Ses- 
sion. 

Upon  arising  from  Executive  Session,  and  there 
being  no  further  business  for  the  day,  the  House 
adjourned  at  5:30  p.m.,  to  reconvene  at  4:30  p.m., 
Thursday,  February  20,  1958. 

SECOND  MEETING 

Thursday,  February  20,  1958 

Speaker  McGlone  called  the  House  to  order  at 
4:30  p.m.  The  Roll  Call  disclosed  seventy-seven 
accredited  members  of  the  House  present,  more 
than  a quorum. 

Secretary  Sethman  read  the  condensed  Minutes 
of  the  House  of  Delegates’  first  meeting  on  Feb- 
ruary 18.  There  being  no  corrections  or  additions, 
the  Minutes  were  adopted  as  read. 

The  Speaker  called  for  additional  reports  from 
the  Board  of  Trustees,  the  Board  of  Councilors 
or  the  Grievance  Committee.  No  further  reports 
were  offered. 

President’s  report 

In  response  to  a call  by  the  Speaker  for  further 
reports  from  individual  officers  of  the  Society, 
President  Wiley  addressed  the  House  as  follows: 

DR.  C.  C.  WILEY:  “We  have  a full  agenda  this 
afternoon,  but  there  is  something  that  needs  to  be 
said  to  this  House  of  Delegates. 

“It  has  become  very  obvious  to  the  officers  of 
the  Society  this  year,  in  traveling  around  to  the 
various  component  societies,  that  a great  number, 
as  a matter  of  fact  a great  majority,  of  our  mem- 
bers are  woefully  uninformed,  not  only  as  to 
what  is  going  on  at  the  present  time,  but  what  has 
been  taking  place  in  the  past  few  years  in  this 
State  Medical  Society.  To  some  extent  that  is  their 
own  fault  because  all  of  the  proceedings  of  this 
House  of  Delegates  are  printed  in  the  Journal. 
Everyone  receives  the  Journal  and  all  they  have 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)  it  lowers  gas- 
tric secretion  while  ittranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
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dren. 
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to  do  is  take  the  trouble  to  read  it  and  see  what 
has  happened.  Gentlemen,  you  know  how  many 
do  that!  However,  that  should  not  be  necessary. 

“The  House  of  Delegates  is  made  up  of  elected 
members  from  each  component  society.  You  mem- 
bers sit  here  and  listen.  You  have  the  floor.  You 
can  speak  for  your  group.  You  listen  for  your 
group.  You  are  supposed  to  take  all  of  these  things 
back  to  your  group  and  report  to  them  so  they 
know  what  we  are  doing.  That  obviously  has  not 
been  done,  in  the  past  few  years  at  least. 

“I  charge  you  now  with  your  duty  to  go  back 
to  your  component  societies  and  tell  them  what 
we  do  in  this  House.  If  they  do  not  understand  it. 
explain  it  until  they  do.  If  you  don’t  understand, 
call  upon  your  State  Society  officers.  We  will  try 
to  explain. 

“This  is  a serious  problem  and  it  is  one  that 
compounds  itself  each  year.  It  is  a serious  situa- 
tion, gentlemen,  one  that  should  never  occur,  but 
that  has  occurred,  and  one  that  has  been  present 
a long  time.  I hope  this  is  the  last  year  that  this 
will  happen. 

“I  again  charge  each  of  you  to  go  back  to  your 
component  societies  and  clearly  and  concisely  tell 
your  members  what  has  gone  on  in  these  meet- 
ings.” 

There  being  no  further  report  by  any  officer  or 
committee,  except  Reference  Committees,  the 
Speaker  called  on  the  Reference  Committee  on 
Board  of  Trustees  and  Executive  Office. 
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Report  of  Reference  Committee  on 
Board  of  Trustees  and  Executive  Office 

Chairman  Robert  E.  McCurdy  presented  the 
following  report  which  was  adopted  section  by 
section  and  as  a whole: 

“(a)  Your  Reference  Committee  recommends 
approval  of  the  report  of  the  Board  of  Trustees 
on  the  resignation  of  our  President,  as  carried  on 
page  7 of  the  Handbook.  The  Reference  Commit- 
tee recognizes  once  again  the  great  contributions 
that  Dr.  Milligan  has  made  to  our  Society,  and 
wishes  him  an  early  and  complete  recovery.  Your 
Reference  Committee  has  complete  confidence  in 
Dr.  C.  C.  Wiley’s  ability  to  complete  the  unexpired 
term  of  Dr.  Milligan  with  distinction. 

“(b)  Your  Committee  recommends  approval  of 
the  first  paragraph,  only,  of  the  Finance  Com- 
mittee report  on  page  8 of  the  Handbook,  and 
approves  the  Society  dues  to  remain  at  their  pres- 
ent level  for  the  coming  year.  The  succeeding  four 
paragraphs  of  the  Board’s  report  were  referred 
to  another  Reference  Committee. 

“(c)  Your  Reference  Committee  recommends 
approval  of  the  report  on  the  national  activities 
of  our  Society  and  once  again  feels  that  our  A.M.A. 
Delegates  and  our  official  representatives  at  the 
national  meetings  should  be  highly  commended 
for  their  outstanding  work  during  this  past  year. 

“(d)  Your  Reference  Committee  recommends 
approval  of  the  dates  of  September  24-27  for  our 
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The  Achievement  of  Lederle  Research 


Project  CL19823 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Lederle  announces  a major  drug  with  great  new  promise 


r n 


a new  corticosteroid  created  to  minimize 
major  deterrents  to  all  previous  steroid  therapy 


9 alpha-fluoro-16  alpha-hydrox3rprednisolone 

* t 


0 


a new  faiigli  in  anti-inflammatory  effects  with  lower  dosage 


(averages  less  than  prednisone) 


0 


a new  low  in  the  collateral  hormonal  effects  associated 


with  all  previous  corticosteroids 


Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 


Sodium  and  water 

ARISTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.®  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®-  ^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.^  Potassium 
balance  studies  in  humans®’®  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®*^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies®  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.®’® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalF  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 

Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^®  Clinical  studies^^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 

Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known.^^  The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  On  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 

Bibliography 

1 . Experimental  Therapeutics  Section,  Lederle  Laboratories. 
To  be  published.  2.  Bunim,  J.  J.,  Whedon,  G.,  and  Black, 

R.  L.:  Personal  Communication.  3.  Heilman,  L.,  ZumofF, 
B.,  Schwartz,  M.  K.,  Gallagher,  T.  F.,  Berntsen,  C.  A.,  and 
Freyberg,  R.  H.:  Antirheumatic  and  Metabolic  Effects  of 
a New  Synthetic  Steroid,  paper  quoted  in  Bull.  Rheumat. 
Dis.  7:  130,  1957.  4.  Spies,  T.  D.:  South,  M.  J.  50:  216, 
(Feb.)  1957.  5.  Freyberg,  R.  H.:  Personal  Communication. 
6.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Pa- 
per presented  at  the  International  Congress  on  Rheumatic 
Diseases,  Toronto,  June  25,  1957.  7.  Hartung,  E.  F.:  To  be 
published.  8.  Heilman,  L.,  Zumoff,  B.,  Kretschmer,  N.  and 
Kramer,  B.:  Personal  Communication,  9.  Dorfman,  R.  I., 
and  Dorfman,  A.  S.:  Personal  Communication.  10.  Gray, 

S.  J,,  Ramsey,  C.  G.,  Villarreal,  R.,  and  Krakauer,  L.  J. : Ed- 
ited by  H.  Selye  and  G.  Heuser  in:  Fifth  Annual  Report  on 
Stress,  1955-56.  M.D.  Publications,  Inc.,  New  York,  1956, 
p.  138.  11.  Dubois,  E.  L.:  Personal  Communication.  12. 
Good,  R.  A.,  Vernier,  R.  L.,  and  Smith,  R.  T.:  Pediatrics 
19:95,  1957. 


The  Promise  of 

in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  caseO-  Although  these  results  are  encour- 
aging,  determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,^ and  toxic  syndromes  producing  even 
convulsions  and  death.^ 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARisTocoRT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.® 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^-® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^’®  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 

with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristcxjort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),®  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).^®'“ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
fossihle  dose  which  will  su'p'press  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARiSTOCORT  thera-py  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  1 80  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  1 1 mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  "excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q About  200  •patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months.  Dosage  and  course  of  therapy 


Results  of  treatment 

Sherwood  and  Cooke^  - gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  ARISTOCORT,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,^  Barach^ 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 

of  ARISTOCORT. 


The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise 


in  Nephrotic  Syndrome 

Q Fourteen  'patients  with  the  nephrotic  syn- 
drome have  been  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'’^  noted  that 
ARISTOCORT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fibrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,^ 
Segal,*  and  Cooke,®  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 

0 Forty-f  our  children  and  adults  have  been 
given  ARiSTOCORT  for  'palliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkin’s  disease. 

Results  of  treatment 

Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates'^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 

Dosagre  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg./kg./day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise  of 


in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  'patients  with  allergic  and  inflamma- 
tory skin  diseases  (including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARISTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro  intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke,^  and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,®  Hollander,^  Spies,® 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful  in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  replacement— 
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Organization  cont.  from  98 

1958  Annual  Session  in  Colorado  Springs,  as  car- 
ried on  page  11  of  the  Handbook. 

“(e)  Your  Reference  Committee  recommends 
approval  of  the  component  society  activities  as 
listed  on  page  11  of  the  Handbook,  and  strongly 
feels  that  the  meetings  of  our  State  officers  with 
our  component  societies  will  certainly  improve 
the  functioning  of  both  component  and  the  State 
Medical  Societies. 

“(f)  Your  Reference  Committee  acknowledges 
the  very  generous  trust  fund  left  by  Mrs.  Jane 
Nugent  Cochems  for  aid  to  indigent  elderly  physi- 
cians, as  listed  on  page  12  of  the  Handbook,  and 
we  certainly  recommend  that  the  Board  of  Trustees 
be  furnished  with  any  information  regarding  any 
possible  eligible  beneficiary  of  this  trust.” 

(Speaker  McGlone  stated  parenthetically  that 
there  was  a fund  available  of  $50,000.00,  the  bene- 
fits of  which  can  go  to  the  elderly,  needy  physi- 
cians. If  there  are  any  in  the  communities  repre- 
sented, they  should  be  reported  to  the  Board  of 
Trustees  to  take  advantage  of  this  money  that  is 
available. ) 

“(g)  Your  Reference  Committee  recommends 
approval  of  the  report  by  the  Board  of  Trustees 
on  Miscellaneous  Business  as  noted  on  page  12  of 
the  Handbook,  in  which  Drs.  Robert  P.  Harvey  and 
Samuel  P.  Newman  were  re-elected  to  the  Board 
of  Trustees  of  the  Colorado  Hospital  Service,  Inc., 
as  our  State  Medical  Society  official  representa- 
tives. These  physicians  have  contributed  greatly 
of  their  time  and  we  wish  to  commend  them  on 
their  fine  work. 

“(h)  Your  Reference  Committee  recommends 
approval  of  the  report  of  the  Society’s  General 
Counsel  as  reported  on  pages  14  and  15  of  the 
Handbook,  regarding  assessments  and  possible  do- 
nations to  the  American  Medical  Education  Foun- 
dation. It  is  the  opinion  of  your  Reference  Com- 
mittee that  in  view  of  present  extenuating  circum- 
stances, it  would  not  be  advisable  to  deplete  our 
financial  reserves  at  this  time. 

“(i)  Your  Reference  Committee  recommends 
approval  of  the  entire  report  of  the  Executive 
Secretary  as  listed  on  pages  19,  20,  21,  and  22  of 
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our  Handoook.  We  feel  that  once  again  Mr.  Seth- 
man  and  his  fine  staff  should  be  heartily  com- 
mended for  the  excellent  and  efficient  manner  in 
which  they  handle  the  necessary  organizational 
activities  of  the  Colorado  State  Medical  Society. 

“(j)  Your  Reference  Committee  recommends 
approval  of  the  first  paragraph  of  the  supple- 
mental report  on  the  Interprofessional  Council. 
This  Council,  composed  of  representatives  of  the 
Colorado  Nurses  Association,  the  Colorado  Phar- 
macal  Association,  the  Colorado  Bar  Association, 
the  Colorado  Engineering  Council,  the  Colorado 
State  Medical  Society,  the  Colorado  Hospital  Asso- 
ciation, and  the  Colorado  State  Dental  Association, 
IS  a group  with  a non-official  status  and  functions 
primarily  as  a discussion  group  for  the  purpose 
of  exchanging  information.  Your  Reference  Com- 
mittee feels  this  is  a healthy  situation  in  which 
joint  problems  might  be  discussed. 

“(k)  Your  Reference  Committee  approves  the 
supplemental  report  of  the  Board  of  Trustees  sub- 
mitted on  February  18  in  which  the  following 
actions  were  recorded: 

“1.  That  the  State  Medical  Society  should  present  a special 
award  to  KLZ-TV  in  recognition  of  the  wholehearted  co- 
operation and  contribution  of  unrecognized  man-hours  and 
valuable  air  time  in  helping  the  medical  profession  to  carry 
out  its  public  education  program. 

“2.  That  the  dates  for  the  1959  Annual  Session  of  the 
Society  be  changed  to  September  8-11  to  take  advantage  of 
available  color  television  facilities. 

“3.  That  the  Society  should  take  cognizance  of  the  fact 
that  many  Emeritus  and  Associate  members  are  making 
assessment  payments  to  strengthen  not  only  the  finances,  but 
the  moral  fibre  of  our  Society  during  its  present  litigation 
activities. 

“4.  The  preparation  of  a certificate  of  service  award  pre- 
scribed by  the  By-Laws  to  be  presented  immediately  to  Dr. 
Gatewood  Milligan  who  served  as  the  Society’s  President 
from  September  through  December,  1958.” 

Report  of  the  Reference  Committee  on 
Miscellaneous  Business 

Dr.  K.  A.  Platt  submitted  the  report  of  the 
Reference  Committee  on  Miscellaneous  Business, 
which  was  adopted  section  by  section  and  as  a 
whole  as  follows: 

“(a)  Your  Reference  Committee  recommends 
the  approval  of  the  report  of  the  Committee  on 
Public  Health  as  carried  on  page  22  of  the  Hand- 
book. 

“(b)  Your  Committee  recommends  approval  of 
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And  it  is,  oh,  suck  fun! 

And  I am  sure  that  we  shall  rue 
The  time  when  we  are  both 
too  old  to  play 
Thegameof‘‘Booh’^! 

—EUGENE  FIELD 
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the  resolutions  introduced  by  Dr.  Bradford  Mur- 
phey  to  the  House  of  Delegates  on  February  18, 
1958,  regarding  the  importance  of  the  A.M.A.’s  sup- 
port of  the  U.  S.  Committee  of  the  World  Medical 
Association. 

“(c)  Your  Reference  Committee  recommends 
the  approval  of  the  supplemental  report  of  the 
Subcommittee  on  Automotive  Safety  of  the  Public 
Health  Committee  as  distributed  in  a mimeo- 
graphed brochure  to  the  members  of  the  House  of 
Delegates  on  February  18,  1958. 

“(d)  Your  Committee  recommends  approval  of 
the  supplemental  report  from  the  Accreditation 
Committee  as  distributed  in  mimeographed  form 
to  the  House  of  Delegates  and  recommends  ap- 
proval of  the  following  items  mentioned  in  that 
report: 

“1.  Changing  of  the  name  of  this  Committee  from  Ac- 
creditation Committee  to  ‘Joint  Committee  on  Improvement 
of  Patient  Care.’ 

“2.  Making  this  Committee  a Subcommittee  of  the  Stand- 
ing Committee  on  Medical  Services. 

“3.  We  recommend  that  an  additional  member  be  appointed 
to  this  Committee  from  the  Colorado  Hospital  Service  to 
establish  a better  liaison  between  the  smaller  hospitals  and 
the  Colorado  Hospital  Service. 

“4.  We  recommend  endorsement  of  the  adoption  of  a 
working  civil  disaster  plan  by  all  hospitals  and  physicial  staff 
members.” 

Report  of  the  Committee  on 
Professional  Relations 

Dr.  John  B.  Farley  submitted  the  report  of 
the  Reference  Committee  on  Professional  Rela- 


tions which,  after  discussion,  was  adopted  section 
by  section  and  as  a whole  as  follows: 

“(a)  Your  Reference  Committee  recommends 
the  approval  of  the  report  of  the  Board  of  Coun- 
cilors as  carried  on  page  15  of  the  Handbook,  with 
one  exception,  that  being  that  the  Committee  on 
Constitution,  By-Laws  and  Credentials  reconsider 
the  Junior  membership  section  so  that  young 
doctors  whose  practice  is  interrupted  for  military 
service  will  not  be  penalized,  and  that  the  time 
spent  in  the  military  service  will  not  be  counted 
against  them  when  they  come  back  into  practice. 
As  we  understand  it,  under  the  present  regula- 
tions, if  a young  doctor  practices  for  six  months 
or  a year,  and  then  goes  into  his  military  service, 
and  remains  in  the  military  service  for  two  years 
or  longer,  he  then  would  come  back  into  practice 
as  a Senior  member.  We  feel  that  in  fairness  to 
these  people,  the  Junior  Membership  coverage  be 
extended  in  such  a way  that  they  will  not  lose 
the  time  that  is  spent  in  the  military  service. 

“(b)  Your  Reference  Committee  recommends 
approval  of  the  interim  report  of  the  Grievance 
Committee  as  carried  on  page  18  of  the  Handbook. 

“Also  referred  to  your  Committee  were  four 
paragraphs  of  the  Board  of  Trustees  report,  the 
last  two  paragraphs  on  page  8,  and  the  first  two 
paragraphs  on  page  9 of  the  printed  Handbook. 
These  paragraphs  constitute  the  Board’s  report 
concerning  its  action  in  determining  that  the  State 
Society  should  participate  in  the  defense  of  a 
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1 , Recurrent  joint  pain  followed  by- 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3i  Elevated  serum  uric  acid  levels. 


2 • Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4t  Colchicine  test:  full  dose  (0.5 
mg. ) every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 
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suit  filed  last  fall  against  the  Las  Animas  County 
Medical  Society  and  seven  of  its  ten  members. 
The  Board  also  has  officially  reported  its  action 
in  voting  a $15.00  special  assessment  effective 
March  1 to  accumulate  funds  of  approximately 
$27,000.00  toward  the  costs  of  this  defense. 

“Your  Committee  is  aware  of  the  fact  that 
there  are  some  individual  members  of  the  Society 
in  various  parts  of  the  state  who  are  not  in  full 
agreement  with  this  action.  After  exhaustive  study, 
however,  your  Committee  is  of  the  unanimous 
opinion  that  those  who  have  expressed  disagree- 
ment with  the  thought  that  the  State  Society 
should  participate  in  this  defense,  have  failed  to 
inform  themselves  concerning  the  issues  and  are 
unfortunately  in  the  erroneous  belief  that  this 
litigation  is  a question  of  personality  conflicts. 

“Your  Committee  especially  wishes  to  point 
out  that  the  Board  of  Trustees  could  hardly  have 
acted  other  than  it  did  without  violating  the  very 
positive  instructions  which  this  House  of  Dele- 
gates had  laid  down  on  more  than  one  previous 
occasion  concerning  support  of  the  Free  Choice 
of  Physician  principle.  This  was  particularly 
brought  out  in  great  detail  at  our  February  meet- 
ing one  year  ago. 

“It  is  the  feeling  of  your  Reference  Committee 
that  the  attention  of  the  State  officers  should  be 
called  to  the  extreme  necessity  of  further  explana- 
tions of  the  Trinidad  situation  in  their  annual 
visits  to  the  component  county  societies.  We  feel 
that  any  misunderstanding  that  has  been  gener- 
ated over  this  problem  has  been  the  result  of 
poor  communication  between  the  State  Society 
and  the  members  of  each  component  society. 

“Your  Reference  Committee  congratulates  the 
Board  of  Trustees  on  its  prompt  action  in  this 
matter  and  wishes  to  recommend  that  the  House 
go  on  record  once  more  by  adoption  of  this  report 
as  being  in  complete  support  of  all  legitimate 
activities  of  this  Society  and  all  of  its  Boards 
which  support  the  principle  of  guaranteeing  every 
patient  the  right  to  choose  his  own  doctor. 

“(c)  Your  Reference  Committee  recommends 
approval  of  the  interim  report  of  the  Prepayment 
Services  Subcommittee,  together  with  its  supple- 
mental report  as  given  by  Dr.  Gerald  Maresh,  in 
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which  he  stated  that  the  full  accord  of  the  In- 
dustrial Commission  has  been  given  to  the  plans 
evolving  about  the  problem  of  the  single  fee 
schedule.  This  Committee  wishes  to  heartily  com- 
mend the  members  of  the  Prepayment  Services 
Committee  for  the  excellent  work  that  they  have 
done.  Also,  Drs.  Harry  Hughes,  Jim  Blair,  B.  T. 
Daniels,  and  Bob  Harvey,  as  previous  chairmen, 
spent  long  hours  representing  the  cause  of  the 
general  practitioner  and  should  be  heartily  com- 
mended for  their  efforts  in  consummating  our 
past  serious  conflict. 

“(d)  Your  Reference  Committee  recommends 
approval  of  the  interim  report  of  the  Professional 
Insurance  Committee  and  its  supplement.  It  is 
the  considered  opinion  of  the  Reference  Commit- 
tee that  the  State  Society  should  not  endorse  any 
outside  insurance  company  for  the  sale  of  mal- 
practice insurance  to  our  members.  It  appears 
to  this  Committee  that  the  proposed  reduction  of 
25  per  cent  would  not  become  available  had  not 
the  Empire  Casualty  Company  been  organized. 
We  feel  that  it  should  not  be  the  policy  of  the 
State  Society  to  make  endorsements  on  any  par- 
ticular type  of  insurance  so  far  as  group  policies 
are  concerned.” 

(The  Secretary  called  attention  to  the  fact  that 
adoption  of  this  paragraph  of  the  Reference  Com- 
mittee report  would  constitute  repeal  of  an  old 
1931  Standing  Rule  of  the  House  under  which  of- 
ficial approval  had  been  granted  to  certain  group 
policies  of  the  Aetna  and  the  U.S.F.&G.  com- 
panies. For  this  reason  a two-thirds  vote  would 
be  required  since  a Standing  Rule  was  to  be 
repealed.  The  Reference  Committee  Chairman 
agreed  and  re-emphasized  that  his  Committee  felt 
such  approvals  should  no  longer  be  authorized. 
Upon  vote  being  cast,  the  motion  to  adopt  the 
above  section  was  carried  unanimously.) 

Report  of  the  Reference  Committee  on 
Legislation  and  Public  Relations 

Dr.  H.  Calvin  Fisher  presented  the  report  of 
the  Reference  Committee  on  Legislation  and  Pub- 
lic Relations  which,  after  discussion,  was  adopted 
section  by  section  and  as  a whole  as  follows: 

“(a)  Your  Reference  Committee  recommends 
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approval  of  the  supplemental  report  of  the  Board 
of  Trustees  as  carried  on  page  13  of  the  Hand- 
book, and  we  approve  the  recommendation  that 
the  Interprofessional  Code  of  the  Colorado  State 
Medical  Society  and  the  Colorado  Bar  Association 
be  adopted  officially  as  a Code  of  Cooperation  and 
understanding  between  the  two  professions,  that 
it  be  placed  in  suitable  printed  form  and  copies 
distributed  to  all  members  of  the  Bar  Association 
and  this  Society. 

“(b)  Your  Committee  likewise  recommends 
the  approval  of  the  report  of  the  Public  Policy 
Committee  as  carried  on  page  23  of  the  Handbook 
and  of  the  supplemental  report  with  the  recom- 
m.endations  that  ( 1 ) the  random  blood  sample  pro- 
gram be  organized  on  a local  level,  and  (2)  the 
substitute  amendment  approved  by  the  Public 
Policy  Committee  on  January  18,  1958,  be  accepted 
after  deleting  the  words  ‘wherever  possible.’  Your 
Reference  Committee  wishes  to  commend  the  Pub- 
lic Policy  Committee  on  its  diligence  and  particu- 
larly the  Subcommittee  on  Health  Education  with 
its  Chairman,  Dr.  Jack  Bartholomew,  which  has 
accomplished  so  much  in  improving  public  rela- 
tions. 

“(c)  Your  Reference  Committee  likewise  rec- 
ommends the  approval  of  the  report  of  the  Adjudi- 
cation Committee,  State  Compensation  Insurance 
Fund,  as  presented  to  the  House  of  Delegates  on 
February  18,  1958. 

“(d)  Your  Reference  Committee  recommends 
that  the  Blue  Shield  Fee  Schedule  Advisory  Com- 
mittee report  be  disapproved  and  that  the  action 
taken  by  the  House  of  Delegates  at  the  1957 
Annual  Session,  concerning  the  apportionment  of 
fees,  be  rescinded;  that  this  include  not  only  the 
apportionment  of  fees  for  the  uncomplicated  case, 
but  also  the  apportionment  of  fees  for  the  compli- 
cated case,  [in  fact  the  philosophy  of  apportionment 
of  fees  for  any  reason  whatsoever.]*  In  presenting 
this  matter  for  your  consideration,  the  Reference 
Committee  wishes  to  call  to  your  attention  that 
the  Blue  Shield  Plan  is  a service  plan.  We  recom- 
mend that  it  be  continued  as  such.  In  a prolonged 
discussion  with  many  persons  present  other  than 

‘Bracketed  phrase  was  deleted  later  by  House  action;  see 
below. 


the  Reference  Committee  on  Legislation  and  Pub- 
lic Relations  proper,  it  was  brought  to  the  atten- 
tion of  this  Committee  that  all  did  not  understand 
the  implications  of  the  action  of  the  House  of 
Delegates  at  its  fall  meeting  in  1957.  This  is  not 
a problem  as  relates  to  specialties,  but  one  re- 
lated to  basic  principles  in  the  practice  of  medi- 
cine. It  is  recognized  that  such  apportionment  of 
fees  as  then  suggested  might,  in  the  future,  lead 
to  the  malignant  practice  of  fee-splitting.  This 
could  never  be  of  benefit  to  the  patient.  There  is 
a satisfactory  mechanism  already  at  work  now, 
which  guarantees  adequate  multiple-physician 
care  when  needed.  This  problem  arises  infre- 
quently and  may  properly  be  cared  for  under 
arrangements  in  operation  prior  to  adoption  of 
the  apportionment  program.  We  have  therefore, 
after  due  consideration  and  proper  discussion, 
come  to  this  decision. 

“Mr.  Speaker,  I now  move  that  this  House 
rescind  the  action  of  the  1957  Annual  Session  last 
September  concerning  apportionment  of  the  fees 
under  Blue  Shield.” 

Whereupon,  it  was  moved  and  seconded  from 
the  floor  that  the  matter  be  tabled  until  the  next 
Annual  Session.  Upon  vote  being  cast,  twenty-two 
voted  aye,  fifty-five  nay. 

The  motion  to  table  was  declared  lost,  and  Dr. 
Fisher  renewed  his  motion  to  rescind  the  1957 
action.  This  was  discussed  at  length  by  Drs. 
Michael  Ryan,  Harry  C.  Hughes,  Robert  C.  Lewis, 
Jr.,  George  Curfman,  I.  E.  Hendryson,  Russell 
Hibbert,  Lawrence  T.  Brown,  R.  G.  Bosworth,  and 
Chairman  Fisher  of  the  Reference  Committee. 

A motion  by  Dr.  Hendryson  was  seconded  and 
passed  to  delete  from  the  wording  of  Section  d 
of  the  Reference  Committee  report  the  phrase 
“in  fact  the  philosophy  of  apportionment  of  fees 
for  any  reason  whatsoever.”  As  so  amended  the 
report  of  the  Reference  Committee  was  adopted 
and  the  September,  1957,  action  was  rescinded. 
Dr.  Fisher  continued  with  the  Reference  Commit- 
tee report: 

“(e)  Your  Reference  Committee  wishes  to  in- 
form the  House  that  we  have  reviewed  the  resolu- 
tion presented  by  Dr.  C.  O.  Roberts  related  to 
inclusion  of  self-employed  physicians  in  social 
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security,  and  we  submit  it  to  the  House  of  Dele- 
gates, without  recommendation,  for  its  action.  Mr. 
Speaker,  the  Roberts  Resolution  is  therefore  be- 
fore the  House  at  this  time  for  your  direct  action 
without  recommendation  from  this  Reference  Com- 
mittee.” 

The  above  section  was  discussed  by  Dr.  W.  R. 
Lipscomb  and  two  Delegates  who  did  not  identify 
themselves  and  the  resolution  was  then  re-read.* 
Dr.  R.  W.  Hibbert  then  moved  that  the  Resolution 
be  placed  on  the  agenda  of  unfinished  business 
for  the  House  of  Delegates  for  the  September, 
1958,  meeting  and  that  the  Delegates  be  instructed 
to  go  back  to  their  component  societies  and  obtain 
a consensus  in  advance  of  that  meeting.  The  mo- 
tion was  regularly  seconded  and  carried  without 
dissent. 

Chairman  Fisher  proceeded  with  the  following: 

“(f)  Your  Reference  Committee  recommends 
approval  of  the  resolution  presented  by  the  Prow- 
ers County  Medical  Society  calling  for  education 
of  old-age  pensioners  to  avoid  over-use  of  the  new 
medical  care  fund  and  recommends  that  such  edu- 
cational program  be  on  a county  level  under  the 
supervision  of  the  Board  of  Trustees  of  the  Colo- 
rado State  Medical  Society.” 

The  above  section  was  adopted  on  Dr.  Fisher’s 
motion,  without  dissent.  This  completed  the  pres- 
entation of  Reference  Committee  reports. 

There  was  no  unfinished  business  or  new  busi- 
ness and  the  Secretary  reported  that  his  official 

*See  page  94. 
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desk  was  clear,  whereupon  Speaker  McGlone  de- 
clared the  House  of  Delegates  adjourned  without 
day,  at  5:30  p.m. 


The  foregoing  abstract  of  minutes  of  the  House 
of  Delegates  is  respectfully  submitted  to  the  So- 

HARVEY  T.  SETHMAN, 
Secretary,  House  of  Delegates. 


NATIONAL 

AFFAIRS 


Golf  tournament 


The  American  Medical  Golfing  Association  is 
holding  its  annual  golf  tournament  in  conjunction 
with  the  A.M.A.  Convention  June  23,  1958,  at  the 
beautiful  Olympic  Lakeside  Golf  and  Country 
Club,  San  Francisco,  California.  This  will  be  a 
whole  day  of  rest  and  relaxation  with  golf,  lunch- 
eon, banquet,  and  a prize  for  everyone.  We  have 
left  no  stone  unturned  to  assure  you  the  very  best. 
Tee  off  time  8 a.m.  to  2 p.m.  We  cordially  invite 
all  golfing  doctors  to  attend.  Handicaps  scratch  to 
30  in  flights. 

For  information,  contact  James  J.  Leary,  M.D., 
Secretary,  450  Sutter  Street,  San  Francisco,  Cali- 
fornia. 

Doctors’  wives  plan  June  convention 

The  call  of  the  west  will  be  heeded  by  physi- 
cians’ wives  as  they  travel  to  San  Francisco  in 
June  for  the  35th  annual  convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Asso- 
ciation at  the  Fairmount  Hotel.  National  commit- 
tee meetings  and  round  table  discussions  will  be 
held  June  21-23  with  formal  opening  of  the  con- 
vention slated  for  Tuesday  morning,  June  24.  An 
interesting  and  varied  program  is  being  arranged 
by  co-chairmen  Mrs.  Matthew  N.  Hosmer,  San 
Rafael,  Calif.,  and  Mrs.  Samuel  R.  Sherman,  San 
Francisco,  Calif. 
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Annual  Session  September  24-27,  1958 
Colorado  Springs 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President;  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) ; Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R. 
Safarik,  Denver,  1960;  District  No.  2:  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3;  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6:  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8:  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9: 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell.  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst,  Secretary,  Engiewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years) : Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 
Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 

Montana  Medical  Association 

Annual  Meeting  September  11-13,  1958 
Billings 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings;  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula;  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association:  Raymond  F.  Peter- 
son, Butte;  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 

The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958, 

Salt  Lake  City 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  U.  R.  Bryner,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

Honorary  President:  Frank  Ray  King, 

Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 


Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 

L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medicai  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medieal  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

New  Mexico  Medical  Society 

Annual  Session  May  13-16,  1958, 

Civic  Auditorium,  Albuquerque 

OFFICERS — 1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President;  Samuel  R.  Ziegler,  Espanola. 

President-Elect:  James  C.  Sedgwick,  Las  Cruces. 

Vice  President:  Lewis  M.  Overton,  Albuquerque. 
Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  302  First  Na- 
tional Bank  Building,  Albuquerque;  telephone  2-2102.  ^ 

Immediate  Past  President:  Stuart  W.  Adler,  Albuquerque.  « 

Councilors  (three  years):  W.  O.  Connor,  Jr.,  Albuquerque,  1 

1958;  L.  L.  Daviet,  Las  Cruces,  1958;  Aaron  Margulis,  Santa  ' 

Fe,  1959;  Junius  A.  Evans,  Las  Vegas,  1959;  Gerald  Slusser,  ) 

Artesia,  1960;  George  Prothro,  Clovis,  1960;  Wendell  Peacock, 
Farmington,  1960. 

Delegate  to  American  Medical  Association  (two  years) : H.  L. 
January,  Albuquerque,  1958;  Alternate:  Earl  L.  Malone,  Ros- 
well, 1958. 

Grievance  Committee:  Louis  Levin,  Belen,  Chairman,  1958; 
Jack  Dillahunt,  Albuquerque,  Secretary-Treasurer,  1958;  A.  D. 
Maddox,  Las  Cruces,  1958;  G.  A.  Slusser,  Artesia,  1958;  William 
Hossley,  Deming,  1960;  Pierre  Salmon,  Roswell,  1960;  Alfred 
Jensen,  Hobbs,  1959;  James  McCrory,  Santa  Fe,  1959;  William 
Natoli,  Los  Alamos,  1958. 

New  Mexico  Physicians  Service:  Wendell  Peacock,  Farming- 
ton,  President,  1958;  H.  M.  Mortimer,  Las  Vegas,  1960;  R.  P. 
Beaudette,  Raton,  1958;  R.  V.  Seligman,  Albuquerque,  1958; 
Omar  Legant,  Albuquerque,  1958;  Allan  Haynes,  Clovis,  1959; 

W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 

U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
Angus  McKinnon,  Albuquerque,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Executive  Director,  Mr.  L.  J.  LaGrave, 

212  Insurance  Building,  Albuquerque,  CHapel  3-3188;  O.  C. 
Taylor,  Jr.,  1959. 

The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1958, 

Jackson  Lake  Lodge,  Moran 

OFFICERS— -1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  H.  B.  Anderson,  Casper. 

President-Elect:  L.  Harmon  Wilmoth,  Lander. 

Vice  President:  Benjamin  Gitlitz,  Thermopolis. 

Secretary:  Francis  A.  Barrett,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 

Councilors:  Albany  Coimty,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 

S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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Organization  cont.  from  119 


Business  sessions  on  Tuesday  and  Wednesday 
will  be  devoted  to  state  and  national  committee 
reports  and  discussions  on  current  projects.  Tues- 
day’s luncheon  in  honor  of  past  presidents  will 
feature  guest  speaker  Mr.  Richard  H.  McFeeley, 
principal  of  George  School,  Bucks  County,  Pa. 
Speaker  at  Wednesday’s  luncheon  in  honor  of  the 
President  (Mrs.  Paul  C.  Craig  of  Pennsylvania) 
and  the  President-Elect  (Mrs.  E.  Arthur  Under- 
wood of  Washington)  will  be  Dr.  David  B.  Allman, 
immediate  Past  President  of  the  A.M.A.  At  this 
session  Mrs.  Craig  will  present  the  Woman’s 
Auxiliary  contribution  to  the  American  Medical 
Education  Foundation,  and  Dr.  George  F.  Lull, 
A.M.E.F.  President,  will  present  A.M.E.F.  awards 
to  the  Auxiliaries. 

Election  and  installation  of  national  officers 
will  be  held  Thursday  morning  with  adjournment 
scheduled  for  noon. 

One  of  the  highlights  of  the  convention  will  be 
the  premiere  showing  of  the  new  recruitment 
film,  “Helping  Hands  for  Julie,”  at  3 p.m.  Wednes- 
day. Produced  by  the  A.M.A.,  the  American  Hos- 
pital Association  and  E.  R.  Squibb  and  Company, 
the  film  is  designed  to  encourage  young  people 
on  medical  health  careers.  All  Auxiliary  members, 
their  husbands  and  friends,  career  guidance  coun- 
selors and  members  of  allied  medical  groups  are 
invited  to  attend  this  showing. 


Defense  Conference  in  the  Sheraton-Palace  Hotel. 
Dr.  David  B.  Allman,  A.M.A.  President,  and  Frank 
W.  Barton,  Secretary,  A.M.A.  Council  on  National 
Defense,  will  speak  at  the  naval  symposium  on  the 
plan  and  activities  of  organized  medicine  for  med- 
ical preparedness  in  disasters  or  in  the  event  of 
all-out  w'ar. 

Dr.  Gunnar  Gundersen,  A.M.A.  President-Elect, 
will  welcome  participants  to  the  A.M.A.’s  civil 
defense  meeting  on  June  21.  The  current  federal 
civil  defense  program,  including  the  national  plan 
for  mobilization  of  resources  (personnel,  facilities, 
supplies)  will  be  outlined  during  the  morning  ses- 
sion by  officials  of  federal  governmental  agencies 
involved.  Also  scheduled  for  the  morning  session 
will  be  a discussion  of  the  threat  and  impact  of 
newer  weapons  and  delivery  systems  by  an  out- 
standing military  planner,  and  a report  on  the 
legislative  program  now  pending  before  Congress 
for  a national  survival  plan  by  the  Hon.  Chet  Holi- 
field,  U.  S.  Congressman,  19th  District  of  Cali- 
fornia. 

During  the  afternoon,  the  Surgeons-General  of 
the  Army,  Navy,  Air  Force  and  Public  Health 
Service  will  discuss  the  civil  defense  role  and  re- 
sponsibilities of  civilian  physicians.  Two  other 
subjects  to  be  covered  include  the  radioactive  fall- 
out problem  and  the  feasibility  of  a national 
shelter  program. 

All  physicians  interested  in  civil  defense  plan- 
ning are  urged  to  attend  these  two  worthwhile 
meetings. 


Financing  the  new  practice 

The  second  in  a series  of  film  strips  designed  to 
help  new  doctors  in  starting  their  practice  has 
been  announced  by  Mead  Johnson  & Company.  It 
is  entitled  “Financing  the  New  Practice.”  These 
strips  are  available  for  showing  to  medical  stu- 
dents, interns  and  residents. 

The  series,  called  “Management  Principles  in 
Medical  Practice,”  will  consist  of  ten  film  strips, 
each  covering  a segment  of  the  business  problems 
involved  in  establishing  a new  practice.  The  first, 
“Where  Should  I Practice,”  was  released  last  year. 

The  thirty-minute  strips  are  shown  on  request 
at  medical  schools  and  hospital  teaching  centers  by 
Mead  Johnson  representatives  who  are  specially 
trained  to  make  the  strip  presentations  and  answer 
questions. 

Two  civil  defense  programs 
scheduled  in  San  Francisco 

Two  medical  civil  defense  meetings  will  be  held 
in  San  Francisco  immediately  preceding  the  Amer- 
ican Medical  Association’s  107th  Annual  Meeting. 
On  June  19-20,  the  12th  Naval  District  will  spon- 
sor a symposium  on  “Medical  Problems  of  Mod- 
ern Warfare  and  Civil  Defense”  at  the  U.  S.  Naval 
Radiological  Defense  Laboratory,  and  on  June  21, 
the  A.M.A.’s  Council  on  National  Defense  will 
sponsor  its  Sixth  Annual  National  Medical  Civil 
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WANT  ADS 


FOR  SALE:  Books,  12  volumes,  “Practice  of  Surgery,” 
by  Waltham  Walters,  1954  Edition;  “Practice  of 
Medicine,”  by  Tice,  10  volumes,  1954  edition;  Medical 
Reference  Book  on  Medicine  & Surgery,  by  Lippin- 
cott  Quick,  Rehuberger,  1944  edition;  “Surgical  An- 
atomy,” in  colors,  1,280  illustrations,  1934  edition; 
“Surgery  for  Ambulatory  Patients,”  Ferguson,  “Meth- 
ods of  Treatment — Surgical,”  Glendening  & Hasinger, 
7th  Edition;  Textbook  on  Gynecology,  by  Fulkerson, 
“Practice  of  Pediatrics,”  6 volumes,  1945,  Brememan’s; 
Hughs  Practice  of  Medicine.  All  in  excellent  condi- 
tion. Position  hydraulic  chair  complete  with  attach- 
ments, in  excellent  condition;  Hawley  table  for  frac- 
tures; chrome  settee  and  3 chairs  to  match;  special 
lens  lights;  office  stools;  instrument  cabinet  with 
plate  glass  shelves;  assorted  surgery  instruments; 
some  bone  instruments.  Phone  or  write  Mrs.  W.  W. 
Evans,  P.  O.  Box  307,  Phone  2171,  New  Castle,  Colo- 
rado. 32-3 


RELIABLE  DRUGGISTS 


Patronize  Denver’s 
Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LUBIN’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  S pecialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


POSITION  WANTED;  Ophthalmologist,  aged  35.  mar- 
ried, military  obligation  fulfilled.  University  trained, 
with  previous  private  practice  experience.  Prefer 
access  to  avocations  of  hunting  and  fishing  to  large 
city.  Write  Box  5-2,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2,  Colorado. 


WANTED:  Second  year  resident  in  general  surgery. 

Three  year  approved  program,  442  adult  bed  general 
hospital,  surgical  charity  clinic,  plus  a tumor  and 
medical  clinic.  Stipend,  $235  per  month.  Write  to  Ad- 
ministrator, St.  Duke’s  Hospital.  601  East  19th  Avenue. 
Denver  3,  Colorado.  51 


GENERAL  PRACTICE  OPPORTUNITY,  excellent  for 
two  medical  doctors.  Northwest  Colorado  community 
of  3,000;  present  physicians  leaving  for  residency 
training  July  1,  1958,  and  will  not  return.  Modern 
Community  Hospital.  Office  space  and  equipment 
available.  Write  Box  4-3,  835  Republic  Building,  Den- 
ver 2,  Colorado. 


BOARD  CERTIFIED  Orthopedic  Surgeon  looking  for 
physician  who  has  just  finished  his  internship  and 
would  be  interested  in  working  as  his  assistant  for 
one  year  in  Colorado.  Please  write  Box  6-1  TF,  835 
Republic  Building,  Denver  2,  Colorado. 


OFFICE  SPACE  in  professional  doctors  building, 
$95.00  a month.  Beautifully  decorated,  up-to-date 
office,  conveniently  located  in  the  center  of  a number 
of  Denver’s  major  hospitals  at  E.  18th  Ave.  and 
Marion  St.  Rent  Includes  parking,  steam  heat,  land- 
scaping and  custodians’  services.  Inquiries  invited 
concerning  a new  medical  building  to  be  erected  in 
the  same  area.  Call  KEystone  4-7221.  52 


OFFICE  SPACE  now  available.  Space  for  3 or  4 doc- 
tors desiring  to  operate  as  a group.  Large  reception 
room,  secretary’s  room,  4 consultation  rooms,  6 rooms 
for  examinations  and  laboratory,  x-ray  and  dark 
room,  private  toilet,  in  the  Republic  Building  centrally 
located  in  downtown  Denver,  serving  the  Medical  and 
Dental  Professions  exclusively,  easily  reached  from 
all  sections  of  the  city  by  auto  or  by  public  transpor- 
tation, ample  parking  nearby.  Also,  smaller  spaces  are 
available.  Call,  write  or  visit  the  Building  Manager  on 
the  premises,  KE  4-5271,  1624  Tremont  Place,  Denver 
2,  Colorado.  34-3 


GENERAL  PRACTITIONER  — 28;  military  service 
completed;  excellent  background  ENT  and  some 
general  surgery — would  like  to  associate  with  estab- 
lished practitioner  or  group  in  Rocky  Mountain  area. 
Available  July  1.  W.  R.  Markel,  M.D.,  1755  Military 
Avenue,  Seaside,  California.  35-3 


DERMATOLOGIST,  we  need  you.  The  Lakewood  Medi- 
cal Building  located  in  suburban  West  Denver  offers 
you  an  exclusive  territory  for  your  specialty.  Phone 
our  present  tenant  doctors  for  their  opinion.  Air  con- 
ditioned, restricted,  ample  parking.  Write  or  phone. 
Management  Lakewood  Realty,  7845  West  Colfax, 
BElmonth  3-4646,  Denver  15,  Colorado.  31-3 


FOR  LEASE,  in  Lakewood  Medical  Building,  progres- 
sive, exclusive  suburban  West  Denver  area.  Past 
several  months  beyond  doctors’  expectations.  Reason- 
able lease.  Building  restricted,  air  conditioned,  ample 
parking.  Write  or  phone.  Management  Department, 
Lakewood  Realty,  BElmont  3-4646,  7845  West  Colfax, 
Denver  15,  Colorado.  3-3 


H-O-W-D-Y 
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BOB  S PLACE 

A Bob  Cat  for  Service 
TEXACO  PRODUCTS 
300  South  Colorado  Boulevard 

Cow  Town,  Colo. 
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Abbey  Rents,  96 
American  Meat  Institute,  77 
Ames  Company,  Cover  III 
Ayerst  Laboratories,  70 

The  Bayer  Company,  91 
The  Birtcher  Corporation,  71 
Bob’s  Place,  122 
Booth  Memorial  Hospital,  98 
Boyle  & Company,  46,  78-79 
Bristol  Laboratories,  Inc.,  14-15 
Bristol-Myers  Company,  88 
Buckley  Bros.  Motors,  Inc.,  10 
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^ base  or  the  hydrochloride  alone.  In  addition,  the 
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average  !e\-e!s  derived  from  the  tetracycline  base  or 
the  chlortetracycline  base  were  higher  than  those  pro- 
duced by  the  corresponding  hydrochloride  though 
lower  than  tliose  resulting  from  the  mixture  contain- 
ing the  base  and  sodium  metaphosphate.  In  the  study 
with  chlortetracycline®  capsules  containing  a mixture 
of  the  hydrochloride  and  sodium  metaphosphate  were 
also  included  in  the  crossover,  and  the  average  levels 
produced  by  these  capsules  were  the  same  as  with  the 
mixture  of  chlortetracycline  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  eitlier  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  observers  (includ- 
ing many  whose  restdts  have  not  been  published) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  rejxrrt  of  Welch  et  al.,'  who, 
in  repeating  a crossover  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline 
chloride  with  and  without. 

phate,  foun  ^ ' «« 
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antibacterial  activity  than  was  observed  in  their  ab- 
sence. Oil  and  sorbitol  did  not  interfere  with  tetra- 
cycline absorption. 

Dicalcium  phosphate  is  widely  used  as  a filler  in 
various  capsules,  including  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  that 
implicate  the  presence  of  calcium  ions  as  the  cause  of 
the  reduced  absorption  of  tetracyclines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depressing  effect  of  food  on  the  scrum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
acid  to  enhance  serum  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  hs  marked 
effect  when  giv’en  as  the  hydrochloride.  However, 
they  hypothesized  that  the  ability  of  citric  acid  to 
enhance  serum  levels  of  tetrse  '■•jne  d*  -»’*■  'p  its 
ability  to  form  comple''“«  \en 
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Editorial. 

The  New  England  Journal  of  Medicine. 
258:97-99,  (January  9)  1958. 


'ast  paper  of 

%t  al.’^  indicates  that  in  their  study  the  capsules 
tetracycline  hydrochloride,  chlortetracycline  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexaraeta- 
phosphate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.  Likewise,  the  inconsistencies  in  othe- 
studies  may  very  well  have  b‘=‘en  due  tn  the  — 

‘-■of  calcium  as  fillers  in  sor 
■'thers. 

however^ 


ACHROMYCIN-V 

TETRACYCLINE  HCI  BUFFERED  WITH  CITRIC  ACID 

is  tetracycline  and  citric  acid 
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Palliative  treatment  of  the 
constitutionally  inadequate  patient 

Varying  patterns  in  pulmonary  embolism 

Multiple  arterial  occlusions 

Prognosis  in  osteogenic  sarcoma 

Chlorquinaldol  in  dermatologic  therapy 

Polyps  of  colon  and  rectum 

ISew  surgical  treatment  for  paralysis  agitans 


EFFECTIVE  AGAINST  A WIDE  RANI 


In  vitro  studies  continue  to  show  that  a wide  variety  of  gram- 
positive  and  gram-negative  microorganisms  are  highly  sensitive  to 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)d”® 

Clinically,  CHLOROMYCETIN  “...has  proved  to  be  a particularly 
valuable  agent  in  urinary  tract  infections,”  where  it  is  often  efiFective 
against  microorganisms  resistant  to  other  antibiotics^®  Among  other 
infections  against  which  CHLOROMYCETIN  has  produced  excellent 
response  are  severe  staphylococcal  wound  infections,®  Hemophilus 
influenzae^^  and  Hemophilus  pertussis^^  infections,  and  dysenteries 
caused  by  salmonellae  and  by  shigellae.^^ 

CHLOBOMYCETIN  is  a potent  therapeutic 'agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should 
be  made  when  the  patient  requires  prolonged  or  intennittent  therapy. 

RIFERENBES:  (1)  Roy,  T.  E.;  CoiHns,  A.  M.j  Craig.  G..  & Duncan,  I.  B.  R.:  Canad.  M.A.J.  77:844 
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others:  Snrg.  Gynec.  6-  Obst.  106:1,  1958.  (6)  Josephson,  J.  E.,  & Butler,  R.  W.:  Canad.  M.A.J.  77:567 
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1957.  (8)  Waisbren.  B.  A.,  & StreUtzer,  C.  L.:  Arch.  Int.  Med.  101:397,  1958.  (9)  HoUoway,  W.  J.,  & 
Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957.  (10)  Murphy,  J.  J.,  & Rattner,  W.  H.:  J.A.M.A.  1«:616 
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S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957,  p.  365. 
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IN  VITRO  SENSITIVITY  OF  THREE  COMMON  RATHOOENS 
TO  CHLOROMYCETIN  AND  TO  A WIDELY  USED  ANTIBIOTIC  GROUR 


STAPHYLOCOCCUS  PYOGENES 


CHLOROMYCETtN  96% 


518  strains 


523  strains 


ANTIBIOTIC  GROUP  61% 


PROTEUS  MIRABILIS 
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CHLOROMYCETIN  89% 


46  strains  ■ ANTIBIOTIC  GROUP  3% 


PSEUDOMONAS  AERUGINOSA 


55  strains 


CHLOROMYCETIN  38% 


64  strains 


ANTIBIOTIC  GROUP  14% 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINF 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 


Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 


supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

NOW  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

C/2S62MK  CIBA  SUMMIT,  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  smalt  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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Floraquin® 


Destroys  Common  Vaginal  Pathogens; 
Rebuilds  Normal  Bacterial  Barrier 


\Vhenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause-  of  leukorrhea,  often  occurs^  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports^  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 


1.  Davis,  C.  H.:  Trichomonas  Vaginalis  Infections:  A 
Clinical  and  Experimental  Study,  J.A.M.A.  157:126 
(Jan.  8)  1955. 

2.  Pitt,  M.  B.:  Leukorrhea,  Causes  and  Management, 
J.M.A.  Alabama  25.182  (Feb.)  1956. 

3.  Lang,  W.  R.:  Recent  Advances  in  Vaginitis,  Phila- 
delphia Med.  5i.T494  (June  15)  1956. 
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infectables  plus  SON  IGAT’OR'' 


The  Sonicator  is  an  all  purpose  full  power  ultrasonic  gen- 
erator especially  designed  to  greatly  increase  the  effectiveness 
of  injectables  where  dispersal  is  indicated.  Immediate  sonation 
over  the  injected  area  also  decreases  irritation  and  danger  of 
hematoma. 


For  Patients  Sake  Try  Ultrasound  Over  Injections 


Our 

5 5 til  ^^nniuerSart^ 


Geo.  Berbert  & Sons,  Inc. 

1717  Logan  Street  Telephone  ALpine  5-0408 
DENVER  3,  COLORADO 
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Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

*Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med. 25:41 
(Jan.)  1958. 


Rauwiloid' 


Enhances  safety  when  more  potent  drugs 
are  needed. 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


iki 
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Unusual  Antibacterial  and  Anti -infective  Properties.  More  rapid  ab- 
sorption . . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from  crystal- 
luria  and  absence  of  significant  accumulation  of  drug,  even  in  patients 
with  azotemia.  ^ 

Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with  . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 tablets) 
maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfonamides 
— a notable  asset  in  prolonged  therapy.  2 

New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains 
the  prolonged,  high  tissue  concentrations  of  primary  importance  in  treat- 
ment of  urinary  infections  ...  a therapeutic  asset  toward  preventing 
manifest  pyelonephritis  as  a complication  of  persistent  bacteriuria  during 
pregnancy  and  puerperium.  Maintenance  of  sterile  urine  in  such  patients 
was  accomplished  with  1 tablet  of  Kynex  daily.  3 


Sulfamethoxypyriaazine  Leaerfe 


Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other 
day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 
40  lb.  child  should  receive  34  of  the  adult  dosage.  It  is  recommended  that 
these  dosages  not  be  exceeded. 

KYNEX -WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablats:  Each  tablet  contains  0.5  Gm.  (7J4  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250 
mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 


References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections 
with  Sulfamethoxypyridazine.  New  England  J.  Med.  258:1-7, 1958. 2.  Editorial  New  England  J.  Med. 
258:48-49,1958. 3.  Jones,  W.  F.,  Jr.  and  Finland,  M.,  Sulfamethoxypyridazine  and  Sulfachloropyridazine. 
Ann.  New  York  Acad.  Sc.  60:473-483, 1957. 

*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES 

a Division  of 

AMERiCAN  CYANAMiD  COMPANY 
Peari  River,  New  York 


i 

BONADOXIN 


stops  morning  sickness  but 

relief  with  bonadoxin  in  153 Jf  'patients* 


good  or  excellent 87.8% 

fair  or  moderate  8.6% 

poor  or  none 3.6% 


* Summary  of  published  clinical  studies. 


BONADOXIN* 


doesn’t 

stop 

the 

patient 


. tolerance  was  excellent, 
with  no  drowsiness  resulting.”* 

“No  side  reactions 
were  observed.  . . 

Each  pink-and-blue  tablet  contains: 

Pyridoxine  HCl  ....  50  mg. 
Meclizine  HCl 25  mg. 

Bottles  of  25  and  100. 


Now  also  available  as 
BONADOXIN  DROPS 

1.  Weinberg,  A.,  and  Werner,  W.  E.  F.:  Am. 
Pract.  & Digest  Treat.  6:580  (April)  1955. 

2.  Codling,  J.  W.,  and  Lowden,  R.  J.:  North- 
west Med.  57:331  (March)  1958. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


( T h e 0 m i n a I with  R a u w o I f i a serpent  I n 0 ) 


FOR  ESSENTIAL  HYPERTENSION 

RAUWOLFfA  SERPERTfNA  — used  medkinally  for  centuries  in  India  and  Malaya 
-|-  THEOM INAL  — prescribed  by  American  physicians  for  several  decades. 

= THEOMINAL  R.  S Each  tablet  mntaim  320  mg,  #heobf©m/ne,  10  mg.  Luminal,®  ; 

1.5  mg.  purified  Rauwolfia  serpentina  alkaloids  (alseroxylon). 


meets  WEST 


ADVANTAGES: 

1.  Gradual  but  sustained  reduction  of  blood  pressure 

2.  Diminution  of  emotional  tension,  anxiety  and  insomnia 

3.  Alleviation  of  congestive  headache,  vertigo,  dyspnea 

4.  Improvement  in  orientation  and  social  behavior  in  the  aged 


Dose;  1 tablet  two  or  three  times  daily. 
Supplied:  Bottles  of  100  and  500  tablets. 


Theominal  and  Luminal  (brand  of  phenobarbital),  trademarks  reg.  U.  S.  Pat.  Off. 


LABORATORIiS 
NEW  YORK  18.  N.  Y. 
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Raise  the  Pain  Threshold 


SSa^>l^  ' -i 


^i^l^enaphen  with  Codeine  provides  ^ 


■ ^ - ^Intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
^ V synthetic  narcotics,  even  in 


many  cases  of  late  cancer 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  >/«  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vz  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 
Also  — 

PHENAPHEN  in  each  capsule 

Acetylsalicylic  Acid  2^^  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  % gr.  .....  (16.2  mg.) 

Hyoscyamine  sulfate  .....  (0.031  mg.) 


Ifebi 


ins 


ms 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 
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IPO-HEPIN  200 

sodium  heparin  U.  S.  P.  aqueous 


■XT* — 

k>..  - . «*-  .. 


Chicago 

New  York 

Philadelphia 

Los  Angeles 


•Registered  Trade  Mark 


Main  Office;  8240  Santa  Monica  Boulevard 


protect 
these  vital 
areas 
in  acute 
thrombo- 
embolic 
episodes 


Angeles  46,  California 
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hay  fever 

nonseasonal  rhinitis 
nasopharyngitis 
rhinitis 

nasal  congestion 


metic  vasoconstrictor  effects 
15  cc.  plastic  squeeze  bottle. 


Each  cc.  of  METRETON  Nasal  Spray  contains  2 mg.  (0.2%)  prednisolone 
acetate  and  3 mg,  (0,3%)  chlorprophenpyridamine  gluconate  in  a non- 
irritating Isotonic  vehicle. 


resistant  allergies  respond  to 


METRETON  TABLETS 


Meticorten  and  Chlor-Trimeton  with  Ascorbic  Acid 


OPHTHALMIC  SUSPENSION 


E pttkS  L*HLOR»lWniETON 


response  without  fail  by  the  systemic  route 
Metreton  Tablets  provide  uniquely  effective 
antiallergic,  anti-inflammatory  benefits  in  hard- 
to-control  allergies.  Added  ascorbic  acid  helps 
counter  stress  and  prevents  vitamin  C depletion. 


safe  and  well  tolerated  c ^ 
Metreton  contains  Meticorten,  the  steroid 
that  does  not  cause  fluid  or  electrolyte  disturb- 
ance in  average  dosage  schedules,  and  Chlor- 
Trimeton,  the  antihistamine  noted  for  its 
remarkable  record  of  safety  and  effectiveness. 


Each  METRETON  Tablet  contains  2.5  nig.  prednisone,  2 mg.  chlorprophenpyridamine  maleate  and  75  mg.  ascorbic  acid. 


Each  cc.  of  METRETON  Ophthalmic  Suspension  con- 
tains 2 mg.  (0.2%)  prednisolone  acetate  and  3 mg. 
(0.3%)  chlorprophenpyridamine  gluconate. 

Metreton,®  brand  of  corticoid -antihistamine  compound. 
Meticortelone,®  brand  of  prednisolone. 

Meticorten,®  brand  of  prednisone. 

Chlor-Trimeton,®  brand  of  chlorprophenpyridamine 
preparations. 

Meli  — T.M. — brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Respiri 

bust  and 


e Home 


tly  experience 
^feing  activities 
^Filter  Queen 
distress  by 
i]f)^tirely  dif- 
' ill  one.  First, 
W0Sdfiitary  Filter 
^-cleans  it  by  aero- 
particles,  even  matter 
i,  the  Filter  Queen 
^^traps  all  matter  collected, 
is  scattering  or  dispersion  of 
Unbiased  scientific  proof  of 
p air  purifying  efficiency  is  shown  in 
a recent  Report*  from  the  Biological  Sciences  De- 
partment of  an  eastern  university  which  states, 
“The  Filter  Queen  cellulose  Filter  Cone  removes 
practically  all  dust  and  atmospheric  pollen’/  This  is 
another  reason  why  Filter  Queen  has  been  selected 
for  use  in  many  of  America’s  leading  hospitals. 

A Filter  Queen  demonstration  in  your  home 
or  office  can  be  easily  arranged  at  no  obliga- 
tion by  writing  or  calling  your  local  Filter  Queen 
distributor. 


Filter  Oueen  carries  the  seals  of  Good  Housekeeping  Magazine,  Rice  Leaders  of  the 
World,  Underwriters’  Laboratories,  and  is  advertised  in  A.M.A.’s  “Today’s  Health," 


Guaranteed  by 
Good  Housekeeping 

‘Report  on  file  in  offices  of  Health-Mor,  Inc.,  203  N.  Wabash  Ave.,  Chicago  1 


OR 


lUUHD 


w 


♦a 


BRUISES 


BOYS 

# 


BURNS 


BACTERIA 


INDICATED: 


NEO-MAGNACORT 

TOPICAL  OINTMENT 


neomycin  and  hydrocortamate 


The  first  water-soluble  dermatologic  cortiooid  plus  neomycin,  for  consistently 
outstanding  control  of  contact  dermatitis  and  other  inflammatory  dermatoses 
complicated  by  or  threatened  by  infection. 

In  1/2-02.  and  I/8-02.  tubes,  0.5%  neomycin  sulfate  and  0.5%  hydrocortamate  hydrochloride  (hydro- 
cortisone diethylaminoacetate  hydrochloride)  - Magnacort. 

also  available;  Magnacort®  Topical  Ointment  - in  1/2-oz.  and  1/6-02.  tubes,  0.5%  hydrocortamate 
hydrochloride  (hydrocortisone  diethylaminoacetate  hydrochloride). 

*HoweII,  C.  M..  Jr. : Am.  Pract.  4 Digest  T reat.  8:1928, 1957. 

PFIZER  LABORATORIES  DIVISION,  CHAS.  PFIZER  & CO..  INC..  BROOKLYN  6,  NEW  YORK 


long'  day  ahead 

morning  sun  glare  — eyes  irritated 
can’t  read  — coach  smoky 
leave  the  work  — let’s  lunch 
back  to  work  — eyes  worse 
take  afternoon  off  — see  doctor 
pick  upVISINE  - home  again 
let’s  try  the  drops 
nice  dinner  — read  the  paper 
eyes  comfortable  — good  TV  play 
useVISINE-bed  11:30 
long  day  behind 
turned  out  well 


see  the  difference 


newVISINE*  EYE  DROPS 

BKANl)  OF  TKTUAHYnilOZOLINK  HYDUO<  HLOUIDK 

“an  excellent  ophthalmic  decongestant . . 


almost  immediate  relief  of  hyperemia,  soreness,  itching,  burning,  tearing  — no  rebound 
vasodilatation,  mydriasis,  .photophobia  or  systemic  effects./  supplied:  in  1I2  oz.  bottles, 
0.05%  tetrahydrozoline  hydrochloride  in  a solution  contnining  sodium  chloride,  boric 
acid,  sodium  borate;  with  sterile  eye  dropper. 

^Trademark-  ■ 1.  Grossmann,  E.  E.,  and  Lehman,  R,  H..-  Am.  J.  Ophth.  42:121,  195$. 

vision,  Chas.  Pfizer  t&  Co.,  Inc.  Brooklyn  G,  New  York  ' 


PFIZER  LABORATORIES  Di 


The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 


Source  — Lichtman,  S.  S. : Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  “sluggish”  older  patients 

DECHOLIN^one  tablet  t.i.d. 


therapeutic  bile 


increases  bile  flow  and  gallbladder  junction— comhzXs  bile  stasis 
and  concentration . . . helps  thin  gallbladder  contents. 


corrects  constipation  without  caf/iars/s— prevents  colonic  dehydra- 
tion and  hard  stools . . . provides  effective  physiologic  stimulant. 


Decholin  tablets  (dehydrocholic  acid,  Ames)  3%  gr.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  «4S58 
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FIRST— clinically  confirmed  for  better  management 
of  psychotic  patients 

NOW— clinically  confirmed  as  an  Improved 
antiemetic  agent 


PROMPT,  POTENT  and  LONG-LASTING  ANTIEMETIC  ACTIVITY 


Clinical  investigators*  report  that  in  clinical  studies 


Post- 

operatively 

After 

Nitrogen 

Mustard 

Therapy 

In  Chronic 

Nausea  and 

Vomiting 

In  Infections, 

Intra-abdominal 

Disease,  and 

Carcinomatosis 

In 

Neurosurgical 

Diagnostic 

Procedures 

In 

Pregnancy 

When  Vomiting 

is  Persistent 

VESPRIN 

■ showed  potent  antiemetic  action 

■ completely  relieved  nausea  and  vomiting  in  small 
intravenous  doses 

■ showed  a prolonged  antiemetic  effect 

■ caused  little  or  no  pain  at  injection  site 

■ controlled  chronic  nausea  and  vomiting  in 
orally  administered  doses 

■ produced  relief  in  certain  cases  refractory  to  other  antiemetics 

■ often  markedly  depressed  or  abolished  the  gag  reflex 

■ effectively  terminated  the  hard-to-control  nausea  and 
vomiting  common  to  nitrogen  mustard  therapy 

■ provided  prophylaxis  against  the  nausea  and 
vomiting  associated  with  pneumoencephalography 

•Reports  to  the  Squibb  Institute  for  Medical  Research 


antiemetic  dosage:  Intravenous  route  — 8 mg.  average  single  dose;  dosage  range  5 to  10  mg. 

Intramuscular  route  — Ih  mg.  average  single  dose;  dosage  range  5 to  15  mg. 
Oral  route  — W to  20  mg.  initially,  subsequently  10  mg.  t.i.d. 


Squibb 


supply:  Parenteral  Solution— 1 cc.  ampuls  (20  mg./cc.) 

Oral  Tablets— 10  mg.,  25  mg.,  50  mg.,  in  bottles  of  50  and  500 

Squibb  Quality— the  Priceless  Ingredient 


'VCSPfilN' 


A SQUIBB  TDADBMARK 
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SisaMd 


Sa&uP 


Qod^e/iCpL 


These  ideas  may  help  your  elderly  patient 
enjoy  a belter-balanced  diet 

The  Geriatric  Diet 


— and  a 
glass  of  beer, 
with  your 
consent  for 
a morale- 
booster 


• Meat  is  as  important  for  elderly  people  as  it 
is  for  the  young.  Fish  steaks,  chicken  parts, 
chops  or  cutlets  can  be  bought  in  small  portions. 
Plenty  of  good  fruits  and  vegetables  mean  vita- 
mins in  proper  balance.  Chopped  or  strained 
vegetables  and  canned  fruits  are  easy  to  chew. 
And  salads  need  no  cooking.  A one-dish  casserole 
gives  free  rein  to  the  imagination.  The  flavor 


can  be  perked  up  with  spices  and  herbs. 

Be  sure  the  fluid  intake  is  hberal.  And  remind 
your  patient  that  it  need  not  necessarily  be 
water.  A glass  of  beer*  before  dinner  often  leads 
to  improved  appetite.  And  another  glass  at  bed- 
time may  induce  a better  night’s  sleep. 

♦Sodium  17  mg.,  Calories  104/8  oz. 
glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 
If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation.  535  Fifth  Avenue.  New  York  17.  N.  Y. 
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New. . . 

meprobamate 

prolonged 


Evenly  sustain  relaxation  of  mind  and  muscle 'round  the  clock 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 


^ TftADS-MAAK  CMe'6S98-4a 


Dosage:  Two  Meprospan  capsules  q.  12  h. 

Supplied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl-2-n-propyI-l,3-propanedioi  dicarbamate 

Literature  and  samples  on  request. 

^WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult... because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That’s  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you’re  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. ..available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 

fjgp 


•Rest,  Edward  J.,  and  Todd.  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York.  Macmillan.  1955).  p.  522;  p.  1074-5. 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
J.A.M.A.  166:129,  Jan.  11, 1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL’  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  ’DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective-even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  ’DIURIL’  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


Diuril  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.. Inc., Philadelphia  l,  Pa. 
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B B H 

(EDEMA) 


quickly  relieves 
Distress 
Distention 
Discomfort 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  'OIURIL' 
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Orand' 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  hmui'ObeSum  ttUiAjb^ 

cA  'hU/(Um(0PO 


For  topical  use:  in  V%  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/$  oz.  tubes. 


BURROUGHS 


WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V, 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (4) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquiUzed  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution  >. 

complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 

(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  iO  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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capillary  hemorrhage 
in  duodenal  ulcer 


vvii.li  I wi  1 1 la I uaf/iiiciijf 

permeability  and  fragility  in 


peptio 
ulcerative  colitis 
chronic  nosebieed 


purpura 

( nonth  ro  m bocytopenic) 


hemorrhagic  cystitis 

ecchymoses 

menorrhagia 

habitual  and 
threatened  abortion 


infernal 

bleeding 


strengthens 
fragile  capillaries 


in 


C.V.P.  helps  diminish  increased 

capillary  permeability,  fragility,  and 

resultant  bleeding  by  acting  to  maintain  the 

integrity  of  the  intercellular  ground  substance 

(cement)  of  capillary  walls.  C.V.P.  is  the  original  and 

exclusive  water-soluble  citrus  bioflavonoid  complex.  Readily 

absorbed  and  utilized,  C.V.P.  is  relatively  free  (due  to  special 

processing)  of  hesperidin,  naringin  and  other  comparatively 

insoluble  and  inactive  flavonolds  found  in  citrus. 

Each  capsule  or  teaspoonful  (approx.  5 cc.)  of  syrup  provides: 

CITRUS  BIOFLAVONOID  COMPOUND  ....  100  mg. 

ASCORBIC  ACID  (vitamin  C)  .......  100  mg. 

Bottles  of  100,  500  and  1000  capsules;  4 oz.,  16  oz.  and  gallon  syrup 

samples  (capsules  or  syrup)  and  literature  from  . . . 

u.  s.  Vitamin  corporation  • PHARMACEUTICALS 

(Arlington-Funk  Laboratories,  division)  • 250  East  43rd  Street,  New  York  17,  N.  Y. 


IN 


At  the  last  accounting, i physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans — aU  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  imder 
forty  who  have  received  no  vaccine  at  aU  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a pubhc  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused.”^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
stni  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1.  J.  A.  M.  A.,  165:22  (November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA.  U.  S.  A. 
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Xhe  Rocky  Mountain  Medical  Journal  has 
, increased  in  size,  as  it  has  been  modernized. 
^ We  are  proud  of  its  growth  and  foremost 
i standing  among  our  nation’s  state  and  re- 
gional medical  journals.  Its  cover  is  attrac- 
tive and  scientific  con- 
tents excellent — serving, 
as  it  does,  five  state  med- 
ical societies  and  the 
Rocky  Mountain  Medical 
i!  Conference.  In  spite  of  its  scope  and  high 
’ standing,  the  volume  of  scientific  articles  has 
j not  kept  pace  with  recent  growth  of  adver- 
tising sections.  In  fact,  double  pages,  pages 
in  color,  and  multiple-paged  advertisements 
have  necessarily  found  a place  among  some 
of  the  scientific  fare.  A few  readers  have 
wondered  whether  we  have  tried  to  go  all 
out  toward  riches  or  to  shine  as  a medium  of 
scientific  advertising!  It  is  true  that  the 
Journal  is  in  excellent  financial  condition, 
; but  it  is  not  becoming  rich.  Price  of  paper 
; and  printers’  time  takes  care  of  that!  But  we 
, could  use  more  top  grade  scientific  material. 

Why  has  literary  output  of  doctors  not 
increased  with  the  volume  of  advertising? 
There  are  many  reasons,  among  them  the 
fact  that  distinguished  speakers  prefer  to 
talk  “off  the  cuff,”  and  visual  education  with 
splendid  colored  films  has  made  listening  a 
pleasure  but  fails  to  supply  copy  for  publica- 
tion. And,  of  course,  writing  is  a chore!  Many 
' of  our  speakers  prefer  to  see  their  papers 

(published  in  national  and  specialty  journals, 
or  within  their  own  territory.  Our  Journal 
.(  therefore  suffers,  despite  special  requests 
^ that  copy  shall  be  made  available  to  us,  and 
; speakers  are  told  of  our  tradition  that  papers 
from  meetings  of  our  component  societies 
' shall  be  published  herein. 

Most  doctors  are  now  working  to  the 
limits  of  their  physical  and  mental  capacities, 
leaving  little  time  and  less  energy  for  re- 
cording scientific  thoughts,  studies,  and  in- 
structive case  reports.  Thus,  great  opportuni- 
ties to  share  experiences  and  knowledge  with 


\Our  Literary 
> Output 


colleagues  are  missed.  Let  us  take  this  means 
of  reminding  you  that  the  literary  output  of 
doctors  should  not  suffer  during  these  busy 
times.  Don’t  forget — the  next  time  a valuable 
teaching  case  comes  your  way,  record  your 
deliberations  for  the  benefit  of  your  fellow 
physicians.  Scientific  articles,  contributed 
editorials.  Letters  to  the  Editor,  and  case 
reports  will  be  welcomed  by  your  editors. 
Please  call  upon  us  for  any  assistance  or 
suggestions  that  would  be  helpful  in  plan- 
ning and  preparing  a contribution  to  this, 
your  regional  journal! 

Thk  AREA  COMPOSING  THE  STATES  which  pub- 
lish the  Rocky  Mountain  Medical  Journal 
has  undergone  in  recent  years  a most  inter- 
esting and  dramatic  change  with  respect  to 
the  security  of  the  United  States  as  a whole. 

It  is  made  up  of  mountain 
ranges,  plateaus,  deserts, 
intermountain  basins  and 
Today  last  but  not  least  the  high 

plains  piedmont  subre- 
gion along  with  borders  of  this  area  from 
Canada  to  Mexico.  With  the  possible  excep- 
tion of  the  piedmont  region,  in  none  of  these 
geographical  areas  were  there  previously 
great  numbers  of  people. 

A fresh  look  at  the  Rocky  Mountain  re- 
gion will  remind  one  of  the  great  national 
interest  in  this  vast  treasure  house  of  natural 
resources.  It  is  also  of  strategic  importance 
to  our  nation  now  because  of  its  insulation 
from  the  ocean  and  its  rapidly  increasing 
population.  The  piedmont  subregion  also  con- 
tains other  national  assets  which  relate  more 
directly  to  today’s  critical  international  situa- 
tion. Without  infringing  upon  classified  data 
we  can  point  to  the  vital  importance  of  nu- 
clear facilities  in  New  Mexico,  the  conti- 
nental warning  system  headquarters  and  in- 
dustrial complexes  in  Colorado,  the  first 
intercontinental  ballistic  missile  base  in  Wy- 
oming, air  defense  resources  in  Montana,  and 
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important  industrial  complexes  in  Utah. 

What  does  all  of  this  mean  to  the  medical 
profession?  As  physicians  they  are  leaders  of 
the  community  health  team  which  also  means 
they  are  essential  to  civil  defense.  The  public 
has  been  notably  apathetic  concerning  civil 
defense  preparations  in  this  great  nation  but 
is  it  possibly  because  they  have  not  received 
the  stimulation  of  leadership  that  should 
come  from  the  captains  of  the  health  team? 
We  as  physicians  also  know  the  value  of  pre- 
planning for  disaster  whether  it  be  natural 
or  enemy  caused.  The  A.M.A.  Council  on 
National  Defense  has  urged  all  local  societies 
to  marshal  the  health  resources  of  the  com- 
munity so  that  in  the  event  of  need  medicine 
can  answer  its  high  calling  and  help  make 
certain  that  our  nation  survives. 

Each  year  there  is  a nationwide  civil  de- 
fense practice  alert  in  which  all  communities 
are  invited  to  participate.  Isn’t  it  time  to 
ask  in  your  own  society  what  plans  have 
been  made  and  what  are  we  doing  in  a pre- 
ventive way  to  properly  plan  for  eventuali- 
ties of  life  in  these  crucial  times?  Ask  these 
questions  now  so  that  our  communities,  our 
states  and  our  region  can  be  ready  along  with 
the  nation  for  disasters  we  pray  will  not  oc- 
cur. 


M ANY  MEMBERS  of  the  resident  surgical 
staffs  have  inquired  whether  shaving  eye- 
brows is  harmful  and  whether  it  is  true  that, 
if  shaved,  they  may  not  grow  back.  Not  one 
of  these  young  surgeons  has  been  able  to 
state  the  origin  of  this  il- 
logical belief.  They  have 
“seen  it  somewhere,”  or 
“Dr.  So-and-So  told  them 
so.” 

Some  new  light  on  this  curious  belief  has 
been  noted  in  the  Questions  and  Answers  of 
the  J.A.M.A.  A colleague  from  Texas  wrote 
the  following  question  to  the  Editor; 

A neurosurgical  colleague  never  shaves  pa- 
tients’ eyebrows.  He  has  been  taught  that  if  you 
shave  the  eyebrows  they  may  not  grow  back  again. 
In  my  training  in  ophthalmology,  I never  heard 
that  eyebrows  might  not  regrow.  I have  frequently 
shaved  eyebrows  in  suturing  lacerations  of  the 
brow. 
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The  answer  states,  “Removal  of  hair  on 
any  part  of  the  body  by  shaving  or  by  me- 
chanical or  chemical  epilation  does  not  pre- 
vent its  regrowth.  In  a hospital  exclusively 
for  diseases  of  the  eye,  with  which  this  con- 
sultant is  associated,  there  is  no  hesitancy  in 
shaving  eyebrows,  since  regrowth  of  hair 
occurs.” 

The  colleague  who  started  the  belief  that 
shaving  eyebrows  or  clipping  eyelashes  could 
be  followed  by  failure  of  hair  to  regrow  must 
have  reached  a hasty  conclusion  — within 
three  weeks  — upon  a series  of  one  case! 
Would  that  the  items  in  Questions  and  An- 
swers were  as  widely  read  and  passed  around 
as  the  original  ill-founded  statement. 


M EDiCAL  COMMITTEES — A.M.A.,  State  and 
Local — citizens’  groups,  farm  organizations, 
small  town  Chambers  of  Commerce,  the 
Sears-Roebuck  Foundation  and  many  others 
are  striving  manfully  to  attract  more  young 
general  practitioners  to 
“/  W^ont  Be  rural  areas  which 

most  need  them.  There 
Home  Much.  jg  shortage  of  physi- 
cians, but  there  is  a 
more-than-occasional  maldistribution  in  the 
rural  and  semi-rural  parts  of  the  country. 

Recently  at  the  National  Conference  on 
Rural  Health,  held  this  year  in  Jackson, 
Miss.,  Robert  Rakel,  senior  medical  student 
at  the  University  of  Cincinnati  and  current 
President  of  the  Student  American  Medical 
Association,  stunned  an  audience  of  health 
leaders  from  forty-two  states  with  the  simple 
statement  of  a factor  that  has  to  date  been 
given  slight  if  any  attention  by  all  the  big- 
wigs. Mr.  Rakel  plans  to  be  a general  practi- 
tioner. He  wants  to  practice  in  a small  com- 
munity. 

“If  a rural  area  wants  a modern  young 
doctor,  that  area  should  make  itself  an  attrac- 
tive place  for  the  young  doctor’s  family  to 
live.  As  for  me,  I don’t  expect  to  be  home 
much!” 

The  silence  of  sudden  enlightenment  that 
engulfed  the  audience  was  deafening!  “Out 
of  the  mouths  of  babes  . . .”? 


Shaving  of 
Eyebrows 
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Palliative  treatment  of  the 
constitutionally  inadequate  patient* 

Hugh  A.  Matthews,  Canton,  North  Carolina 


From  the  Blue  Ridge  Mountains  to  the 
Rockies  a more  refreshing  solution  to  a 
chronic  problem  will  never  be  found. 

The  topic  of  this  paper  is  actually  “Coping 
with  crocks.”  However,  to  the  end  of  more 
sophistication,  the  title  has  been  given  as  in- 
dicated above. 

The  human  subject  is  most  often,  but  not 
always,  a female  between  the  ages  of  20  and 
50.  Her  chief  complaints  are  multiple  and 
usually  have  existed  as  long  as  she  can  re- 
member. She  is  obviously  in  no  acute  distress 
but  just  as  obviously  not  happy. 

Head — Headaches  have  been  killing  her 
all  her  life.  These  are  characteristically  in 
the  back  of  the  head,  often  with  drawing 
over  the  scalp.  Although  the  pain  is  blinding, 
an  aspirin  will  give  relief  for  just  a few 
minutes.  Teeth  and  tonsils  usually  have  been 
removed  due  to  “source  of  infection.”  Some- 
times spots  before  the  eyes  are  disturbing 
and  tinted  glasses  may  be  worn.  Weird  noises 
in  the  head  are  not  infrequent.  The  throat  is 
a site  of  choking  as  if  a band  were  around 
the  throat  or  something  in  the  throat  will  not 
go  down.  She  has  consulted  at  least  three 
E.N.T.  specialists  who  could  find  nothing 
wrong.  She  has  lost  confidence  in  them. 

Cardiac — The  patient’s  heart  races  and 
stops  and  scares  her  to  death.  She  smothers 
at  bedtime,  most  especially  when  her  husband 
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is  at  home.  She  has  pain  over  her  heart  which 
may  at  times  extend  over  her  entire  left  side 
including  the  left  side  of  her  face.  She  almost 
always  complains  of  low  blood  pressure.  She 
has  had  negative  electrocardiograms  and  has 
lost  confidence  in  heart  doctors. 

Respiratory  — She  has  had  no  chronic 
cough  but  she  has  bouts  of  terrible  coughing, 
usually  when  her  husband  has  taken  a drink. 
At  least  on  one  occasion,  she  has  spat  up  a lot 
of  red  blood — in  fact,  a little  red  streak  on 
some  sputum  which  may  have  been  cough 
syrup.  After  all,  chest  plates  have  been  nega- 
tive repeatedly.  She  emphatically  believes 
chest  x-rays  do  not  show  everything. 

Gastrointestinal — Digestion  is  poor.  Bloat- 
ing is  common,  usually  after  having  to  heave 
for  her  breath.  Heartburn  is  frequent.  She 
either  cannot  eat  a bite  or  she  cannot  stop 
eating.  She  has  to  take  something  for  her 
bowels.  She  has  hard  stools  or  her  movements 
are  frequent  and  have  some  slime  in  them. 
Pain  in  the  abdomen  is  always  all  over,  never 
at  a specific  point  where  one  finger  may  be 
pointed.  Complete  gastrointestinal  series  have 
been  negative.  She  feels  that  the  gastroenter- 
ologists did  not  know  what  they  were  doing. 
She  has  lost  confidence  in  stomach  specialists. 

Genitourinari/— Frequency  is  common,  not 
associated  with  dysuria,  hematuria  or  pyuria. 
Repeated  urinalysis  are  negative.  Cystoscopic 
examinations  with  retrograde  pyelograms 
and  intravenous  pyelograms  have  been  nega- 
tive. She  is  disappointed  in  the  results  of  the 
tests,  the  bills  and  urologists. 

Skeletal — Low  back  pain  is  always  pres- 
ent— all  over  the  back,  even  extending  to 
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the  back  of  the  neck.  Usually  an  orthopedist 
has  almost  killed  her  by  putting  her  on  a 
hard  old  bed.  She  has  lost  confidence  in 
orthopedists. 

Menses  — Periods  are  always  extremely 
painful,  “just  like  mamma’s,”  that  is,  if  the 
uterus  has  not  been  removed.  The  amount  is 
never  normal,  nor  are  periods  regular.  “Bear- 
ing-down feeling  down  there  is  going  to  drive 
me  crazy.”  Intercourse  is  extremely  painful. 
She  would  rather  die  than  have  another 
baby.  She  has  had  “change  of  life”  as  long 
as  she  can  remember. 

Allergy—She  has  allergic  itching  “down 
there,”  the  causative  agent  never  determined. 
She  has  allergic  whelps  when  she  gets  excit- 
ed. She  believes  generalized  itching  at  times 
is  due  to  allergy.  Often,  meats,  vegetables 
and  fruits  make  “the  allergic  condition”  of 
her  stomach  worse.  Skin  tests  and  elimina- 
tion diets  have  been  of  no  avail.  She  has  lost 
confidence  in  allergists. 

Medicines — Usually,  she  takes  (1)  a red 
liquid,  1 tsp.  after  meals  and  at  bedtime 
(perhaps  elixir  of  phenobarbital) , (2)  “some 
kind  of  a tal”  before  meals  and  at  bedtime 
(likely,  donnatal®  or  some  “tal”  drug) , (3)  a 
chalky  something  forty  minutes  after  meals 
and  at  bedtime  (perhaps  an  aluminum  hy- 
droxide preparation) , (4)  “female  shots”  for 
her  “change  of  life  condition,”  and  (5)  of 
late,  some  kind  of  “town”  or  “zine.”  She  has 
five  or  six  kinds  of  vitamins  and  “old  blood 
pills”  from  various  doctors,  which  she  never 
takes.  They  make  her  belch. 

Food — She  often  eats  little  or  no  break- 
fast. She  avoids  meats  for  fear  of  hurting  her 
blood  pressure.  She  has  to  live  on  sweets. 

Operations — At  20,  the  patient  has  only 
her  tonsils,  teeth  and  appendix  out.  At  50,  she 
has  had,  in  addition,  her  gallbladder  removed, 
a female  operation,  part  of  an  ovary  removed 
and  at  least  one  operation  for  adhesions.  The 
operation  of  which  she  is  proudest  is  the 
female  operation.  It  was  a four-in-one.  She 
does  not  know  what  was  done. 

Family  history — The  family  history,  for 
once,  is  not  non-contributory.  Mamma  has 
been  nervous  all  her  life.  Papa  almost  had  a 
nervous  breakdown.  Three  brothers  have  bad 
stomachs.  Two  sisters  are  just  like  the  pa- 
tient. (Hold  it — mamma  and  the  two  sisters 


are  waiting  to  see  you  when  this  patient  is 
gone.) 

This  is  no  laughing  matter.  If  I did  not 
have  these  patients  I could  not  make  a living. 

I took  a practice  eight  years  ago  in  an 
area  given  medical  care  by  ten  doctors.  No 
new  doctor  had  been  there  in  fifteen  years. 
I was  immediately  flooded  by  these  patients. 
Some  came  like  Ponce  de  Leon,  hoping  to 
find  in  the  new  doctor  the  Fountain  of  Youth. 
While  I think  my  fellow  physicians  are  the 
finest  men  in  the  world,  I strongly  suspect 
most  of  the  patients  were  referred  to  me. 
Since  I was  neither  prepared  nor  permitted 
to  operate  on  them,  I had  to  learn  to  cope 
with  them. 

Out  of  this  experience  I have  derived 
some  conclusions  and  pointers  which  I wish 
to  pass  on  to  you — if  by  chance  you  see  any 
of  these  patients  in  your  practice. 

My  first  conclusion  is  that  these  patients 
are  sick — unfortunately,  most  often  incurably 
sick.  They  are  constitutionally  inadequate. 
They  can  no  more  be  given  a new  set  of 
grandparents  and  parents  and  a new  child- 
hood environment  than  the  far-advanced 
cancer  patient  can  be  given  a different  type 
of  tissue  or  the  malignant  hypertensive  a 
different  kidney,  sympathetic  nervous  sys- 
tem and  blood  vessels.  The  constitutionally 
inadequate  incurable  deserves  the  same  sym- 
pathetic study  and  palliative  treatment  as 
any  other  incurable. 

The  first  principle  in  treating  this  patient 
is:  Do  no  harm.  If  this  patient  does  not  be- 
come the  victim  of  multiple  surgery,  hypnot- 
ics, narcotics  or  alcohol,  she  will  be  bother- 
some but  will  live  more  successfully  than  any 
other  incurable. 

The  patient  is  inadequate  to  stand  alone. 
She  must  depend.  If  she  does  not  have  a doc- 
tor dependency,  she  will  have  a drug  or 
quack  dependency.  The  American  doctor 
should  prove  a safer  crutch  than  the  chiro- 
practor, osteopath,  faith  healer  or  hypnotic 
drugs. 

If  the  medical  doctor  is  to  hold  this  pa- 
tient, he  must  offer  her  a positive,  continuous 
program.  She  must  be  given  a definite  time 
to  return  to  the  office  each  day,  each  week  or 
each  month.  This  will  avoid  most  night  calls 
and  many  visits  when  you  are  least  prepared 
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to  see  her.  You  will  serve  best  your  needs 
and  hers  if  you  will  give  her  a definite  time 
to  return.  You  may  find  that  a patient  who 
has  to  come  daily  will  soon  be  able  to  walk 
on  her  own  for  a month. 

On  return  visits,  she  should  be  given 
positive  but  not  harmful  treatment.  As  the 
actual  history  shows,  this  patient  has  a poor 
diet,  poor  eating  habits  and  poor  digestion. 
Hence,  multiple  vitamin  injections  which 
may  not  be  harmful  have  more  rationale 
than  estrogenic  substance  which  may  be 
harmful.  Since  nothing  is  going  to  help  the 
headache  anyway,  ASA  tablets  are  much 
safer  to  do  no  good  than  is  demerol®.  Elixirs 
with  the  B vitamins  which  are  not  depres- 
sants will  most  often  work  as  well  as  elixir 
of  phenobarbital  which  may  further  depress 
an  already  depressed  and  unhappy  patient. 
That  the  treatment  is  palliative  is  even  more 
reason  it  should  be  safe. 

Diets  may  be  put  to  excellent  use  in  a 
positive  and  safe  treatment  program.  Since 
this  incurable  is  going  to  spend  most  of  her 
time  treating  herself  anyway,  her  struggling 
with  a diet  should  well  give  her  safe  and 
possibly  helpful  occupation.  She  is  always 
either  fat,  poor  or  vain.  She  will  welcome  a 
diet  suitable  to  her  state.  Most  drug  com- 
panies will  provide  a raft  of  these  charts  free 
of  charge. 

Further  exercise  and  exercises  may  prove 
helpful  and  rarely  are  harmful.  These  pa- 
tients must  have  their  “low  blood  pressure” 
treated.  A brisk  walk  on  arising  in  the  morn- 
ing (rain  or  shine — insist  on  it)  cannot  hurt 
her  blood  pressure  and  may  lift  her  mood. 

Who  knows?  Her  pelvic  pain  may  come 
from  poor  mood  with  subsequent  poor  muscle 
tone.  At  least  set  exercises  can  do  no  harm. 

If  the  womb  has  fallen  against  the  back- 
bone, why  not  use  knee-chest  exercises?  They 
may  do  no  good.  Neither  does  suspending 
the  womb,  since  most  often  the  scar  hurts  or 
adhesions  give  trouble. 

A hot  bath  followed  by  two  aspirin  tablets 
may  prove  quite  as  relaxing  as  thorazine®, 
TOLSEROL®  or  MiLTOWN®  and  in  most  areas 
certainly  will  be  less  expensive. 

What  if  the  patient  will  not  carry  out  the 
outlined  physical  therapy?  She  likely  will 
not. 


Here  a third  principle  in  treating  the  con- 
stitutionally inadequate  comes  to  play;  Put 
the  burden  of  the  patient’s  health  on  her. 
These  patients  are  notorious  for  doctor-shop- 
ping.  They  are  disappointed  with  the  doctor 
because  the  doctor  did  not  cure  them.  When 
the  burden  of  the  patient’s  getting  well  is 
put  on  the  patient,  the  doctor  is  exonerated 
if  the  patient  does  not  get  well. 

The  conversation  may  go  like  this: 

“How  are  you  today?” 

“I  ain’t  a bit  better.  You  just  got  to  do 
something.” 

“Have  you  taken  your  exercises?  Have 
you  walked  every  morning,  rain  or  shine? 
Have  you  stuck  with  your  diet?” 

“Well,  er— ” 

Do  not  let  her  finish. 

“Now,  Mary,  do  exactly  what  I tell  you 
for  four  weeks  and  come  back  a month  from 
today.  You  will  do  it,  won’t  you?  I am  inter- 
ested in  your  doing  well.” 

Let  her  go. 

A fourth  principle  in  treating  this  patient 
is:  Do  not  waste  your  and  the  patient’s  time. 
While  I agree  with  the  principle  of  vocal 
catharsis,  this  patient  already  has  made  vocal 
catharsis  a vocal  cathartic  for  every  doctor 
in  the  area.  She  has  reviewed  her  woes  until 
they  have  become  so  fixed  that  even  the 
psychiatrists  send  her  back  to  you.  In  your 
slack  time,  get  an  adequately  complete  his- 
tory. If  you  have  no  slack  time,  let  an  in- 
ternist get  the  data  for  you.  Thereafter,  five 
minutes  of  sympathetic  listening  will  do 
more  good  than  forty  minutes  of  scribbling 
on  a pad  and  fumbling  with  correspondence 
while  the  patient  prattles. 

The  conversation  may  go  like  this: 

“Mary,  what’s  giving  you  the  most  trouble 
today?” 

“It’s  my  back  and  that  pain  in  my  chest 
and  the  smothering.” 

“Wait  a minute,  Mary.  Let’s  stick  with 
your  back  today.” 

Review  her  treatment.  Point  out  why  she 
has  not  improved.  Let  her  get  her  vitamin 
shot  and  go.  If  you  are  sympathetic,  she  will 
return. 

Similarly,  do  not  waste  your  and  the 
patient’s  time  in  useless  physical  examina- 
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tion.  Once  a year,  do,  or  let  an  internist  do, 
a thorough  examination.  Thereafter,  refuse 
to  take  the  blood  pressure  or  to  listen  to  the 
heart  through  a brassiere  or  the  lungs 
through  a blouse.  When  you  have  told  her 
that  her  heart  is  perfect  and  then  listen  for 
defect,  you  compromise  your  conviction  and 
hers. 

My  last  suggestion  is  to  give  the  patient 
a positive  but  safe  diagnosis.  Never  argue 
with  this  patient.  You  compromise  your  dig- 
nity and  lower  her  respect  for  you.  She  will 
give  her  diagnosis.  Do  not  argue,  but  give 
your  diagnosis  more  emphatically.  Your  di- 
agnosis, if  safe,  will  not  be  an  official  diag- 
nosis. 

The  conversation  may  go  like  this: 

“Well,  doctor,  what  do  you  find  wrong?” 

Positively,  you  reply:  “Four  things:  (1) 


You  do  not  get  enough  proper  exercise;  (2) 
you  do  not  eat  properly;  (3)  you  weigh  too 
much;  (4)  you  are  not  grateful  enough  to 
God.” 

To  say,  “You  have  a little  nervousness  of 
the  heart”  is  for  her  to  say,  “Oh,  I knew  I 
had  something  wrong  with  my  heart.”  A 
diagnosis  of  “a  little  liver  dysfunction”  is  to 
give  her  another  area  of  symptom  fixation. 
This  is  safer  than  some  diagnoses  because  the 
liver  is  not  likely  to  get  cut  out.  But  to  tell 
her  that  her  womb  is  prolapsed  is  to  lead  her 
to  more  surgery. 

My  final  conclusion  is  that  you  may  learn 
to  appreciate  this  patient.  She  will  but  rarely 
die,  she  will  never  get  well,  and  she  will 
often  pay.  When  you  look  back  over  the  year, 
you  may  discover  that  you  have  done  quite 
as  much  for  this  patient  as  for  any  other.  • 


Varying  patterns 
in  pulmonary  embolism* 

Paul  F.  Miner,  M.D.,  Denver 


High  index  of  suspicion  and  clinical 
skill  are  essential  for  the  diagnosis  of 
pulmonary  embolism.  X-ray,  EKG, 
serum  bilirubin  and  transaminase 
are  helpful  aids. 


Pulmonary  embolism  is  the  most  commonly 
unrecognized  serious  pulmonary  entity.  Al- 
though there  have  been  numerous  articles 
published  on  the  subject  in  recent  years,  it 
still  remains  one  of  our  most  difficult  diag- 
nostic problems.  The  varying  pattern  or  pic- 
ture which  may  be  present  with  pulmonary 


•Presented  at  the  87th  Annual  Session  of  the  Colorado  State 
Medical  Society,  September  25,  1957,  Denver. 


embolism  often  tends  to  obscure  and  confuse 
the  exact  nature  of  the  illness. 

Nearly  every  physician,  regardless  of  type 
of  practice,  may  be  confronted  with  this  ail- 
ment, yet  many  cases  of  pulmonary  emboli 
are  misdiagnosed  because  of  failure  to  con- 
sider it  in  the  differential  diagnosis  of  cardio- 
pulmonary diseases.  Castleman^,  chief  pa- 
thologist for  the  Massachusetts  General  Hos- 
pital, recently  stated  that  the  percentage  of 
undiagnosed  pulmonary  emboli  found  at  au- 
topsies in  his  hospital  now  is  almost  exactly 
the  same  as  it  was  ten  years  ago. 

Certain  conditions  predispose  to  thrombus 
formation  and  embolization.  Pulmonary  em- 
bolism occurs  more  commonly  in  immobil- 
ized people  with  bad  veins.  These  are  often 
older  patients  with  debilitating  diseases  such 
as  degenerative  heart  disease  with  congestive 
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failure  or  malignancy.  These  older  patients 
are  more  apt  to  have  a definite  infarction 
type  of  lesion  with  their  pulmonary  emboli 
than  the  younger  postoperative  patient. 

The  source  of  emboli  seems  to  have  little 
bearing  on  the  type  of  pulmonary  lesion. 
This  seems  to  be  dependent  chiefly  on  the 
pre-existing  condition  of  the  lungs.  Another 
important  factor  is  the  degree  of  obstruction 
produced  in  the  lung.  This  is  related  to  the 
size  of  the  embolus,  the  site  where -it  lodges, 
and  certain  poorly  understood  nerve  reflexes. 
An  infected  embolus  will  give  an  additional 
alteration  in  symptoms;  however,  at  the  pres- 
ent time  this  type  of  embolus  is  relatively 
uncommon. 

Emboli  may  lodge  in  the  main  pulmonary 
artery  or  at  the  bifurcation  of  the  artery. 
More  often  they  occlude  smaller  branches  of 
the  pulmonary  arteries.  Pulmonary  infarc- 
tion does  not  often  occur  when  large  or  small 
vessels  are  occluded  but  is  most  likely  to 
result  from  occlusion  of  medium  sized  pul- 
monary arterial  branches.  '' 

Absence  of  infarction 

It  has  long  been  known  that  pulmonary 
embolism  does  not  necessarily  mean  pul- 
monary infarction-'^"^’®’®.  Certainly  many  em- 
boli lodge  in  the  pulmonary  vascular  tree 
without  producing  an  area  of  infarction  with 
resulting  fibrosis  and  typical  roentgenologic 
picture.  The  majority  do  not  produce  enough 
obstruction  of  the  pulmonary  arteries  to 
cause  any  great  strain  on  the  right  heart  and 
as  a result  there  may  be  few  changes  in 
electrocardiographic  tracings.  Hence  the  pic- 
ture may  vary  from  complete  absence  of 
symptoms  to  a dramatic  onset  with  breath- 
lessness, severe  chest  pain,  and  vascular  col- 
lapse or  sudden  death.  In  others  onset  may 
be  insidious  with  presenting  symptoms  being 
those  of  congestive  heart  failure  due  to  right 
sided  failure  resulting  from  the  pulmonary 


artery  thrombosis  syndrome  associated  with 
repeated  asymptomatic  embolic  episodes^ 

Emboli  probably  cause  local  circulatory 
disturbances  and  produce  atelectasis,  edema, 
hemorrhage,  inflammation,  and  necrosis  of 
lung  parenchyma®.  Resolution  and  complete 
return  of  lung  tissue  to  normal  has  been 
called  incomplete  infarction®.  Many  people 
believe  true  lung  infarction  does  not  occur 
unless  there  is  previous  lung  damage,  edema, 
or  stasis  such  as  is  present  in  chronic  heart 
failure^’®'^’®.  Fibrosis  may  then  be  the  end 
result  of  true  infarction  where  there  is  heal- 
ing by  organization  instead  of  resolution. 

The  incomplete  infarction  type  of  lesions 
occur  more  often  in  younger  individuals  with 
normal  lung  tissues.  Emboli  to  normal  lung 
such  as  might  occur  postoperatively  give  a 
roentgenologic  picture  which  is  commonly  re- 
ported by  radiologists  to  be  atelectasis  or 
pneumonitis.  There  is  apt  to  be  ischemia  of 
the  involved  pulmonary  segment  and  abrupt 
termination  of  the  enlarged  embolic  pul- 
monary artery^.  Necrosis  of  the  alveolar  walls 
does  not  occur  in  these  patients  and  the 
lesion  resolves  in  a few  days.  These  emboli 
not  producing  a true  pulmonary  infarct  are 
often  the  forerunners  of  massive  fatal  emboli. 

Cause  of  death  from  emboli 

The  obstructive  element  in  the  lung  is 
probably  the  most  important  cause  of  death, 
but  physiologic  reflexes  play  an  important 
part  in  pulmonary  emboli  with  or  without 
true  infarction  of  the  lung.  The  possibility  of 
pulmonocoronary  reflex  has  been  proposed 
because  of  the  occurrence  of  shock  and  sudden 
death  in  cases  in  which  there  are  relatively 
small  emboli.  The  occasional  serious  conse- 
quences of  small  pulmonary  emboli  have  also 
been  explained  by  local  reflex  vasoconstric- 
tion of  uninvolved  pulmonary  vessels. 

Clinical  features  of  embolism  vary  widely. 
Chest  pain,  dyspnea,  and  cough  are  the  most 


TAELS  1 

Incidence  of  pulmonary  eynboli 

370  cases  (9%)  of  3,500  autopsies  (Hampton  and  Castleman”) 


Postoperative  40%  (of  which  58%  had  infarcts J 

Cardiac  30%  (of  which  90%  had  infarcts) 

Non  cardiac  medical  — 30%  (of  which  62%  had  infarcts) 


for  June,  1958 


39 


1 


frequent  symptoms.  However,  symptoms  and 
signs  of  associated  venous  thromboses  are 
usually  lacking.  DeLaughter  and  Anlyan® 
found  50  per  cent  of  their  patients  with  em- 
boli had  no  physical  signs  of  venous  throm- 
boses. Only  one-third  had  calf  tenderness  and 
one-fourth  had  leg  pain.  Most  patients  initial- 
ly have  symptoms  referable  to  the  chest. 


TABLE  2 

Symptoms  {108  cases  by  Wolff) 


Chest  pain  80% 

pleuritic  54% 

anginal  26% 

Dyspnea  50% 

Cough  35% 

Hemoptysis  25% 


Physical  signs  apt  to  be  present  include 
fever,  rapid  pulse,  increased  respirations,  cy- 
anosis, and  signs  secondary  to  vascular  col- 
lapse. 


TABLE  3 

Signs  {108  cases  by  Wolff* ) 


Fever  65% 

Tachycardia  50% 

Tachypnea  35% 

Cyanosis  32% 

Vascular  collapse 50% 


Signs  of  acute  cor  pulmonale  may  be 
present  if  the  embolus  obstructs  one  of  the 
larger  pulmonary  arterial  branches.  Pulsa- 
tion may  be  felt,  systolic  murmur  and  often 
a gallop  rhythm  may  be  heard  in  the  pul- 
monic area.  A sound  similar  to  a pericardial 
friction  rub  may  also  be  heard.  Pulmonic 
second  sound  is  increased.  Jugular  veins  are 
dilated  and  may  pulsate.  This  acute  cor  pul- 
monale syndrome  usually  lasts  only  a few 
hours  but  may  be  noted  as  long  as  two  days 
after  the  acute  incident. 

Laboratory  aids 

Laboratory  aids  are  of  limited  value  in 
the  diagnosis.  Leucocytosis  is  noted  in  65  per 
cent  and  the  sedimentation  rate  is  usually 
elevated  in  the  course  of  the  illness.  The  bili- 
rubin or  icteric  index  was  elevated  in  50  per 
cent  of  Wolff’s  cases®.  Israel  and  Goldstein^® 


found  increased  serum  bilirubin  in  only  three 
of  their  seventy-five  cases.  This  subclinical 
jaundice  is  not  usually  apparent  because 
frank  jaundice  does  not  often  occur;  however,  ' 
presence  of  hyperbilirubinemia  may  be  of 
tremendous  help  in  the  differential  diagnosis. 
More  recently  the  serum  transaminase  re- 
action has  been  found  helpful  in  differentiat- 
ing pulmonary  embolism  from  acute  myo- 
cardial infarction^®. 


TABLE  4 

Electrocardiogram 


Limb  leads  are  apt  to  suggest  posterior 
myocardial  infarction  while  precordial  leads  ; 
suggest  anterior  infarction.  Serial  tracings  : 
usually  show  a rapidly  changing  pattern  t 

which  also  may  help  to  differentiate  pul- 
monary embolism  from  acute  myocardial  j 
infarction.  i 

The  roentgenologic  picture  is  apt  to  simu-  ^ 
late  pneumonitis.  The  lesion  has  been  fre-  i 
quently  described  as  wedge  shaped,  but 
because  of  rich  collateral  circulation  in  the 
lungs,  a half  moon  shaped  density  is  more 
often  seen®’^h  The  diaphragm  on  the  affected 
side  may  be  elevated  and  lack  the  normal 
mobility.  Pleural  effusion  is  common  and  the 
fluid  may  be  sanguinous  with  a high  cell 
count^®. 

CASE  REPORTS 

Case  1.  This  58-year-old  white  male  represents 
what  might  be  termed  the  classical  case.  He  had 
sustained  a fracture  of  his  right  leg  one  month 
previously.  About  one  hour  after  the  removal  of 
a plaster  cast  from  his  leg,  he  had  a sudden  catch- 
ing pain  in  his  chest.  This  pleuritic  pain  with 
dyspnea  continued  overnight  and  he  called  his 
physician  the  following  morning.  His  physician  I 
gave  him  an  injection  of  morphine  and  sent  him  f 
to  the  hospital.  ( 


Right  axis  deviation 
Standard  leads 

Deep  S in  1,  Q in  3. 

Depressed  ST  in  2. 

Elevated  ST  in  3. 

Inverted  T in  3,  flat  T in  2. 

Precordial  leads 

R increased  in  VI  & V2. 

Inverted  T in  V1-V4.  j 

Augmented  limb  leads 
R or  R'  in  aVR. 

Transient  R.B.B.B. 
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Fig.  1 — Case  1:  Taken  on  day  of  hospital  admission 
shows  density  with  Hampton’s  hump  on  left. 


Roentgenogram  taken  immediately  after  ar- 
rival at  the  hospital  showed  a typical  Hampton’s 
hump  and  elevation  of  the  diaphragm  on  that 
side.  Pulmonary  arteries  were  enlarged.  This  pa- 
tient was  treated  with  anticoagulants  and  had  an 
uneventful  convalescence  without  recurrence  of 
embolism. 


Fig.  2 — Case  2:  Normal  chest  roentgenogram  on 
day  of  hospital  admission. 


Case  2.  This  57-year-old  white  female  was  ad- 
mitted to  the  hospital  because  of  thrombophlebitis 
of  her  femoral  vein.  She  had  had  a thyroidectomy 
three  weeks  previously. 

On  the  day  of  admission  chest  roentgenogram 
was  normal.  Two  days  later  she  had  a sudden 
attack  of  severe  substernal  pain  with  radiation  to 
her  neck  and  left  arm.  There  was  tenderness  of 
her  chest  wall  to  palpation  and  dullness  to  per- 
cussion and  absent  breath  sounds  over  her  left 
lower  chest.  She  was  promptly  relieved  by  injec- 
tion of  an  opiate. 


P'ig.  3 — Case  2;  Picture  taken  two  days  after  hos- 
pital admission  shows  changes  in  left  lower  lung 
field,  elevation  of  left  diaphragm,  and  enlarge- 
ment of  pulmonary  arteries. 


Roentgenogram  of  her  chest  taken  after  the 
episode  of  chest  pain  showed  a density  of  the  left 
lower  lung  with  obliteration  of  the  left  costo- 
phrenic  angle.  There  was  also  enlargement  of  the 
pulmonary  arteries.  This  patient  was  treated  with 
anticoagulants  and  her  convalescence  was  unevent- 
ful without  recurrent  embolism. 

Case  3.  This  47-year-old  white  male  had  had 
a cholecystectomy  three  weeks  previously.  On  the 
evening  prior  to  hospital  admission  he  had  an 
attack  of  moderately  severe  substernal  pain.  He 
noted  that  the  pain  was  aggravated  by  turning  or 
any  movement.  The  substernal  pain  recurred  with 
increased  severity  early  the  following  morning.  A 
physician  was  called  who  gave  him  an  opiate  and 
hospitalized  him. 

On  admission  roentgenogram  of  his  chest 
showed  greatly  dilated  pulmonary  arteries  and  no 
areas  of  densities  in  his  lung  fields.  Electrocardio- 
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gram  showed  a right  axis  deviation,  was  sugges- 
tive of  posterior  myocardial  infarction,  but  was 
compatible  with  pulmonary  embolism.  During  the 
first  week  of  his  hospital  stay  he  had  several 
attacks  of  substernal  pain  with  radiation  to  his 
neck.  Opiates  were  required  for  relief. 

Subsequent  chest  pictures  show  the  enlarged 
pulmonary  arteries  reverting  to  normal  status. 
The  patient  was  treated  with  anticoagulants  and 
his  convalescence  was  uneventful  after  the  at- 
tacks of  substernal  pain  disappeared.  One  year 
later  he  was  in  good  health  with  no  recurrence  of 
symptoms. 

Discussion 

These  cases  represent  some  variations  in 
the  patterns  of  pulmonary  embolism.  The 
first  case  occurred  after  immobilization  of  a 
leg  for  fracture.  There  was  no  evidence  of 
thrombophlebitis  but  the  pleuritic  pain  and 
dyspnea  as  well  as  the  chest  picture  were 
typical.  The  second  case  occurred  after  de- 
velopment of  a clear  cut  phlebitis  three  weeks 
postoperatively.  Her  symptoms  with  anginal 
type  pain  and  dysnea  and  also  the  chest  pic-  - 
ture  were  typical.  The  third  case  simulated  an 
acute  myocardial  infarction  and  also  occurred 
postoperatively.  There  were  no  signs  of  phle-  ^ 
bitis  and  the  chest  picture  showed  no  area  of  ; 
infarction.  The  greatly  dilated  pulmonary 
arteries  suggested  embolization  of  one  of  the  . 
large  pulmonary  arteries.  This  case  best  fitted 
the  incomplete  infarction  group  of  cases. 

Summary 

Pulmonary  embolism  remains  one  of  our  ^ 
most  perplexing  diagnostic  problems  in  medi- 
cine. This  is  in  no  small  part  due  to  the  varia-  - 
tions  of  the  patterns  manifested  by  pul-  - 
monary  embolization.  It  is  also  a failure  to 
realize  the  prevalence  of  this  ailment  and  1 
the  misunderstanding  of  the  clinical  features  j 
necessary  for  diagnosis. 

The  solution  of  the  problem  of  pulmonary  v 
embolism  is  not  an  easy  one.  Respiratory  ^ 
symptoms  usually  constitute  the  dominant  i 
clinical  features.  Roentgenograms  of  the  9 
chest,  electrocardiagrams,  and  certain  labora-  I 
tory  tests  are  helpful  in  diagnosis.  These  I 
laboratory  aids  are  not  sufficient  in  them-  • 
selves  to  provide  an  accurate  diagnosis.  The  I 
final  solution  must  still  rest  on  the  diligence  n 
and  painstaking  labors  of  the  physician  him-  | 

self.  * references  on  123  ^ 
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Fig.  4 — Case  3:  Picture  taken  on  day  of  hospital 
admission  shows  greatly  enlarged  pulmonary  ar- 
tery segment  and  pulmonary  arteries. 


Fig.  5 — Case  3:  Picture  taken  one  month  after 
hospital  admission  shows  regression  of  enlarged 
pulmonary  artery  segment  and  the  pulmonary 
arteries  to  a nearly  normal  pattern. 
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Multiple  arterial  occlusions* 


Edward  B.  Liddle,  Jr.,  M.D.,  and  Autrey  R.  Croke,  M.D.,  Colorado  Springs,  Colorado 


A single  patient  required  vascular 
surgery  for  three  types  of  arterial 
occlusions : arteriosclerotic,  thrombotic 
and  embolic;  and  had  the  additional 
distinction  of  being  one  of  three  known 
cases  of  successful  mesenteric 
artery  embolectomy. 

We  would  like  to  present  a unique  case  of 
multiple  arterial  occlusions  to  illustrate  sev- 
eral points  in  handling  these  conditions. 

CASE  REPORT 

The  patient  was  a 57-year-old  bank  executive 
who  gave  a past  history  of  six  months  of  mild, 
intermittent  claudication  in  both  legs  and  but- 
tocks, and  some  difficulty  in  having  an  erection. 
Symptoms  of  the  first  acute  illness  were  sudden 
aching  pain,  numbness  and  weakness  in  the  left 
lower  extremity,  starting  early  on  the  morning  of 
the  day  of  admission. 

Physical  examination  showed  the  left  lower 
extremity  to  be  pale,  with  a diffuse,  faint  blue 
mottling.  No  pulses  were  palpable,  and  the  ankle 
and  foot  were  cold  and  insensitive.  Normal  pulses 
were  palpable  in  the  abdominal  aorta  and  right 
lower  extremity  and  elsewhere.  Blood  pressure 
was  150/90;  cardiac  rhythm  was  regular;  the  heart 
was  not  enlarged;  no  murmurs  were  heard;  and 
the  general  condition  was  good.  Translumbar 
aortagram  showed  no  flow  into  the  left  common 
iliac  artery. 

At  operation,  on  the  same  day,  the  bifurcation 
of  the  aorta  and  the  left  common  and  external 
iliac  arteries  were  exposed  through  an  ab- 
dominal incision.  The  occlusion  in  the  com- 
mon and  external  iliac  arteries  appeared  to 
consist  of  recent  thrombosis  superimposed  on  ar- 
teriosclerosis; it  was  successfully  treated  by  a 
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thromboendarterectomy  and  left  lumbar  sympa- 
thectomy. Postoperatively,  although  circulation  on 
the  operated  side  had  been  returned  to  normal, 
the  opposite,  previously-normal  right  leg  was 
found  to  be  ischemic.  The  right  femoral  artery 
was  then  exposed,  and  a fresh  thrombus  was 
removed  from  it.  At  this  time,  it  was  noticed  that 
the  blood  definitely  seemed  to  coagulate  more 
readily  than  normal,  and  this  condition  was  con- 
trolled only  by  the  direct  intra-arterial  injection 
of  heparin,  and  immediate  systemic  hepariniza- 
tion. Thereafter,  circulation  in  both  lower  extremi- 
ties remained  good,  although  there  was  some  pain 
and  tenderness  in  the  right  leg  anteriorly,  possibly 
due  to  ischemic  muscle  necrosis.  The  patient  went 
on  to  a gradual  recovery,  and  was  maintained  on 
Dicumarol.  He  left  the  hospital  four  weeks  post- 
operatively. 

One  month  later,  he  developed  bacterial  endo- 
carditis, which  was  successfully  treated  with  anti- 
biotics. He  was  continued  on  Dicumarol  antico- 
agulation, and  his  general  condition  remained 
good  except  for  the  development  of  intermittent 
auricular  fibrillation. 

A year  later,  in  October  of  1956,  he  developed 
a third  arterial  occlusion.  He  was  awakened  from 
a sound  sleep  by  severe,  steady,  left  mid-abdom- 
inal pain.  He  became  nauseated  and  vomited 
quantities  of  undigested  food.  Within  the  next 
few  hours,  he  had  five  loose,  watery  stools,  the 
last  three  of  which  were  grossly-bloody. 

He  was  found  to  be  pale,  acutely  ill  and  in 
considerable  pain.  He  was  fibrillating  at  a rate 
of  80.  Blood  pressure  was  120/75.  The  abdomen 
showed  no  striking  physical  findings,  with  only 
moderate  deep  tenderness  in  the  left  mid-abdo- 
men, and  almost  complete  loss  of  bowel  sounds. 
Circulation  to  the  extremities  was  normal.  An 
x-ray  of  the  abdomen  showed  several  loops  of 
moderately-distended,  gas  and  fluid-filled  small 
bowel.  White  blood  count  was  33,400  with  86  per 
cent  polys. 

At  operation,  about  twelve  hours  after  onset 
of  symptoms,  the  small  intestine  was  pale,  faintly 
blue-gray.  Peristalsis,  although  fairly  active,  was 
segmental  and  uncoordinated  rather  than  pro- 
gressive. There  were  no  pulsations  in  the  small 
mesenteric  vessels  near  the  bowel  wall,  but  the 
superior  mesenteric  artery,  near  its  origin,  was 
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pulsating  normally.  This  artery  was  exposed  and 
opened;  it  proved  to  be  blocked  by  an  embolus 
lodged  at  the  origin  of  the  highest  branch  of  the 
vessel.  Embolectomy  was  done;  heparin  solution 
was  injected  into  the  artery  before  it  was  closed, 
and  the  base  of  the  mesentery  was  infiltrated 
with  50  cc.’s  of  2 per  cent  Xylocaine  solution,  to 
relieve  any  spasm  of  the  artery.  The  circulation 
to  the  small  intestine  gradually  returned  to  nor- 
mal. Postoperatively,  the  patient  was  treated  with 
naso-gastric  suction,  intravenous  fluids  and  tetra- 
cycline, digitoxin,  heparin  and  later  oral  Dicu- 
marol.  His  intestinal  tract  gradually  regained  its 
normal  function;  and  the  postoperative  course  was 
essentially  that  following  any  major  abdominal 
surgery.  He  left  the  hospital  on  the  sixteenth  day, 
and  has  remained  well  during  the  past  year.  He 
continues  on  Dicumarol. 

Discussion 

We  have  presented  this  case  not  only  be- 
cause it  is,  to  our  knowledge,  the  third  re- 
corded instance  of  mesenteric  artery  em- 
bolectomy with  survival,  but  also  because 
we  believe  that  this,  with  the  history  of  other 
arterial  surgery,  makes  this  case  unique. 
There  are  many  aspects  of  the  case  that  could 
be  discussed;  we  choose  to  make  the  follow- 
ing points: 

First,  a word  about  “thromboendarterec- 
tomy.”  This  is  a special  technic  applicable, 
as  in  this  case,  to  an  iliac  artery  occluded  by 
a combination  of  thrombosis  and  arterioscle- 
rotic plaques.  Longitudinal  incision  of  the 
vessel  develops  a cleavage  plane  within  its 
wall,  between  intima  and  media  or  within 
the  media;  the  sclerotic  intima,  enclosing  the 
clot,  is  shelled  out,  leaving  a thin  vessel  wall 
of  media  and  adventitia  that  serves  quite 
well  to  carry  blood  flow.  This  is,  of  course, 
an  exacting  procedure,  best  left  in  the  hands 
of  those  who  are  familiar  with  it. 

On  the  other  hand,  the  diagnosis  and 
management  of  arterial  embolism  in  general 
should  be  of  much  wider  interest.  The  stage 
is  set  for  an  arterial  embolus  in  any  patient 
such  as  this,  who  has  heart  disease  and  who 
is  fibrillating,  and  anyone  who  cares  for 
such  cases  must  be  prepared  to  diagnose  and 
institute  treatment  for  the  embolism. 

Signs  and  symptoms 

Arterial  emboli  typically  lodge  at  bifur- 
cations. In  the  extremities,  the  symptoms  are 
pain,  numbness,  coldness,  tingling  and  loss 


of  strength,  and  the  signs  are  those  of  ische- 
mia, with  absent  pulsations,  lowered  surface 
temperature,  collapse  of  superficial  veins, 
pallor,  and  a variable  degree  of  loss  of  re- 
flexes, loss  of  sensation,  and  weakness.  Re- 
member, too,  the  site  of  the  embolus  is  well 
above  the  level  of  the  skin  changes.  In  poplit- 
eal artery  occlusion,  for  instance,  the  skin 
will  probably  be  warm  down  to  the  ankle. 
In  mesenteric  artery  embolism,  the  symp- 
toms are  just  what  this  patient  presented:  a 
striking  episode  of  sudden,  severe,  mid- 
abdominal pain,  nausea,  vomiting,  and  wa- 
tery bloody  diarrhea. 

In  brief,  any  acute,  sudden  pain,  any- 
where, in  a fibrillating  cardiac  patient,  is  an 
arterial  embolism  until  proved  otherwise. 
Perhaps  it  is  worth  noting,  also,  that  in  our 
patient  two  of  his  episodes  of  possible  em- 
bolization occurred  at  the  time  of  a change 
from  regular  cardiac  rhythm  to  auricular  fi- 
brillation. Apparently,  the  likelihood  of  em- 
bolization doesn’t  depend  on  the  duration  of 
fibrillation. 

We  are  not  concerned  here  with  the  non- 
operative treatm.ent  of  emboli,  except  to 
warn  against  the  use  of  local  heat  and  eleva- 
tion of  an  ischemic  extremity.  When  an 
embolus  lodges  in  an  upper  extremity  above 
the  elbow,  or  in  a lower  extremity  at  or 
above  the  knee,  immediate  embolectomy  is 
usually  the  treatment  of  choice.  However, 
providing  the  extremity  remains  viable 
though  ischemic,  long  duration  of  occlusion 
(beyond  six,  or  eight,  twelve,  or  any  arbi- 
trary number  of  hours)  is  not  a contraindi- 
cation to  surgery.  We  have  seen  successful 
embolectomies,  after  six  weeks! 

Findings  at  surgery 

In  the  abdomen,  the  time  for  operation 
is  as  soon  as  possible.  By  early  surgery,  more 
patients  with  mesenteric  emboli  might  be- 
come candidates  for  embolectomy  rather 
than  massive  intestinal  resection.  For  the 
first  few  hours  after  mesenteric  artery  em- 
bolism, the  bowel  is  ischemic  but  not  gan- 
grenous; if  you  explore  an  abdomen  at  this 
stage  you  will  find  the  small  bowel,  as  in 
the  present  case,  to  be  pale,  grey,  with  peris- 
talsis present  but  ineffective.  Look  closely 
at  the  small  mesenteric  vessels  where  they 
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enter  the  bowel  wall.  If  there  are  no  pulsa- 
tions, look  at  the  superior  mesenteric  artery; 
consider  embolectomy. 

The  question  arises,  “Who  should  do  these 
embolectomies?”  There  are  many  complex 
problems  in  vascular  surgery;  we  don’t  pre- 
tend to  know  them  all.  Essentially,  though, 
we  think  that  embolectomy  is  a reasonably 
simple  procedure.  Anyone  who  can  do  a 
saphenous  vein  ligation  could  do  a femoral 
artery  embolectomy;  and  anyone  who  can 
do  an  intestinal  resection  could  surely  do 
a mesenteric  artery  embolectomy.  We  think 
it  conceivable  that  a situation  could  arise 
where  there  would  be  a delay  of  many  hours 
in  getting  a patient  to  a “vascular  surgeon,” 
and  that  this  delay  could  cost  the  patient 
his  leg,  or  necessitate  a bowel  resection.  Per- 
haps in  such  a case  there  would  be  every- 
thing to  be  gained,  and  little  to  be  lost,  by 
an  immediate  attempt  at  embolectomy. 

Technic  of  embolectomy 

Finally,  as  to  technic  of  embolectomy,  the 
blocked  arterial  bifurcation  is  appropriately 
exposed;  it  is  controlled  above  and  below  by 
umbilical  tapes — these  can  be  conveniently 


lubricated  with  the  sterile  mineral  oil  that 
comes  in  the  arterial-silk  suture  tubes.  The 
tapes  are  passed  around  the  vessel  and  held 
in  hemostats;  gentle  traction  on  them  will 
provide  enough  kinking  to  control  blood 
flow.  The  embolus  is  palpable  as  a small,  firm 
swelling,  with  normal  pulsating,  artery  prox- 
imal and  soft,  pulseless  arteries  distal.  The 
embolus  is  withdrawn  by  gentle  traction 
through  a short  longitudinal  incision  over  it, 
care  being  taken  to  remove  the  “tail”  which 
may  have  propagated  distally.  Heparin  solu- 
tion may  then  be  injected.  After  the  tapes 
have  been  temporarily  released,  to  make  sure 
that  blood  flow  is  adequate,  the  incision  is 
closed  with  a simple  running  suture  of  No. 
00000  silk.  Any  minor  bleeding  from  the 
suture  line  can  then  be  controlled  by  gentle 
finger  pressure  for  several  minutes. 

Conclusion 

We  have  presented  a case  with  arterial 
occlusions  of  three  different  types — arteri- 
osclerotic, thrombotic  and  embolic — success- 
fully treated  by  surgery.  We  have  tried  to 
state  some  of  our  concepts  concerning  such 

surgery.  * references  on  66 


Prognosis  in  osteogenic  sarcoma* 

Mark  B.  Coventry,  M.D.,  and  David  C.  Dahlin,  M.D.,  Rochester,  Minnesota 


Statistical  analysis  of  forty^six  years’ 
experience  at  Mayo’s  on  this  dangerous 
but  not  always  deadly  cancer. 


It  was  thirty-seven  years  ago  that  Codman 
was  quoted  as  saying  he  did  not  know 
whether  there  were  any  cases  of  cured  malig- 
nant tumor  of  bone.  His  scientific  curiosity 

*Read  at  the  meeting  of  the  Rocky  Mountain  Medical  Con- 
ference. Moran,  Wyoming,  June  17  to  19,  1957.  This  paper  is 
based  largely  on  material  published  in  Journal  of  Bone  and 
Joint  Surgery®  whose  courtesy  in  granting  permission  to  re- 
produce such  material  here  is  acknowledged.  The  authors  are 
on  the  staff  of  the  Mayo  Clinic  and  the  Mayo  Foundation, 
Rochester,  Minnesota. 
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was  aroused,  and  the  Bone  Tumor  Registry 
was  a direct  result.®  Standard  contemporary 
texts  such  as  those  of  Ackerman  and  Lichten- 
stein suggest  that  a five-year  survival  rate 
of  5 to  10  per  cent  is  all  that  can  be  expected 
in  osteogenic  sarcoma.  Haas  states,  “The 
prognosis  of  osteogenic  sarcoma  is  uniformly 
bad  because  of  the  early  metastases  and  late 
recognition  of  the  tumor.”  Arey  says,  “The 
treatment  of  osteogenic  sarcoma  is  entirely 
unsatisfactory,  but  amputation  appears  to 
offer  the  best  possibility  of  cure.  The  mor- 
tality rate,  however,  is  extremely  high  even 
after  prompt  radical  surgery.” 

Boyd  states  that  “for  the  present  . . . our 
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knowledge  is  not  sufficient  to  allow  us  to 
give  a really  reliable  prognosis.”  The  wisdom 
of  his  judgment  is  apparent  when  one  recog- 
nizes that  Lichtenstein’s  pessimistic  figure 
is  based  on  only  “some  twenty-five  proved 
cases  of  osteogenic  sarcoma,  which  showed 
only  two  survivors  at  five  years  or  more.” 
Data  from  small  series  of  cases  have  little 
or  no  statistical  significance  and  yet  conclu- 
sions regarding  therapy  based  on  such  meager 
evidence  are  recorded  in  the  literature  and 
fallacious  information  is  perpetuated  when 
used  for  reference.  This  seems  the  crux  of 
the  problem  regarding  survival  rates  in  osteo- 
genic sarcoma.  In  an  effort  to  arrive  at  valid 
conclusions  based  on  a series  of  cases  that 
is  large  enough  to  give  statistically  signifi- 
cant results  we  have  studied  all  bone  tumors 
seen  at  the  Mayo  Clinic  from  1909  through 
December,  1955.  There  were  490  osteogenic 
sarcomas  in  the  entire  series  of  2,276  patho- 
logically verified  tumors.  In  this  same  series 
there  were  218  chondrosarcomas  and  fifty- 
eight  fibrosarcomas.  Excluding  myeloma, 
osteogenic  sarcoma  is  the  most  commonly 
seen  malignant  tumor  of  bone. 

Osteogenic  sarcoma  is  defined  as  a malig- 
nant tumor  of  bone  whose  proliferating  neo- 
plastic cells  produce  osteoid.  It  should  be 
differentiated  from  chondrosarcoma  and  fi- 
brosarcoma. There  are  three  groups  of  osteo- 
genic sarcoma  thus  defined,  depending  on 
the  predominant  differentiation  observed 
microscopically  in  sections  taken  from  va- 
rious parts  of  the  lesion;  osteoblastic,  chon- 
droblastic  and  fibroblastic.  We  have  elimi- 
nated from  consideration  here  the  well-dif- 
ferentiated osteosarcoma  that  is  characteris- 
tically juxacortical  or  parosteal  in  location; 
there  were  twenty-one  in  this  series.  Paro- 
steal sarcomas  are  indolent  and  of  low-grade 
malignancy,  and  carry  a much  better  prog- 
nosis than  does  ordinary  osteogenic  sarcoma. 
We  have  also  eliminated  thirty-nine  osteo- 
genic sarcomas  of  the  jaws  because  of  their 
special  clinical  and  therapeutic  problems. 
Details  regarding  pathology  of  osteogenic 
sarcoma  have  been  published.® 

In  the  remaining  430  cases  of  osteogenic 
sarcoma,  sections  of  tissue  removed  from  the 
tumors  were  examined  microscopically,  and 
the  gross  specimens,  which  were  available  in 


most  cases,  were  studied.  Also,  clinical  rec- 
ords and  the  surgical  notes  were  reviewed. 
In  the  follow-up,  97  per  cent  of  the  patients 
were  traced. 

Clinical  features  of  series 

Location  of  tumors — The  osteogenic  sar- 
comas were  distributed  in  the  body  as  indi- 
cated in  Fig.  1.  The  most  common  site  was 
the  metaphyseal  ends  of  the  long  bones.  The 
region  of  the  knee  was  the  site  of  more  than 
50  per  cent  of  the  tumors,  but  in  only  eight 
cases  were  the  hands  and  feet  affected. 


Fig.  1.  Anatomic  distribution  of 
osteogenic  sarcomas. 


Age  and  sex — Fig.  2 shows  the  distribu- 
tion of  the  patients  according  to  age  at  the 
time  osteogenic  sarcoma  manifested  itself. 
Although  this  disease  can  occur  at  any  age, 
46.9  per  cent  of  the  patients  were  in  the  age 
group  10  through  19  years.  The  youngest  pa- 
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tient  was  4V2  years  old,  and  none  was  more 
than  80  years  of  age.  Males  comprised  62.8 
per  cent  of  the  patients. 


3 4 5 6 

A^e  by  deccides 

Fig.  2.  Distribution  of  osteogenic  sarcomas  accord- 
ing to  age  and  sex  of  patients. 

Types  of  tumor — Distribution  of  the  pa- 
tients according  to  tumor  type  is  given  in 
Fig.  3.  Fifty  per  cent  had  osteoblastic  osteo- 
genic sarcoma,  27  per  cent  had  chondroblastic 
sarcoma,  and  23  per  cent  had  fibroblastic 
sarcoma.  Only  seven  sarcomas  were  second- 
ary to  Paget’s  disease. 


Osteogenic  sarcoma 
T-u-mop  b-ypes 

Fig.  3.  Distribution  of  osteogenic  sarcomas  accord- 
ing to  type. 

Malignancy  of  tumors  — The  sarcomas 
were  graded  from  one  to  four  (after  the 
method  of  Broders'*)  on  the  basis  of  the  de- 


gree of  anaplasia.  Features  such  as  the  pres- 
ence of  multinucleated  malignant  cells  and 
atypical  mitotic  figures  were  counted  as  im- 
portant evidences  of  anaplasia.  Thus,  81  per 
cent  of  the  tumors  were  of  grades  three  and 
four,  and  19  per  cent  were  of  grades  one  and 
two;  only  seven  were  of  grade  one.  The 
largest  group,  representing  234  patients,  con- 
sisted of  the  grade  three  tumors.  Distribution 
by  grade  is  given  in  Fig.  4. 


Grade  of  malignancy  (Broders) 

Fig.  4.  Distribution  of  osteogenic  sarcomas  accord- 
ing to  grade  of  malignancy. 

Relation  of  age  to  malignancy  of  tumor — 
As  a basis  for  determining  the  relationship 
between  age  and  grade  of  malignancy,  pa- 
tients were  divided  into  two  groups:  those 
who  were  less  than  20  years  of  age  (217  pa- 
tients) and  those  who  were  20  years  old  or 
older  (213  patients) . Then  each  group  was 
subdivided  into  those  with  grade  one  or  grade 
two  lesions  and  those  with  grade  three  or 
grade  four  lesions.  Fig.  5 shows  that  a defi- 
nite relationship  existed  between  age  and 
grade  of  malignancy.  Thus,  92.2  per  cent  of 
the  younger  group  had  grade  three  or  grade 
four  lesions  as  compared  to  70.0  per  cent  for 
the  older  group. 

Survival 

Survival  rates  for  the  series  as  a whole — 
Length  of  survival  from  the  date  of  defini- 
tive therapy  was  computed  on  the  basis  of 
the  conventional  five  and  ten-year  periods. 
The  five-year  rates  are  based  on  353  traced 
patients  treated  in  1950  or  earlier,  while  the 
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Fig.  5.  Relation  between  age  of  patient  and  grade 
of  malignancy. 


ten-year  rates  are  based  on  294  traced  pa- 
tients who  had  been  treated  in  1945  or  earlier. 
Fig.  6 shows  that  19.3  per  cent  survived  five 
years  and  15.3  per  cent  survived  ten  years. 


Fig.  6.  Over-all  five-year  and  ten-year  survival 
rates. 

Most  patients  underwent  amputation. 
Thus,  amputation  was  the  definitive  form  of 
therapy  for  all  but  seven  of  the  sixty-eight 


patients  who  survived  five  or  more  years.  ; 
Treatment  consisted  of  local  excision  in  many 
cases,  especially  in  tumors  of  the  ribs  or  pel- 
vis, and  biopsy  alone  was  performed  in  some 
cases. 

When  radiation  therapy  was  given  it  was  ' 
used  in  conjunction  with  surgical  measures, 
or  alone.  It  was  the  definitive  form  of  ther- 
apy for  about  one-fifth  of  the  tumors,  a group 
composed  chiefly  of  lesions  not  amenable  to 
surgical  ablation.  Two  patients  with  osteo- 
genic sarcoma  (both  of  the  osteoblastic  type) , 
one  with  involvement  of  the  upper  part  of 
the  humerus  and  the  other  with  involvement  ■ 
of  a rib,  have  lived  thirty-two  years  and  nine- 
teen years  respectively  after  biopsy  and  treat- 
ment by  irradiation.  ' 

In  five  instances  excision  of  the  tumor 
(grossly  complete)  followed  by  irradiation  , 
resulted  in  five-year  survival.  Sarcoma  was  ^ 
in  the  clavicle,  fibula  and  tibia  in  one  case 
each  and  in  the  femur  in  two  cases.  The  pa- 
tient  with  the  tibial  lesion  died  of  “heart  j 
trouble”  twenty-nine  years  after  therapy.  \ 
Patients  with  clavicular  and  fibular  lesions  i 
died  from  the  effects  of  local  recurrence  and  i 
metastasis  in  the  fifth  and  sixth  years  re-  * 
spectively.  One  patient  with  femoral  involve-  j 
ment  underwent  local  resection  for  grade  one  ^ 
osteogenic  sarcoma  at  the  lower  end  of  the  ^ 
femur,  received  x-ray  treatment,  and  twelve  * 
years  later  underwent  amputation  for  a grade  ; 
three  tumor  in  the  same  location.  She  is  alive  * 
and  well  at  present.  The  other  patient  with  { 
femoral  involvement,  who  underwent  resec-  i 
tion  for  a grade  two  osteoblastic  type  of  tu-  J 
mor  in  an  osteochondroma,  is  alive  twenty-  a 
five  years  later.  Thus  three  of  the  five  have  r 
survived  twenty-nine,  twenty-five  and  four-  ^ 
teen  years  respectively  from  the  time  of  ex-  j 
cision,  and  two  of  the  five  died  after  five  r 
years  from  effects  of  the  tumor. 

Of  the  4 per  cent  of  the  entire  series  who 
died  between  five  and  ten  years  after  diagno- 
sis, most  succumbed  to  the  effects  of  their 
tumors.  Many  of  these  had  highly  anaplastic 
lesions,  and  we  are  unable  to  explain  why 
metastatic  deposits  should  become  manifest 
so  long  after  removal  of  the  primary  lesion. 

Survival  rates  by  location  of  tumor — The  | 
locations  of  some  of  the  osteogenic  sarcomas  f 
obviously  precluded  satisfactory  surgical  I 
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therapy.  Prognosis  is  much  more  favorable 
when  the  tumor  is  amenable  to  radical  sur- 
gical treatment  than  when  it  is  not,  as  when 
a flat  bone  is  involved.  For  example,  of  thirty 
traced  patients  who  had  osteogenic  sarcoma 
of  the  innominate  bones,  none  survived  five 
years.  In  order  to  get  a better  idea  of  how 
much  the  over-all  survival  rates  were  influ- 
enced by  inclusion  of  the  lesions  that  were 
not  readily  amenable  to  surgical  treatment, 
we  computed  separately  the  survival  figures 
for  all  tumors  located  below  the  upper  end 
of  the  femur.  This  selection  was  made  also 
because  69.4  per  cent  of  the  tumors  in  the 
traced  group  occurred  below  this  level  and 
they  comprise  a statistically  significant  num- 
ber. For  these  more  readily  treatable  lesions 
the  five-year  and  ten-year  survival  rates  were 
22.8  and  17.6  per  cent  respectively  (as  com- 
pared with  19.3  per  cent  and  15.3  per  cent 
for  the  entire  group  of  osteogenic  sarcomas) 
(Fig.  7).  Also,  for  comparison,  19.5  per  cent 
of  the  thirty-two  traced  patients  with  osteo- 
genic sarcoma  of  the  upper  extremity,  in- 
cluding the  upper  end  of  the  humerus,  sur- 
vived five  years. 


Total  series 

All  tumors  Jaelow  upper  femur 


Fig.  7.  Survival  rates  for  the  series  as  a whole 
compared  with  rates  for  patients  whose  tumors 
were  situated  below  the  upper  third  of  the  femur. 


When  the  survival  rates  for  patients  who 
had  sarcoma  of  the  tibia  are  compared  with 
the  rates  for  those  who  had  sarcoma  of  the 


middle  and  lower  parts  of  the  femur,  a strik- 
ing contrast  is  noted  (Fig.  8).  The  five-year 
survival  rate  was  34.6  per  cent  for  the  pa- 
tients with  a tibial  tumor,  but  only  17  per 
cent  for  those  with  a femoral  tumor.  Thus, 
chance  for  survival  is  about  twice  as  good 
when  the  tumor  is  in  the  tibia  as  when  it  is 
in  the  femur.  The  reason  for  this  difference 
is  not  clear.  Although  the  incidence  of  low- 
grade  lesions  and  of  tumors  of  chondroblastic 
type  was  greater  in  the  tibia,  prognosis  was 
better  for  any  variety  of  sarcoma  that  oc- 
curred in  this  bone.  Perhaps  the  more  ex- 
posed position  of  the  tibia  made  for  earlier 
diagnosis  and  treatment.  Blood  supply  also 
may  have  been  a factor,  with  less  ready  op- 
portunity for  metastasis. 


Fig.  8.  Survival  rates  for  patients  with  osteogenic 
sarcoma  of  the  tibia  compared  with  corresponding 
rates  for  the  femur. 


Further  breakdown  of  the  survival  data 
according  to  the  long  bone  or  the  portion  of 
long  bone  affected  is  not  practical  because 
the  number  of  cases  is  not  large  enough  to 
provide  a statistically  significant  result.  Be- 
cause of  the  commonly  held  view  that  osteo- 
genic sarcoma  of  the  hands  and  feet  has  a 
good  prognosis,  it  is  interesting  to  note  the 
extreme  rarity  with  which  these  structures 
are  involved  and  the  fact  that  only  two  of 
the  six  patients  eligible  for  five-year  follow- 
up were  apparently  cured  of  such  lesions. 

Survival  rates  according  to  histologic  type 
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oj  tumor — Survival  rates  varied  with  histo- 
logic type  of  tumor.  Patients  with  fibro- 
blastic tumor  had  the  most  favorable  over-all 
five-year  survival  rate,  namely  22.9  per  cent 
(Fig.  9) . Those  with  chondroblastic  tumor 
had  a survival  rate  of  22.7  per  cent,  and  those 
with  osteoblastic  tumor,  comprising  the  larg- 
est number  of  traced  patients,  had  the  poor- 
est survival  rate  (15.6  per  cent).  Because  of 
the  relatively  greater  tendency  for  chondro- 
blastic osteogenic  sarcoma  to  involve  the 
pelvic  girdle,  the  difference  in  prognosis  is 
even  greater  when  one  considers  only  the 
tumors  occurring  below  the  upper  part  of 
the  femur.  Thus,  35.2  per  cent  of  the  patients 
with  chondroblastic,  28.8  per  cent  of  those 

T-ype  of  O5teo^enic  sarcoma 

Ch.ondroblastic  Fibroblastic 
(97  patients)  (TO  patients) 


22.7%  22.9% 


S-year  survival  rates 

Fig.  9.  Survival  rates  according  to  histologic  type 
of  osteogenic  sarcoma. 


with  fibroblastic,  and  15.8  per  cent  of  those 
with  osteoblastic  sarcomas  below  the  upper 
part  of  the  femur  survived  five  years. 

Survival  according  to  grade  of  tumor — 
With  parosteal  sarcomas  excluded,  as  men- 
tioned previously,  the  combined  five-year 
survival  rate  for  patients  with  grade  one  and 
grade  two  tumors  was  25.4  per  cent  (based  on 
sixty-three  traced  patients).  The  combined 
five-year  survival  rate  for  patients  with  grade 
three  and  grade  four  tumors  was  17.6  per 
cent  (based  on  290  traced  patients)  (Fig.  10) . 


Fig.  10.  Survival  rates  according  to  grade  of 
malignancy  of  osteogenic  sarcoma. 


TABLE  1 


Osteogenic  Sarcoma:  Five  and  Ten-Year  Survival  Rates  hy  Age 

Age, 

Patients 

Lived  five  i 
after  i 

DF  more  years 
diagnosis 

Patients 

Lived  ten  < 
after  < 

3r  more  years 
diagnosis 

years 

Total 

Traced 

Number 

Per  cent* 

Total 

Traced 

Number 

Per  cent* 

-20 

172 

168 

31 

18.5 

146 

141 

23 

16.3 

20-29 

88 

87 

23 

26.4 

79 

79 

16 

20.3 

30-39 

37 

36 

6 

16.7 

32 

31 

4 

12.9 

40-49 

28 

27 

5 

18.5 

22 

21 

1 

4.8 

50-59 

21 

20 

3 

15.0 

16 

15 

1 

6.7 

60  + 

15 

15 

0 

7 

7 

0 

Total 

361 

353 

68 

19.3 

302 

294 

45 

15.3 

♦Based  on  traced  patients.  Inquiry  as  of  January  1,  1956.  Included  in  the  five-year  group  are  only  those  patients  operated  on 
five  or  more  years  prior  to  the  time  of  inquiry,  that  is,  1950  or  earlier;  the  ten-year  group  includes  only  those  patients  oper- 
ated on  in  1945  or  earlier. 
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Grade  one  and  grade  two  tumors  were  com- 
bined because  there  were  very  few  grade  one 
tumors,  and  grade  three  and  grade  four  tu- 
mors were  combined  because  of  the  similar 
survival  rates  associated  with  them.  Only  six 
of  the  353  patients  traced  for  five  years  had 
grade  one  lesions,  fifty-seven  had  grade  two 
lesions,  197  had  grade  three  lesions  and 
ninety-three  had  grade  four  lesions.  Specific 
survival  rates  for  grades  one,  two,  three  and 
four,  respectively,  were  16.7,  26.3,  17.8  and 
17.2  per  cent. 

Survival  in  relation  to  age  of  patient — 
There  is  an  indication  that  patients  in  the 
third  decade  of  life  do  better  than  those 
younger  or  older  (Table  1).  Perhaps  the 
patient  in  the  age  group  20  to  29  years  is 
more  aware  of  the  onset  of  disease  than  is 
one  younger,  and  perhaps  the  vigorous, 
healthy  state  of  patients  in  this  “golden  age” 
makes  for  better  survival.  We  know  of  no 
reasons  for  the  difference  in  survival  in  rela- 
tion to  age. 

Comment 

Coley  and  Harrold  provided  an  optimistic 
note  in  1950  when  they  reported  an  analysis 
of  fifty-nine  of  252  cases  of  osteogenic  sar- 
coma with  survival  for  five  years  or  more. 
Although  they  included  chondrosarcomas 
and  spindle  cell  sarcomas  in  their  osteogenic 
series,  we  endorse  their  final  statement,  “It 
is  hoped  ...  to  dispel  the  attitude,  which 
seems  all  too  prevalent,  that  this  disease  is 
uniformly  fatal  and  that  therapy  is  of  so  little 
value  as  to  call  for  no  great  effort  to  reach 
an  early  diagnosis  and  to  institute  prompt 
appropriate  treatment.”  Our  large  group  of 
patients  with  osteoblastic  sarcoma,  though 
they  represent  the  worst  type,  had  an  over- 
all five-year  survival  rate  of  15.6  per  cent. 

Treatment — We  have  found  early  surgical 
ablation  the  most  successful  treatment.  Ob- 
viously there  must  be  a time  when  lethal 
embolization  (metastasis)  from  a malignant 
tumor  occurs;  successful  surgical  therapy 
must  precede  this  time.  It  has  been  our  gen- 
eral policy  to  amputate  the  affected  extrem- 
ity at  once  after  the  correct  diagnosis  has 
been  established.  Ordinarily  in  suspected 
osteogenic  sarcoma  of  the  extremities,  two 
tourniquets  are  applied,  one  above  the  tumor 


and  one  above  the  proposed  site  of  amputa- 
tion. After  the  diagnosis  has  been  established 
by  examination  of  fresh  frozen  sections  of 
biopsy  material,  amputation  is  performed 
between  the  tourniquets.  This  precludes  the 
possible  dissemination  of  tumor  emboli  by 
the  biopsy  procedure.  Practically  all  osteo- 
genic sarcomas  have  soft  parts  that  can  be 
readily  diagnosed  by  the  fresh-frozen-section 
technic.  Many  pathologists  are  reluctant  to 
make  a final  diagnosis  of  bone  tumor  on  the 
basis  of  fresh  frozen  sections.  The  noncalci- 
fied  or  only  slightly  calcified  portions  that 
almost  all  bone  tumors  contain  require  little 
or  no  decalcification  and  allow  one  to  have 
permanent  sections  for  study  within  one  day. 
Such  soft  zones,  moreover,  contain  the  most 
easily  diagnosed  portions  of  malignant  tu- 
mors of  bone.  Detailed  study  of  heavily  calci- 
fied portions  of  these  tumors  or  of  the  sur- 
rounding bone  is  unnecessary  for  the  deter- 
mination of  correct  therapy. 

Summary  and  conclusions 

This  report  is  based  on  430  patients  who 
had  pathologically  verified  osteogenic  sar- 
coma and  who  were  treated  at  the  Mayo 
Clinic  from  1909  through  December,  1955. 
Patients  with  juxtacortical  or  parosteal  sar- 
coma and  osteogenic  sarcoma  of  the  jaw  were 
not  included  in  the  series.  Data  on  location 
of  the  tumor,  age  and  sex  of  the  patient, 
tumor  type,  grade  of  malignancy,  and  sur- 
vival are  given.  Ninety-seven  per  cent  of  the 
patients  were  traced  and  adequate  follow-up 
data  obtained. 

Osteogenic  sarcoma  is  defined  as  a malig- 
nant lesion  of  bone  whose  proliferating  neo- 
plastic cells  produce  osteoid.  It  is  the  most 
commonly  encountered  malignant  primary 
tumor  of  bone,  exclusive  of  multiple  mye- 
loma. It  may  be  classified  microscopically 
as  osteoblastic,  chondroblastic  or  fibroblastic. 

Amputation  was  the  usual  treatment  in 
this  series.  Local  resection  was  performed  in 
some  cases  and  biopsy  alone  in  some;  irradi- 
ation frequently  was  used  in  conjunction  with 
these  surgical  procedures. 

Nineteen  and  three-tenths  per  cent  of  the 
entire  series  of  patients  with  osteogenic  sar- 
coma survived  five  years  and  15.3  per  cent 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then~2  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains; 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•Trademark 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  'A  Triaminic 
Tablet  or  V2  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  *3  division  of  The  Wander  Company*  Lincoln,  Nebraska • Peterborough,  Canada 
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survived  ten  years  from  the  date  of  defini- 
tive treatment.  Corresponding  rates  for  pa- 
tients with  lesions  readily  amenable  to  ampu- 
tation (below  upper  third  of  femur)  were 
22.8  per  cent  and  17.6  per  cent  respectively. 
The  five-year  survival  rate  for  patients  with 
lesions  of  the  tibia  was  34.6  per  cent,  while 
the  rate’  for  patients  with  lesions  of  the 
middle  and  lower  thirds  of  the  femur  was 
only  17  per  cent. 

Patients  who  had  osteoblastic  osteogenic 
sarcoma  had  the  poorest  five-year  survival 
rate  (15.6  per  cent)  when  compared  with 
those  who  had  chondroblastic  or  fibroblastic 
sarcoma.  There  was  a definite  relationship 
between  grade  of  tumor  (Broders’  method) 
and  survival,  the  five-year  survival  rate  be- 


ing 25.4  per  cent  for  patients  with  grade  one 
and  grade  two  tumors  and  17.6  per  cent  for 
those  with  grade  three  and  grade  four  tu- 
mors. 

The  five-year  survival  rate  of  nearly  20 
per  cent  obtained  for  the  entire  series  of 
patients  with  osteogenic  sarcoma  seems  to 
be  extremely  significant,  especially  when  it 
is  compared  with  other  published  data  show- 
ing lower  survival  rates.  Our  figures  have 
statistical  importance  because  of  the  large 
number  of  traced  patients. 

We  have  found  early  surgical  ablation  the 
most  successful  treatment  of  osteogenic  sar- 
coma. We  see  no  theoretic  or  proved  reason 
at  present  for  any  other  form  of  therapy, 
unless  amputation  is  not  possible.  • 
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Chlorquinaldol  (Sterosan*)  with 
hydrocortisone  in  dermatologic  therapy* 

John  C.  Murphy,  M.D.,  Albuquerque 


More  effective  than  either  ingredient 
ivhen  used  alone,  this  ointment 
combination  had  a loiv  ingredient  of 
sensitization  reaction. 


OxYQUiNOLiNE  DERIVATIVES  have  long  been  rec- 
ognized as  useful  materials  for  topical  treat- 
ment of  many  dermatologic  disorders.’--’^  The 
therapeutic  effectiveness  of  locally  applied 
hydrocortisone  has  also  been  demonstrated 
for  many  dermatoses.^’®’®  It  was  believed  that 
a combination  of  these  valuable  agents  should 
be  tested.'  A clinical  experiment  was  con- 
ducted to  evaluate  the  effect  of  hydrocorti- 


•From  the  Section  of  Dermatology,  Lovelace  Clinic,  Albu- 
querque, New  Mexico.  The  Sterosan®-Hydrocortisone  prep- 
arations used  in  this  study  were  supplied  by  the  Medical 
Research  Department  of  Geigy  Pharmaceuticals,  Division  of 
Geigy  Chemical  Corporation,  New  York  City. 


sone  combined  with  chlorquinaldol  (Stero- 
san®).  This  report  is  based  on  experience 
with  200  consecutive  patients  with  a variety 
of  dermatoses  with  adequate  follow-up  exam- 
ination extending  for  two  weeks  or  more. 

Materials  and  method 

The  test  material  used  in  this  study  was 
a washable  vanishing  cream  containing  3 per 
cent  chlorquinaldol  combined  with  hydro- 
cortisone acetate  in  concentrations  of  either 
0.5  per  cent  or  1.0  per  cent.  The  preparation 
was  supplied  to  patients  in  7-gram  collapsible 
tubes  with  directions  that  it  be  applied  spar- 
ingly and  without  rubbing  to  the  affected 
skin  areas  many  times  a day.  No  dressings 
were  to  be  used  unless  abrasive  contact  with 
clothing  was  unavoidable.  In  such  cases,  the 
use  of  a soft,  clean  cotton-cloth  dressing  was 
advised.  When  pyoderma  was  an  important 
element,  gentle  but  thorough  cleansing  twice 
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daily  with  mild  soap  and  water  was  directed. 
For  all  other  lesions  soap  was  forbidden,  but 
the  involved  area  might  be  cleansed  gently, 
when  necessary,  with  a bland  vegetable  oil, 
or  with  plain  lukewarm  water. 

Whenever  the  anatomic  distribution  of  the 
dermatitis  permitted,  “paired  comparison” 
tests  were  made.  In  some  cases,  chlorquinal- 
dol  cream  combined  with  different  concentra- 
tions of  hydrocortisone  was  used  on  com- 
parable opposite  areas.  For  other  subjects,  a 
cream  containing  only  one  active  ingredient 
(either  hydrocortisone  or  chlorquinaldol) 
was  compared  with  the  combined  test  ma- 
terial. A wide  variety  of  dermatoses  was 
chosen  for  study  including  pyogenic  disor- 
ders, virus  infections,  neurodermatitis,  con- 
tact dermatitis,  eczematous  conditions,  and 
several  miscellaneous  dermatoses. 

Patients  were  selected  who  had  not  been 
previously  treated  for  the  presenting  condi- 
tion or  who  had  received  no  specific  therapy 
for  at  least  one  week  before  inclusion  in  the 
study.  In  only  a few  cases  were  any  other 
forms  of  therapy  employed  concurrently. 
Systemic  antibiotics  were  prescribed  in  the 
most  severe  pyodermas,  and  superficial  x-ray 
therapy  was  administered  in  several  of  the 
most  pruritic  eczematous  conditions. 

Continuous  observation  of  patients  in- 
cluded in  this  report  extended  from  seven 
days  to  eighteen  months,  with  an  average 
active  treatment  time  of  eighteen  days.  Treat- 
ment was  discontinued  after  one  week  in  a 
few  cases  where  no  response  was  elicited  or 
where  there  was  evidence  of  irritation.  The 
three  patients  who  used  chlorquinaldol  - 
hydrocortisone  cream  over  a period  of  many 
months  had  forms  of  neurodermatitis  which 
are  noted  for  recurrence.  Despite  such  pro- 
longed and  repeated  use,  however,  the  cream 
continued  to  relieve  acute  episodes  and  failed 
to  produce  sensitization  in  these  three  cases. 

Clinical  results 

Table  1 summarizes  the  over-all  results 
in  treatment  of  200  patients  with  various 
dermatoses  using  a cream  containing  3 per 
cent  chlorquinaldol  and  hydrocortisone  in 
either  0.5  per  cent  or  1.0  per  cent  concentra- 
tion. The  most  significant  finding  is  the  ef- 


fectiveness of  the  combined  preparation  in 
eczematous  dermatoses. 

Table  2 represents  a summary  of  those 
cases  in  which  a “paired  comparison”  was 
made  between  combined  chlorquinaldol- 
hydrocortisone  cream  and  a cream  containing 
chlorquinaldol  alone.  The  combined  prepa- 
ration was  much  more  rapidly  effective  in 
relieving  symptoms,  especially  for  eczema- 
tous conditions. 

In  Table  3 the  results  are  summarized  in 
which  patients  were  treated  on  comparable 
skin  areas  with  a cream  containing  hydro- 
cortisone alone  as  contrasted  with  the  com- 
bined chlorquinaldol-hydrocortisone  prepara- 
tion. In  this  situation  superiority  of  the  com- 
bination was  demonstrated  by  clearing  all 
conditions  more  quickly — both  eczema  and 
pyoderma. 

Table  4 demonstrates  the  comparison  of 
chlorquinaldol  combined  with  either  0.5  per 
cent  or  1.0  per  cent  hydrocortisone  on  bi- 
lateral similar  skin  areas.  Although  there 
was  a slight  advantage  in  the  over-all  results 
with  the  higher  concentration  of  hydrocor- 
tisone, in  most  instances  both  percentages 
were  equally  effective. 

Reactions 

Among  200  patients  who  used  topical 
chlorquinaldol-hydrocortisone  cream  for  sev- 
en days  to  eighteen  months,  in  two  (1  per 
cent)  contact  sensitivity  reactions  developed. 
One  patient,  who  had  chronic  and  recurrent 
stasic  eczema  of  the  leg,  had  used  plain  chlor- 
quinaldol cream  on  many  occasions  for  a 
period  of  three  years  before  sensitivity  de- 
veloped. The  second  patient  had  also  used 
plain  chlorquinaldol  cream  for  recurrent 
dyshidrotic  eczema  of  the  toes  for  many 
months  before  using  the  combined  cream. 
Both  of  these  patients  exhibited  a positive 
patch-test  reaction  to  plain  chlorquinaldol 
cream,  but  negative  reactions  to  the  non- 
medicated  cream  vehicle,  and  to  hydrocorti- 
sone itself. 

Summary 

Combined  chlorquinaldol  - hydrocortisone 
cream  has  proved  valuable  as  topical  therapy 
for  many  eczematous  dermatoses,  for  pyo- 
dermas, and  for  several  pruriginous  skin  dis- 
orders. In  comparative  tests,  the  combined 
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TABLE  1 

Over-all  clinical  results  with  chlorquinaldol-hydrocortisone 


Diagnosis 

Number 

of 

Patients 

Cured  or 
Markedly 
Improved 

Improved 

but 

Not  Cured 

No  Change 

Irritation 

A.  Eczematous  disorders: 

Asteatotic  eczema,  numular  eczema,  dyshi- 
drotic eczema  (pompholyx),  stasic  eczema, 
infantile  eczema,  flexural  eczema  (neuro- 
dermatitis)   

100 

72 

19 

7 

2* 

B.  Disorders  with  an  infectious  component: 

Intertrigo,  impetigo,  pyoderma,  folliculitis, 
herpes  simplex,  herpes  zoster  

32 

32 

0 

0 

0 

C.  Miscellaneous  skin  disorders: 

Contact  dermatitis,  lichen  simplex  chronicus, 
pruritus  ani,  pruritus  vulvae,  miliaria,  sebor- 
rheic dermatitis,  sunburn,  insect  bites,  kera- 
tosis follicularis,  otitis  externa,  perleche,  pru- 
rigo of  pregnancy,  lichen  urticatus,  Majoc- 

68 

60 

4 

4 

0 

chi’s  disease 

— 

— 

— 

— 

— 

Total  - 

200 

164 

23 

11 

2* 

Per  Cent  

82 

11.5 

5.5 

1 

*On  patch  test  these  two  patients  showed  positive  reactions  to  chlorquinaldol,  but  negative  reactions  to  the  vehicle  and  to 
hydrocortisone. 


TABLE  2 

“Paired  comparison”  of  combined  chlorquinaldol-hydrocortisone  cream 
with  plain  chlorquinaldol  cream* 

Number  of  Patients  (Including  Some  of  Each  Category  of  Dermatoses) 


Material 

Total 

Clear 

Av.  Time  (Days) 
To  Clear 

Improved 

No  Change 

Combined  chlorquinaldol-hydrocortisone  

42 

34 

5.1 

6 

2 

Plain  chlorquinaldol  

42 

32 

8.5 

6 

4 

*None  of  these  cases  showed  irritation. 


TABLE  3 

“Paired  comparison”  of  combined  chlorquinaldol-hydrocortisone  cream 
with  plain  hydrocortisone  cream* 

Number  of  Patients  (Including  Some  of  Each  Category  of  Dermatoses) 


Material 

Total 

Clear 

Av.  Time  (Days) 
To  Clear 

Improved 

No  Change 

Combined  chlorquinaldol-hydrocortisone  

36 

30 

5.4 

4 

2 

Plain  hydrocortisone 

36 

23 

10.4 

7 

6 

•None  of  these  cases  showed  irritation. 


TABLE  4 

“Paired  comparison”  of  combined  chlorquinaldol-hydrocortison  creams 
containing  either  0.5  per  cent  or  1.0  per  cent  hydrocortisone 


Number  of  Patients  (Including  Some  of  Each  Category  of  Dermatoses) 

Total  Clear  Improved  No  Change  Irritation 


Material 

% 

% 

% 

% 

Chlorquinaldol  cream  with  0.5 
per  cent  hydrocortisone  

30 

25 

83.5 

4 

13.3 

1 3.3 

0 

0 

Chlorquinaldol  cream  with  1.0 
per  cent  hydrocortisone  

30 

26 

86.6 

4 

13.3 

0 0 

0 

0 

continued  on  58 
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ACHROMYCIN-V 

Tetracycline  and  Citric  Acid  Lederle 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently. 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms. 
Achromycin  achieves  prompt  control 
of  the  infection— and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V— the  choice  of 
physicians  in  every  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


Chlorquinaldol  cont.  from  55 

preparation  was  superior  in  treating  eczema- 
tous and  pruritic  conditions  when  compared 
with  plain  chlorquinaldol  cream.  Similar 
comparative  tests  showed  that  chlorquinal- 
dol-hydrocortisone  cream  was  more  rapidly 
effective  in  treating  pyodermas  than  was  a 
cream  containing  hydrocortisone  alone.  In 
most  cases  of  paired  comparison  tests,  0.5  per 
cent  hydrocortisone  - chlorquinaldol  cream 
was  as  effective  as  the  1.0  per  cent  hydro- 
cortisone concentration.  Among  200  patients 
treated,  contact  hypersensitivity  reactions  de- 
veloped in  only  two  (1  per  cent).  In  both 


cases  patch  tests  showed  the  reaction  was 
caused  by  chlorquinaldol.  • 
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Polyps  of  colon  and  rectum* 

R.  E.  Meatheringham,  M.D.,  Colorado  Springs 


Polyps  are  pre-cancerous  and 
must  be  removed.  Once  removed  in  any 
patient,  lifelong  folloiv-up  is  mandatory 
to  detect  recurrences. 

Adenomatous  polypoid  tumors  of  the  colonic 
mucous  membrane  occur  with  considerable 
frequency,  varying  from  2.5  per  cent  to  as 
high  as  10  per  cent  of  reported  series,  depend- 
ing upon  the  material  from  which  data  are 
collected.  The  importance  of  proper  clinical 
management  of  patient  with  polyps  of  the 
large  bowel  is  directly  related  to  the  fre- 
quency of  occurrence,  to  the  frequency  with 
which  polyps  may  exist  without  producing 
symptoms,  and  to  the  well  known  coincident 
occurrence  with  carcinoma  of  the  colon,  as 
well  as  to  evidence  that  such  lesions  undergo 
malignant  degeneration.  Certainly  instances 
have  been  seen  in  which  at  the  site  of  a 
definitely  known  and  described  polyp,  a later 
cancer  was  observed.  It  is  also  interesting 

*Presented  at  the  87th  Annual  Session  of  the  Colorado  State 
Medical  Society,  September  27,  1957,  in  Denver. 


that  polyps  and  carcinomas  both  have  a pre- 
dilection for  the  distal  colon,  and  graphs  of 
the  position  of  occurrence  of  the  two  are 
similar.  Although  it  is  difficult  to  prove,  it 
has  been  postulated  by  careful  workers  that 
every  cancer  of  the  colon  originates  in  a pre- 
existent polyp.  Adenomatous  polyps  accom- 
pany cancer  in  surgical  specimens  in  many 
cases.  Prompt  and  proper  treatment  of  ade- 
nomatous polyps  therefore  constitutes  true 
cancer  prevention. 

Proper  management  consists  of  complete 
elimination  of  known  growths,  of  accurate 
determination  of  the  exact  histologic  charac- 
teristics of  the  removed  specimen,  and  of 
careful  search  for  other  areas  of  involvement. 
True  cancer  prophylaxis  exists  in  the  elimina- 
tion of  pre-malignant  tumors,  for  such  we 
consider  adenomatous  polyps  to  be.  Ulti- 
mately treatment  principles  are  dictated  by 
basic  pathology  and  physiology,  which  in 
turn  are  dependent  upon  careful  gross  and 
microscopic  studies  in  which  the  adequately 
oriented  specimen  consisting  of  the  entire 
tumor,  and  adjacent  tissue  if  possible,  is  pro- 
vided for  interpretation. 
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Symptomatology 

The  actual  incidence  of  completely  asymp- 
tomatic polyps  is  about  5 per  cent.  Polyps 
may  develop  in  certain  areas  of  the  bowel 
entirely  without  symptoms.  When  symptoms 
occur  they  are  due  to  ulceration  of  the  sur- 
face of  the  growth,  with  production  of  bleed- 
ing, or  with  mechanical  interference  with 
bowel  function,  in  which  a polypoid  growth 
may  be  carried  downward  with  the  fecal 
stream  and  may  produce  relative  obstructive 
signs  of  cramping,  either  by  reflex  spasm,  or 
by  relative  occlusion  of  the  lumen  and  pro- 
• duction  of  mild  intussusception.  This  is  more 
often  observed  in  the  descending  or  sigmoid 
colon. 

In  addition,  there  is  a characteristic  ex- 
cessive mucus  production  in  the  case  of  papil- 
: lary  or  villous  adenomas  which  are  often 
I;  located  low  in  the  rectal  segment  and  may 
l:  also  produce  anal  tenesmus.  Any  patient  with 
a history  of  rectal  bleeding  demands  investi- 
i gation,  even  more  so  if  blood  is  observed  in 
i flecks  of  mucus,  not  associated  with  the  pas- 
: sage  of  stool. 

Diagnosis 

The  problem  in  clinical  management  is 
dependent  upon  determination  of  exact  histo- 
logic and  biologic  characteristics  of  a given 
tumor,  in  which  careful  search  is  necessary 
to  evaluate  all  diagnostic  factors.  These 
means  include  direct  palpation  by  digital 
examination,  direct  visualization  by  endos- 
copy, and  indirect  study  by  means  of  x-ray, 
including  double  contrast  air  insufflation 
technic.  Complete  study  of  the  colon  includes 
investigation  by  all  three  means,  for  it  is  the 
duty  of  the  sigmoidoscopist  to  study  the 
lower  sigmoid  and  rectum,  where  radiologic 
. studies  are  less  accurate,  and  it  is  the  obliga- 
tion of  the  radiologist  to  evaluate  the  intra- 
peritoneal  portion  of  the  colon. 

I The  clinician’s  search  is  facilitated  by  the 
distal  location  of  a large  percentage  of  ade- 
nomatous growths,  so  that  digital  examina- 
tion and  sigmoidoscopy  will  reveal  positive 
findings  in  approximately  75  per  cent  of 
patients  who  exhibit  such  growths.  Although 
one  may  be  able  to  perform  sigmoidoscopy 
successfully  in  about  40  per  cent  of  patients 
without  special  preparation,  we  prefer  to 


combine  the  preparation  for  sigmoidoscopy 
and  barium  enema,  according  to  the  follow- 
ing schedule.  The  preparation  for  such  exam- 
ination is  of  course  extremely  important,  for 
small  flecks  of  food  particles  may  readily 
simulate  small  mucosal  nodules.  Our  prefer- 
ence is  for  the  following: 

1.  Liquid  diet  without  milk  products  the 
night  before  examination. 

2.  Castor  oil,  two  tablespoons  the  night 
before  examination  (in  the  absence  of  ob- 
structive signs) . 

3.  Warm  tap  water  enema  the  night  be- 
fore examination,  with  patient  lying  on  the 
left  side,  and  introduced  under  low  pressure. 

4.  Tap  water  enemas  until  clear  the  morn- 
ing of  the  examination. 

5.  Omission  of  all  oral  intake  on  the  morn- 
ing of  the  examination. 

Any  variation  from  this  rather  rigid 
schedule  has  so  often  resulted  in  technical 
difficulties  that  we  have  seldom  deviated 
from  this  preparation,  which  should  be  satis- 
factory both  for  the  sigmoidoscopist  and  radi- 
ologist. Although  experiences  vary  from  one 
place  to  another,  we  have  come  to  rely  con- 
siderably on  the  double  contrast  barium 
enema  in  detection  of  polyps.  However  we 
are  firmly  of  the  opinion  that  any  positive 
findings  must  be  verified  by  repeating  the 
examination  after  another  preparation  in 
which  the  same  lesion  is  visible  at  the  same 
location,  for  a false  positive  report  might 
result  in  unnecessary  operation. 

Sigmoidoscopy 

There  are  several  advantages  of  a sig- 
moidoscope 30  cm.  in  length  by  55-58  French 
diameter.  Though  the  smaller  caliber  and 
greater  length  necessarily  limit  the  field  of 
vision,  usually  this  is  no  serious  hardship 
except  in  some  cases  of  treatment  through 
the  instrument.  The  smaller  caliber  increases 
the  percentage  of  full  distance  examinations 
with  minimum  discomfort.  The  knee-chest 
position  allows  the  bowel  to  distend  through 
atmospheric  equalization,  and  if  one  requests 
the  patient  to  bear  down  while  removing  the 
instrument  most  of  the  air  will  be  expelled 
and  will  not  interfere  with  immediately  sub- 
sequent barium  enema  examination.  Obvi- 
ously the  instrument  should  never  be  ad- 
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vanced  until  the  lumen  ahead  is  adequately 
visualized. 

If  a physician  has  elected  to  remove  a 
polyp  at  the  initial  diagnostic  study,  it  may 
be  safer  to  postpone  the  radiologic  study 
rather  than  to  run  the  risk  of  perforation 
through  a weakened  area  of  bowel  wall,  par- 
ticularly if  electrocoagulation  has  been  ex- 
tensive. Likewise  the  patient  should  be  ad- 
vised not  to  take  enemas  or  harsh  laxatives 
during  the  subsequent  two  weeks.  The  radi- 
ologist should  be  apprised  of  the  presence 
of  a possible  weak  spot,  if  other  factors  make 
it  inadvisable  to  postpone  this  examination. 
Good  post-evacuation  films  are  quite  impor- 
tant in  evaluating  the  colonic  mucosal  pat- 
tern, and  if  carefully  performed,  the  gener- 
ally good  quality  of  air  insufflation  studies 
for  double  contrast  further  extends  the  value 
of  barium  study.  It  should  be  reiterated  that 
in  all  cases  where  suspicion  of  polyps  is 
found  beyond  sigmoidoscopic  level,  this  shad- 
ow should  be  reproducible  and  verification 
study  should  precede  recommendation  of 
laparotomy  and  colotomy.  The  finding  of  a 
single  polypoid  lesion  should  always  intensify 
the  search  for  other  coexistent  or  subsequent 
tumors,  for  the  same  etiologic  factors  may  be 
operative  throughout  the  entire  mucosal  sur- 
face of  the  colon. 

If  colotomy  is  indicated  for  removal  of  a 
polyp,  there  may  be  great  value  in  introduc- 
ing the  sigmoidoscope,  with  care  to  minimize 
contamination,  to  visualize  remaining  por- 
tions of  the  bowel  mucosa,  at  the  time  of 
operation.  Mechanically,  the  midtransverse 
colon  is  the  most  suitable  site  for  this  investi- 
gation. Palpation  alone  may  be  very  unsatis- 
factory in  detecting  other  lesions,  particularly 
in  the  obese  or  those  with  prominent  epiploic 
appendages  or  a thick  mesentery.  However, 
it  should  be  mentioned  that  the  best  method 
of  such  palpation  is  to  palpate  the  bowel  wall 
against  the  posterior  or  mesenteric  surface 
with  the  flat  of  the  fingers.  This  should  al- 
ways be  done  at  exploration,  even  though 
the  interpretation  of  the  results  may  be  un- 
satisfactory. In  general,  we  have  more  con- 
fidence in  the  radiologist’s  interpretation  of 
this  remaining  portion  of  the  bowel  for  de- 
tection of  small  growths  than  we  do  in  clin- 
ical evaluation  at  operation. 


Anatomic  forms 

The  term  “polyp”  (polypus = many-footed) 
refers  to  a group  of  tumefactions  originating 
from  the  bowel  mucosa  or  wall,  and  pro- 
truding toward  or  into  the  lumen.  Grossly  a 
simple  classification  into  pedunculated  and 
sessile  has  some  value,  as  well  as  the  classifi- 
cation numerically  into  solitary,  multiple, 
and  “polyposis.”  There  may  be  indistinct 
lines  between  these  groups,  as  when  a short- 
pedicled  nodule  in  the  sigmoid  colon  carries 
down  a pseudo-stalk  of  mucosa  by  the  trac- 
tion of  the  passing  fecal  stream.  The  sessile 
polyp  has  a broader  base  than  tip,  and  the 
extra-mucosal  nodule  produces  a mound-like 
elevation.  Papillary  or  villous  adenomas  are 
characterized  by  their  frond-like  projections 
radiating  lumen-ward  from  a base. 

The  most  important  clinical  distinction 
should  be  made  between  “multiple  polyps” 
and  “congenital  familial  polyposis.”  In  the 
latter  condition  there  is  a diffuse  studding 
throughout,  so  that  no  area  is  uninvolved. 
Familial  incidence  history  is  quite  impor- 
tant, since  there  may  have  been  numerous 
deaths  from  abdominal  cancer.  Multiple 
polyps  may  at  times  involve  the  colon  almost 
as  extensively,  but  without  the  familial  his- 
tory. From  the  standpoint  of  prognosis  and 
treatment  it  is  important  to  attempt  the  dif- 
ferentiation. 

Treatment 

The  general  principles  of  treatment  of 
colon  mucosal  polyps  consist  of,  first,  com- 
plete elimination  of  the  local  lesion,  and 
second,  submission  of  adequately  oriented 
tissue  to  the  pathologist  for  accurate  histo- 
logic interpretation.  Details  of  management 
may  be  modified  somewhat  by  the  local  ana- 
tomic form,  location  of  the  lesion  or  lesions, 
and  ultimately  by  histologic  study.  If  at  all 
possible,  every  such  polypoid  lesion  should 
be  submitted  in  its  entirety,  if  possible  with 
a margin  of  adjacent  normal  tissue,  so  that 
the  histology  may  be  oriented  correctly  to 
permit  accurate  interpretation,  and  in  turn 
correct  consideration  of  therapy,  if  further 
treatment  is  required.  This  is  especially  per- 
tinent when  one  considers  the  large  num- 
ber of  pedunculated  adenomatous  polypoid 
growths  over  1 cm.  in  diameter  which  will 
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show  the  histologic  characteristics  of  malig- 
nancy on  the  free  surface  but  without  in- 
vasion of  the  submucosa  or  stalk.  One  readily 
sees  that  the  microscopic  report  of  malig- 
nancy from  a biopsy  specimen  removed  from 
such  a surface  does  not  allow  the  true  evalua- 
tion possible  from  a full  sagittal  section  of 
the  entire  specimen. 

If  invasion  and  microscopic  evidence  of 
definite  malignancy  have  occurred,  then  the 
well  known  cancer  treatment  principles  be- 
come operative:  namely,  the  widest  feasible 
removal  of  the  local  lesion  along  with  the 
greatest  area  possible  of  lymphatic  and  vas- 
cular drainage.  Grossly,  evidence  of  indura- 
tion and  ulceration  are  suspicious  clinical 
factors,  and  in  general  sessile  growths  are 
I the  most  likely  to  be  malignant.  Recurrence 
I at  the  site  of  previous  treatment  is  a suspi- 
cious gross  characteristic. 

I Technic 

! Usually  one  can  most  readily  remove 
' polypoid  growths  by  applying  the  loop  of  a 
slender  snare  about  the  mucous  membrane 
beyond  the  base  of  the  stalk,  while  exerting 
gentle  traction  with  a suction  tip  or  slender 
: grasping  forceps  in  the  opposite  hand,  an 
; assistant  steadying  the  sigmoidoscope.  Then 
one  may  gently  compress  the  loop  while 
lightly  coagulating  the  tissue  with  the  elec- 
: tro-cautery,  usually  being  able  to  remove  the 
specimen  without  bleeding.  Then  one  may 
coagulate  the  base  with  a long  electrode  if 
necessary,  the  opposite  hand  holding  the  suc- 
^ tion  tip  for  removal  of  gas  and  fumes.  Many 
I such  lesions  may  be  treated  at  one  time  if 
[;  one  has  good  operating  conditions  and  equip- 
j ment,  and  a cooperative  patient  who  is  able 
to  maintain  the  awkward  position  well.  If 
there  are  many  lesions  above  the  peritoneal 
reflection,  it  is  usually  well  worth  while  to 
perform  saddle  spinal  anesthesia  and  place 
the  patient  in  the  prone  jack-knife  position. 

Sessile  polyps  may  be  similarly  treated 
if  located  low  in  the  bowel  and  if  not  too 
large.  However,  since  such  lesions  are  more 
often  subject  to  suspicion,  one  may  elect  to 
obtain  adequate  biopsy,  or  to  excise  full 
thickness  in  preference  to  extensive  electro- 
coagulation, so  that  adequate  biopsy  tissue 
may  indicate  the  course  of  future  therapy. 


In  case  of  tiny  elevated  nodules  under  0.5 
cm.  in  diameter,  one  may  feel  relatively  safe 
to  electro-coagulate,  after  obtaining  an  ade- 
quate biopsy,  if  they  are  soft,  pale,  smooth 
and  non-ulcerated.  Exposure  to  direct  vision 
by  adequate  nerve  block  anesthesia  is  ex- 
tremely helpful  in  removal  of  large  lesions, 
or  excising  certain  extramucosal  tumors 
which  may  present  a sessile  appearance,  such 
as  leiomyoma  or  carcinoid.  These  tumors  are 
most  readily  removed  by  wide  full  thickness 
biopies,  if  they  are  located  sufficiently  near 
the  rectum  to  be  accessible  to  operation 
through  the  anus. 

The  papillary,  or  so-called  villous  ade- 
noma, may  be  locally  rather  extensive,  and 
is  usually  located  low  in  the  rectum,  so  that 
it  should  be  excised  full  thickness  for  biopsy. 
Even  when  extensive  locally,  it  is  usually 
histologically  and  physiologiftally  benign. 

In  children,  simple  treatment  usually  suf- 
fices. If  adenomatous  polyps  are  found,  it 
should  generate  a suspicion  that  one  is  deal- 
ing with  familial  polyposis.  In  the  manage- 
ment of  those  tumors  located  beyond  the 
15-20  cm.  level  from  the  anus,  laparotomy 
and  colotomy  are  indicated.  Whether  to  per- 
form mere  polypectomy  or  partial  colectomy 
will  depend  upon  the  previously  mentioned 
clinical  factors.  In  case  of  doubt,  segmental 
resection  of  bowel  and  appropriate  mesentery 
is  safest,  and  carries  little  morbidity.  Frozen 
section  study  may  aid  in  the  decision  regard- 
ing extent  of  removal. 

Congenital  familial  polyposis 

One  of  the  most  interesting  conditions 
occuring  in  the  colon  is  congenital  familial 
polyposis,  in  which  the  entire  mucus  mem- 
brane is  studded  with  innumerable  glandular 
growths.  This  inherited  condition  poses  se- 
rious management  problems  because  of  the 
diffuse  involvement.  It  is  apparent  that  such 
patients,  if  untreated,  will  develop  carcinoma 
of  the  colon  if  they  live  long  enough,  and 
usually  at  a younger  age  than  the  average. 
It  is  also  suspected  that  these  carcinomas  are 
more  malignant  than  average.  In  this  condi- 
tion one  must  assume  that  the  entire  mucus 
membrane  is  basically  diseased,  or  that  it  is 
stimulated  by  an  unknown  factor  which  re- 
sults in  the  adenomatous  growth. 
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Treatment  therefore  should,  according  to 
our  present  knowledge,  include  as  a mini- 
mum total  removal  of  the  entire  diseased 
mucosa.  The  danger  from  so-called  malignant 
degeneration  in  a single  polyp  in  this  condi- 
tion may  be  no  greater  than  that  from  a 
single  polyp  in  any  other  patient,  but  the 
basic  nature  of  the  extent  of  involvement 
numerically  multiplies  the  likelihood  of  this 
occurrence.  No  case  when  diagnosed  should 
be  lost  from  sight,  or  fail  to  have  treatment 
recommended.  There  is  evidence  in  the  early 
development  of  cancer  in  such  patients,  and 
in  the  malignant  biologic  aggressiveness  of 
the  tumor,  that  prophylaxis  is  much  safer 
than  the  most  radical  treatment  after  car- 
cinoma develops.  If  the  physician  is  suffi- 
ciently imbued  with  the  knowledge  that  any 
such  patient  has  an  extreme  threat  to  health, 
he  will  not  fail  to  recommend  early  and 
radical  treatment. 

Total  colectomy  and  establishment  of  per- 
manent ileostomy  has  so  many  advantages 
and  is  so  satisfactory  in  this  day  of  safe  oper- 
ating conditions  and  readily  available  satis- 
factory ileostomy  appliances,  that  there  is 
no  doubt  of  its  being  the  procedure  of  choice. 
It  seems  an  inordinate  risk  to  leave  any  por- 
tion of  this  diseased  mucus  membrane  even 
in  the  rectal  segment,  such  as  may  occasion- 
ally be  recommended,  but  which  surely  rep- 
resents a serious  compromise  with  safety, 
Even  if  one  can  follow  the  patient’s  course 
carefully  the  theoretic  and  observed  compli- 
cations lead  us  to  fear  this  concession.  Dis- 
eased mucosa  may  be  embedded  in  the  line 
of  anastomosis  and  develop  trouble.  The  pa- 
tient may  be  lost  to  careful  follow-up.  If 
future  lesions  develop  and  require  cauteriza- 
tion, there  may  be  troublesome  bleeding  by 
enzymatic  digestion  of  this  cauterized  tissue. 
Every  ileo-rectostomy  patient  has  perianal 
irritation  and  frequent  bowel  movements 
from  the  small  intestine.  It  is  also  unphysio- 
logic  to  place  a sphincter  across  the  small 
bowel  such  as  occurs  with  ileo-rectostomy, 
although  the  terminal  small  bowel  will  com- 
pensate for  this  somewhat  in  time.  Perianal 
irritation  is  of  course  due  to  the  frequent 
movement  through  the  rectum  of  skin-irri- 
tating small  bowel  content  with  its  digestive 
enzymes. 


In  case  the  physician  decides  to  retain  the 
rectal  segment,  and  perform  ileo-proctos- 
tomy,  it  is  extremely  important  that  this 
distal  segment  be  treated  and  prepared  for 
anastomosis  by  destruction  of  polyps  before 
the  remainder  of  the  colectomy  is  carried  out. 
This  should  be  done,  preferably  under  an- 
esthesia, and  under  direct  vision  in  the  prone 
jack-knife  position,  where  a large  area  can 
be  well  exposed  and  treated  with  maximum 
safety.  Preparation  of  the  rectal  segment  will 
help  to  eliminate  trouble  with  postoperative 
digestion  of  fulgurated  areas  in  the  rectum, 
with  resultant  hemorrhage.  It  diminishes  the 
likelihood  of  inclusion  of  gross  polyps  in  an 
anastomosis  line.  Naturally,  most  patients 
will  wish  to  avoid  an  artificial  intestinal 
opening,  and  a compromise  may  be  required. 
We  believe  such  a procedure  is  feasible  and 
acceptable  in  some  cases  of  multiple  polyps, 
in  which  the  intraperitoneal  portion  of  the 
colon  is  extensively  involved,  but  it  is  not 
acceptable  treatment  in  true  familial  poly- 
posis. 

Perhaps  as  important  as  any  factor  in  the 
therapy  of  such  lesions  is  the  necessity  of 
impressing  upon  the  patient  the  importance 
of  regular  follow-up  examination  throughout 
the  remainder  of  his  life.  The  greater  the 
number  of  polyps,  the  more  imperative  it  is 
that  such  patient  not  be  lost  from  follow-up. 

Miscellaneous 

Miscellaneous  polypoid  tumors  which  one 
may  encounter  in  the  distal  colon  include 
carcinoid,  benign  lymphoma,  lymphosarcoma, 
leiomyoma  and  lipoma,  and  do  not  constitute 
a large  percentage  of  rectal  tumors.  Probably 
the  most  interesting  of  this  group  is  the  car- 
cinoid tumor  which  like  most  of  the  remain- 
der of  this  group,  usually  is  associated  with 
an  intact  overlying  epithelium.  The  charac- 
teristic yellow  color  often  gives  an  indication 
of  the  character  of  the  mass.  The  clinical 
behavior  of  this  interesting  tumor  is  often 
unpredictable  from  its  histologic  character- 
istics. Although  it  has  generally  been  con- 
sidered an  aggressive  tumor,  those  in  the 
rectum  may  be  treated  by  wide  local  full 
thickness  excision  under  adequate  visualiza- 
tion, in  order  to  secure  tissue  for  adequate 
histologic  study.  If  located  higher  in  the 
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colon,  segmental  resection  is  advisable  rather 
than  local  removal,  but  final  decision  may- 
be based  upon  histologic  characteristics.  In 
case  of  any  doubt,  however,  we  would  ad- 
vocate removal  by  the  previously  mentioned 
well  known  principles  of  cancer  treatment. 

Summary 

1.  The  coincident  occurrence  of  adenoma- 
tous polyps  and  carcinoma  of  the  colon,  and 
the  known  malignant  degeneration  of  ade- 
nomatous polyps,  make  it  imperative  that 
adenomas  of  the  colon  be  removed  and  care- 
fully studied  histologically.  Adenomatous 
polyps  should  be  considered  pre-cancerous. 

2.  Evaluation  of  a given  polyp  is  depen- 


dent upon  study  of  the  entire  growth,  with 
surrounding  tissue  if  possible.  Submission  of 
the  entire  specimen  intact  is  the  only  means 
which  will  permit  this  adequate  study. 

3.  Total  colectomy  and  permanent  ileos- 
tomy are  indicated  for  congenital  familial 
polyposis. 

4.  If  carcinoma  is  found,  it  must  be  at- 
tacked by  the  widest  feasible  removal  of  the 
local  lesion  with  the  greatest  area  of  possible 
lymphatic  and  vascular  drainage. 

5.  Lifelong  periodic  examinations  are  an 
obligation  which  must  be  imposed  upon  the 
patient  with  any  mucosal  tumor  of  the  large 
bowel.  • 


New  surgical  treatment 
for  paralysis  agitans* 

Ralph  M.  Stuck,  M.D.,  Denver 


After  years  of  trial,  error,  and 
improvement,  a satisfactory  surgical 
procedure  has  been  developed  for  the 
Parkinsonian  patient.  Premotor  cortical 
excision  is  advocated  by  one  of 
the  pioneers  in  the  field. 


Since  the  beginning  of  the  Neurosurgical  Era, 
at  the  turn  of  the  last  century,  many  at- 
tempts have  been  made  to  devise  operations 
upon  the  nervous  system  to  relieve  severe 
disabling  diseases.  In  the  case  of  chronic 
: severe  pain,  much  progress  has  been  made. 

In  cases  of  congenital  deformities,  some  suc- 
i cess  has  been  gained.  In  some  infectious  dis- 
1 

1 ‘Presented  at  the  eighty-seventh  annual  session  of  the  Colo- 
1 rado  State  Medical  Society,  Denver,  Colorado,  September  25, 
\ 1957.  The  author  expresses  thanks  for  criticism  and  advice  to 
j Dr.  A.  R.  Buchanan,  Professor  of  Anatomy  at  the  University 
, of  Colorado  School  of  Medicine,  Denver. 


eases,  recovery  has  been  assisted  by  certain 
surgical  procedures.  However,  with  degener- 
ative diseases,  particularly  those  of  the  nerv- 
ous system,  little  progress  has  resulted.  For 
example,  many  surgical  procedures  have 
been  tried  in  multiple  sclerosis  and  amyo- 
trophic lateral  sclerosis  with  little  benefit. 
Many  other  examples  of  failure  in  this  area 
could  be  cited.  However,  at  this  time  I wish 
to  review  exclusively  various  surgical  pro- 
cedures devised  and  carried  out  in  the  at- 
tempt to  relieve  patients  with  paralysis  agi- 
tans. 

Symptoms  of  Parkinsonism 

Paralysis  agitans  is  a chronic,  slowly  pro- 
gressive disabling  disease.  Because  of  the 
nature  of  the  symptoms  in  this  disease,  por- 
tions of  the  nervous  system  were  first  select- 
ed for  surgical  attack.  Along  with  weakness, 
rigidity  and  tremor,  patients  often  have  the 
subjective  symptoms  of  warmth,  hot  flashes 
and  flushes.  At  times,  they  have  the  sensation 
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of  “rushes  of  blood,”  excessive  sweating, 
salivation  and  frequent  oculogyric  crises. 
These  and  other  nervous  symptoms  led  to 
the  early  use  of  sympathectomies  but  these 
gave  no  relief. 

The  next  and  largest  group  of  procedural 
attacks  on  the  nervous  system  involved  the 
motor  portion  of  the  nervous  system.  These 
procedures  are  based  upon  the  fact  that  this 
disease  primarily  involves  motor  function, 
presenting  the  following  symptoms — muscu- 
lar weakness,  muscle  tremor  and  muscular 
rigidity.  This  weakness  is  noted  especially  in 
the  hands  and  is  demonstrated  best  in  the 
difficulties  in  writing.  It  is  also  apparent  in 
muscles  of  the  face  and  throat:  articulation 
and  phonation  are  awkward,  the  tongue  has 
a constant  rhythmic  motion  which  makes 
speaking  and  swallowing  difficult  and  the 
orbicularis  muscles  about  the  eyes  twitch 
constantly. 

Muscle  tremor  is  usually  present  in  pa- 
ralysis agitans.  There  are  cases  in  which 
tremor  is  so  minimal  that  it  is  not  apparent; 
but  in  cases  in  which  it  occurs,  it  is  usually 
the  most  disabling  symptom.  The  alternating 
and  rhythmic  tremor  is  constant,  oscillating 
at  a regular  rate  of  three  or  four  times  per 
second.  It  is  increased  in  amplitude  by  anxi- 
ety, excitement,  fatigue,  self-consciousness, 
cold  and  muscular  effort.  As  a person  so 
afflicted  begins  to  perform  a useful  move- 
ment, such  as  reaching  for  something,  the 
amplitude  of  the  tremor  is  aggravated.  But  as 
he  firmly  grips,  pulls  or  carries  out  a firm- 
willed  motor  activity,  tremor  is  abolished 
for  a short  period.  It  is  also  lulled  into  in- 
activity by  sleep.  With  passage  of  time,  there 
is  usually  an  insidious  increase  in  the  parts 
of  the  body  affected  and  in  the  severity  of 
the  tremor.  Mental  and  physical  inertia  then 
become  prominent  symptoms. 

Rigidity  is  second  only  to  tremor  as  a dis- 
abling symptom.  Rigidity  slows  the  patient’s 
performance  of  most  purposeful  muscular 
activity — walking,  talking  and  writing.  When 
he  wishes  to  walk,  he  is  slow  off  the  mark, 
he  drags  in  getting  started,  his  gait  is  shuf- 
fling, he  has  a bent  forward  attitude  with 
antropulsion  and  has  difficulty  in  pulling  up 
short  on  command  to  halt.  His  imperfect 
synkinesia  prevents  his  moving  easily  and 


swinging  his  arms  freely.  He  suffers  a loss 
of  facial  expression  which  is  commonly  de- 
scribed as  masked  facies.  The  muscles  stand 
out  firm  in  the  extremities  involved.  They 
are  resistive  to  passive  motion  and  when 
they  are  moved,  they  move  as  a group.  When 
passively  moved,  the  antagonist  muscles  re- 
lax in  steps  like  a cogwheel.  These  motor 
phenomena  form  the  basis  upon  which  most 
surgical  procedures  have  been  designed. 
Pathologic  findings  have  also  proved  im- 
portant in  designing  surgical  procedures. 

Pathology 

Many  conflicting  reports  of  the  essential 
pathology  of  paralysis  agitans  may  be  found 
in  the  literature.  However,  one  common  fact 
appears,  there  is  usually  some  cellular  loss 
in  portions  of  the  extrapyramidal  system. 
Some  have  specified  that  the  changes  are 
limited  to  the  globus  pallidus  and  substantia 
nigra,  but  changes  have  been  found  in  most 
of  the  portions  of  the  extrapyramidal  system. 
Strange  as  it  may  seem,  symptoms  may  be 
unilateral  and  pathologic  changes  bilateral, 
or  vice  versa,  proving  that  localization  within 
the  basal  ganglia  and  extrapyramidal  system 
is  not  so  clear  as  in  the  pyramidal  system. 
The  slow  development  of  this  concept  of 
cerebral  organization  has  been  a major  factor 
in  delaying  development  of  surgical  methods 
for  relief  of  paralysis  agitans. 

The  fact  that  tremor  and  rigidity  cease 
following  “stroke,”  in  the  extremity  involved, 
led  many  surgeons  to  attempt  to  reproduce 
the  beneficial  part  of  this  effect  by  designing 
operations  which  damaged  or  destroyed  por- 
tions of  the  nervous  system.  Sir  Victor  Hors- 
ley in  1890  considered  paralysis  agitans  as 
“a  form  of  cortical  discharge.”  On  this  basis, 
he  removed  the  portion  of  the  motor  cortex 
corresponding  to  the  extremity  involved  in 
the  tremor,  thus  performing  the  first  record- 
ed case  of  brain  surgery  for  paralysis  agitans. 
His  enthusiasm  for  this  procedure  seems  to 
have  waned  immediately,  for  no  additional 
cases  appear  to  have  been  recorded. 

Early  surgical  procedures 

In  1937,  Bucy  performed  motor  and  Klem- 
me  premotor  cortical  excisions  in  an  attempt 
to  alleviate  tremor  and  rigidity.  Bucy  theo- 
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rized  that  it  was  essential  to  remove  a portion 
of  the  motor  cortext  to  get  a beneficial  result. 
Removal  of  the  motor  cortex,  however,  re- 
sulted in  replacing  tremor  and  rigidity  in 
an  extremity  with  paralysis  and  spasticity. 
Klemme  theorized  that  relief  could  be  gained 
by  premotor  cortical  excision  without  the 
resulting  paralysis  and  was  successful  in  re- 
lieving tremor  and  rigidity. 

Following  Bucy’s  analysis  that  a portion 
of  the  pyramidal  system  must  be  destroyed 
or  removed  to  relieve  paralysis  agitans,  ad- 
ditional operative  procedures  were  designed 
to  interrupt  the  pyramidal  pathways  not  only 
at  the  level  of  the  precentral  gyrus  but  at 
various  levels  along  its  course  downward 
through  the  brain,  brain  stem  and  upper 
spinal  cord.  Surgical  sectioning  of  this  tract 
at  the  level  of  the  anterior  limb  of  the  in- 
ternal capsule  was  carried  out  by  Meyer  and 
Browder.  Walker  sectioned  it  at  the  cerebral 
peduncles,  and  Putnam  sectioned  the  pyra- 
mids in  the  upper  cervical  spinal  cord.  Others 
have  performed  similar  procedures.  The  in- 
evitable result  of  these  procedures  is  to  re- 
place involuntary  tremor  and  voluntary 
movement  with  paralysis  and  spasticity.  To 
some  patients  even  this  disability  is  wel- 
comed relief  from  the  severe  constant  tremor. 
As  Horsley  apparently  concluded  that  results 
did  not  warrant  continuation  of  his  procedure, 
so  have  those  who  devised  and  carried  out 
procedures  which  interrupted  pyramidal 
pathways.  Let  us  specify  that  these  pro- 
cedures have  been  essentially  limited  to  the 
■ pyramidal  system. 

Extrapyramidal  attack 

Recent  surgical  procedures  have  largely 
been  designed  to  damage  or  destroy  portions 
of  the  extrapyramidal  system  rather  than 
the  pyramidal  system;  thereby  avoiding  pa- 
ralysis and  spasticity.  A clear  definition  of 
the  two  systems — the  pyramidal  and  the  ex- 
trapyramidal— can  neither  be  made  physio- 
logically or  anatomically.  But  for  the  sake 
of  terminology,  they  will  be  used  in  this 
presentation,  the  pyramidal  system  being 
construed  as  that  which  mediates  voluntary 
or  phasic  movements,  and  the  extrapyramidal 
system  as  that  which  subserves  tonic  control 
over  the  final  common  pathway. 


Interruption  of  the  efferent  fibers  from 
the  striatum  as  designed  and  carried  out  by 
Meyer  has  met  with  favorable  results.  How- 
ever, the  procedure  is  technically  difficult 
and  does  not  lend  itself  to  widespread  use. 
Anterior  capsulotomy  combined  with  removal 
of  the  head  of  the  caudate  nucleus  as  carried 
out  by  Meyer  and  Browder  has  also  met 
with  encouraging  results.  This  technic  in- 
volves damage  to  the  extrapyramidal  system 
and  possibly  damage  to  the  pyramidal  system. 
In  addition,  Meyer  and  Browder  have  re- 
moved the  head  of  the  caudate  nucleus  and 
a third  of  the  globus  pallidus  and  putamen. 
These  latter  methods  led  Meyer  to  the  pro- 
cedure of  solely  sectioning  the  emergent  fi- 
bers from  the  globus  pallidus. 

Cooper  followed  with  two  procedures,  one 
in  which  he  occluded  the  anterior  choroidal 
artery  and  another  in  which  he  performed 
chemical  ablation  of  the  medial  globus  pal- 
lidus. The  anatomic  definition  of  the  first 
procedure,  however,  is  subject  to  much  ques- 
tion because  of  variability  of  the  blood  sup- 
ply. It  is  ably  expressed  by  Spiegel  and 
Wycis:  “Since  this  blood  vessel  supplies  not 
only  the  globus  pallidus  and  the  ansa  lenticu- 
laris  but  also  the  red  nucleus,  the  corpus 
Luysi,  the  substantia  nigra,  the  reticular 
portion  of  the  internal  capsule,  the  cerebral 
peduncle,  and  the  optic  tract,  it  is  difficult  to 
relate  the  effect  of  this  operation  to  a specific 
structure.”  Despite  beneficial  results  from 
this  procedure,  it  has  now  been  essentially 
abandoned  because  standard  results  cannot 
be  predicted. 

More  recently  Spiegel  and  Wycis,  Nara- 
bayaski  et  ah,  Guiot  & Brion,  Cooper  and 
many  others  have  performed  procedures  in 
which  portions  of  the  globus  pallidus  are 
damaged  or  destroyed  by  electrocauterization 
or  chemical  ablation.  Results  of  these  pro- 
cedures are  gradually  accumulating  in  the 
literature.  Cooper’s  1956  evaluation  of  his 
procedure  is  as  follows:  “Chemopallidectomy 
for  the  treatment  of  Parkinsonism  can  yield 
consistently  good  results.  The  mortality  rate 
is  low,  as  is  the  incidence  of  other  complica- 
tions.” His  review  reveals  an  undoubted  im- 
provement in  many  cases.  Spiegel  and  Wycis 
in  the  use  of  electrocoagulation  of  the  globus 
pallidus  with  a sterotactic  instrument  have 
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had  the  best  results  and  find  marked  relief 
of  symptoms. 

Except  those  procedures  performed  by 
Spiegel  and  Wycis,  using  the  sterotactic  in- 
strument, the  main  objection  to  these  pro- 
cedures, as  I see  them,  is  that  the  technical 
difficulties  in  performing  a discreet  lesion 
are  so  great.  In  addition,  these  procedures 
have  failed  to  relieve  symptoms  of  paralysis 
agitans  in  the  head  and  face  — oculogyric 
crises,  facial  tremor  and  tongue  and  throat 
tremor.  Procedures  involving  the  extrapyra- 
midal  system  alone  relieve  tremor  and  rigid- 
ity without  substituting  spasticity  and  pa- 
ralysis, while  those  involving  the  pyramidal 
system  leave  the  patient  spastic  and  partially 
or  completely  paralyzed. 

Premotor  cortical  excision 

There  remains  the  technic  of  premotor 
cortical  excision.  This  method  is  usually 
briefly  referred  to  in  most  discussions,  but  in 
none  that  I have  reviewed  has  it  been  care- 
fully evaluated.  It  consists  of  a premotor 
excision  of  the  frontal  cortex,  either  unilat- 
eral or  bilateral,  followed  by  an  active  pro- 
gram of  rehabilitation. 

It  has  been  my  privilege  not  only  to  see 
this  work  initially  but  to  have  followed  the 
work  through  the  years  observing  cases  be- 
fore and  after  treatment  and  reviewing  the 
pathologic  material  from  these  cases.  In  addi- 


tion, I have  performed  the  procedure  as  it 
was  originally  designed  and  have  gradually 
modified  it.  The  original  use  of  general  an- 
esthesia has  been  replaced  by  local  anes- 
thesia. Block  removals,  which  occasionally 
included  a portion  of  the  motor  cortex  and 
resulted  in  weakness  and  spasticity,  have 
been  replaced  by  discreet  subpial  resection 
of  premotor  cortex  using  motor  suction.  Wide 
block  removals  have  been  replaced  by  local- 
ized excisions.  This  modified  method  with 
some  other  lesser  refinements  has  been  ap- 
plied bilaterally  with  equal  results. 

The  premotor  cortical  ekcision  for  the  re- 
lief of  paralysis  agitans  is  to  me  the  pro- 
cedure of  choice.  Experience  has  refuted  the 
need  to  damage  or  destroy  any  portion  of 
the  pyramidal  system  to  obtain  satisfactory 
results  in  the  surgical  treatment  of  paralysis 
agitans.  Premotor  cortical  excision  is  cer- 
tainly of  greater  benefit  to  the  patient  than 
any  procedure  which  leaves  him  partially  or 
completely  paralyzed. 

Technical  difficulties  of  deep  operations 
upon  the  brain,  except  those  performed  with 
a sterotactic  instrument,  will  shortly  result 
in  their  abandonment.  In  the  past,  operative 
procedures  on  the  central  nervous  system 
which  could  not  be  done  under  direct  vision 
soon  fell  into  disrepute.  I am  convinced  that 
current  deep  procedures  will  soon  be  re- 
nlaced  by  discreet  premotor  cortical  ex- 
cision. • 


Prognosis  in  osteogenic  sarcoma  cont.  from  53 
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the  clinical  results  are  positive  when 


restores  positive  nitrogen  balance 

The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses: 

• Appetite  improves  * The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  "protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  {brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  of  both  forms  is  from  10  to  50  mg.  daily. 
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A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  A.M.A. 

The  Hill-Burton  program  for  U.  S.  grants  to 
states  to  help  build  hospitals  and  other  health 
facilities  has  run  a successful  course  for  almost 
twelve  years.  It  has  never  been  cut  back  in  scope, 
and  once  (in  1954)  it  was  expanded  to  take  in 
diagnostic  - treatment  centers,  nursing  homes, 
chronic  disease  hospitals  and  rehabilitation  cen- 
ters. 

On  the  over-all,  the  U.  S.  puts  up  one-third  of 
the  money  for  a state’s  projects,  but  the  state  may 
give  individual  projects  as  much  as  two-thirds  of 
their  costs. 

In  the  twelve  years,  3,725  projects  have  been 
completed,  are  under  construction  or  have  been 
approved.  They  represent  a total  investment  of 
about  $3  billion,  just  under  one-third  of  it  Federal 
money.  Included  are  156,658  hospital  beds,  4,542 
nursing  beds,  and  almost  1,000  other  facilities, 
such  as  rehabilitation  centers. 

Congress,  as  it  has  several  times  in  the  past. 


now  is  being  asked  to  renew  the  program,  which 
no  doubt  it  will  do.  Also,  the  Department  of 
Health,  Education  and  Welfare  and  several  or- 
ganizations in  the  health  fields  have  looked  over 
the  twelve  years’  experience,  and  want  some 
changes  made  in  the  way  the  program  is  handled. 
None  of  them,  however,  wants  to  end  it. 

The  American  Medical  Association,  for  ex- 
ample, is  suggesting  that  diagnostic-treatment  and 
public  health  centers  be  dropped  from  the  pro- 
gram, and  that  the  mandatory  emphasis  on  rural 
communities  also  be  eliminated.  These  and  other 
A.M.A.  recommendations  are  the  result  of  a four- 
teen-state  survey  by  the  association. 

Also,  the  A.M.A.  joins  with  the  Department  of 
Health,  Education,  and  Welfare  in  proposing  that 
emphasis  be  placed  on  facilities  for  the  chronically 
ill  and  nursing  homes,  and  that  states  be  given 
more  freedom  in  shifting  money  among  the  va- 
rious categories. 

Both  the  A.M.A.  and  the  A.H.A.  want  Congress 
to  authorize  loans  for  hospitals  and  nursing 
homes,  with  the  A.M.A.  recommending  that  loan 
guarantees  be  offered  to  proprietary  as  well  as 
nonprofit  institutions. 

Before  Congress  are  a dozen  or  more  other 
suggested  changes.  Several  groups  want  the  re- 
search fund  raised  from  the  present  $1.5  million 
a year  to  $4  or  $5  million,  and  H.E.W.  would  like 
to  be  able  to  advance  money  for  planning  when 


Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  -• 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARIN;’ 

conjugated  estrogens  (equine) 
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this  action  would  hurry  construction.  H.E.W.  also, 
along  with  several  Congressmen  and  state  medical 
societies,  would  like  to  see  the  eligibility  require- 
ments eased  so  more  nonprofit  groups  can  build 
diagnostic-treatment  centers.  Another  H.E.W.  pro- 
posal would  recognize  a rehabilitation  center  even 
if  it  did  not  furnish  psychological,  social  and  vo- 
cational evaluation  services,  as  well  as  medical; 
now  the  center  has  to  furnish  all  four  services. 

At  this  writing,  indications  are  Congress  will 
not  allow  a slip-up  in  extending  the  program, 
which  is  scheduled  to  expire  June  30,  1959,  even 
if  it  has  to  move  along  a simple  extension  bill, 
then  try  to  work  out  agreement  on  all  the  sug- 
gested changes. 

Regardless  of  what  happens,  Hill-Burton  is 
undergoing  more  friendly — but  critical — examina- 
tion than  it  has  experienced  since  its  birth  in  1946. 

Notes: 

American  Association  of  Medical  Colleges  esti- 
mates that  the  country’s  eighty-five  medical 
schools  will  require  $275  million  for  rehabilitation 
and  new  construction  in  the  next  few  years,  not 
including  money  for  research  and  hospital  con- 
struction. 

To  learn  how  far  our  supplies  could  be 
stretched  in  event  of  nuclear  attack,  the  Office  of 
Defense  Mobilization  has  asked  Public  Health 


Service  to  survey  700  wholesale  drug  houses,  sur- 
gical supply  firms  and  chain  drug  store  ware- 
houses for  an  inventory  of  their  stocks. 

American  Medical  Association,  among  other 
groups,  is  supporting  legislation  that  would  re- 
quest President  Eisenhower  to  call  a 1960  White 
House  Conference  on  the  problems  of  the  aged. 
However,  H.E.W.  sees  no  need  for  the  conference, 
nor  does  it  favor  suggestions  that  a new  bureau 
be  set  up  to  handle  the  problem,  nor  a commis- 
sion created. 

After  conclusion  of  hearings,  a House  sub- 
committee has  under  consideration  legislation  for 
“bricks-and-mortar”  U.  S.  grants  to  help  medical 
and  dental  schools  finance  buildings  and  pur- 
chase of  equipment;  money  could  not  be  used  for 
general  operating  expenses. 

Dr.  Thomas  H.  Alphin  has  resigned  as  director 
of  A.M.A.’s  Washington  Office  to  become  associate 
medical  director  of  the  Equitable  Life  Assurance 
Society  at  the  group’s  main  office  in  New  York. 
Dr.  William  J.  Kennard,  deputy  director,  has  been 
named  acting  director  of  the  Washington  Office. 

VA  is  calling  for  bids  on  twelve  construction 
projects  estimated  to  cost  a total  of  at  least  $4.2 
million.  Locations  include  Murfreesboro,  Tenn.; 
Tomah,  Wis.;  Columbia,  S.  C.;  Bay  Pines,  Fla.; 
Newington,  Conn.;  Iowa  City,  Iowa;  West  Rox- 
bury,  Mass.;  Rutland  Heights,  Mass.;  Walla  Walla, 
Wash.;  Wood,  Wis.;  Wadsworth,  Kan. 
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Investigator 


after  investigator  report 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M. A.  166:137, 
Jan.  11, 1958. 


“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
anti  hypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were(l)  significant 
.antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  “Chlorothiazide;  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  6: 1,  September,  19S7. 
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INITIATE  THERAPY  WITH  'DIURIL*.  'OIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL*  is  a trade-mark  of  Merck  & Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIU 
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Dr.  William  H.  Alex 
Oklahoma  City,  Okls 


Shirley -Savoy  Hotel 

2:00-5:00  p.m. — Pre-Conference  Registration  — 
Tuesday,  July  8,  Lincoln  Room  Lobby 


Wednesday,  July  9,  1958 

8:00  a.m.-4:30  p.m. — ^Registration,  Lincoln  Room 
Lobby 


Morning 

9:00 — Addresses  of  Welcome  — George  F.  Lull, 
M.D.,  Secretary,  American  Medical  Association; 
C.  C.  Wiley,  M.D.,  President,  Colorado  State  Medi- 
cal Society;  Ervin  A.  Hinds,  M.D.,  President,  Colo- 
rado Division,  American  Cancer  Society 

9:15 — Symposium— Lumps  and  Bumps 
Moderator,  Kenneth  C.  Sawyer,  M.D.,  Denver 

Participating  Physicians:  R.  H.  Chamberlain,  M.D.; 
Ian  G.  Macdonald,  M.D.;  Henry  Rappaport,  M.D.; 
Robert  J.  Samp,  M.D. 

12:00  noon — Round  Table  Luncheon,  including  dis- 
cussion of  morning  symposium 

Presiding,  John  H.  Amesse,  M.D.,  Denver 


Afternoon 

Presiding,  Dale  M.  Atkins,  M.D.,  Denver 

2:00 — “Carcinoma  of  the  Bladder:  Problems  in 
Management,”  Hugh  J.  Jewett,  M.D. 

2:30 — “Carcinoma  of  the  Endometrium,”  Norman 
F.  Miller,  M.D. 

3:00 — “Carcinoma  of  the  Biliary  Tract,”  William 
A.  Altemeier,  M.D. 

3:30 — “Cancer  Chemotherapy:  Drugs  Available 
and  Indications  of  Therapy,”  David  A.  Karnofsky, 
M.D. 


William  A.  Altemeier,  M.D. 

Surgeon 
Cincinnati,  Ohio 


Richard  H.  Chamberlain,  M.D. 

Radiologist 
Philadelphia,  Pennsylvania 


Hugh  J.  Jewett,  M.D. 

Urologist 
Baltimore,  Maryland 


David  A.  Karnofsky,  M.D. 

Internist 
New  York,  New  York 


July  9,  10,  1958,  Denver,  Colorado 


Ian  G.  Macdonald,  M.D. 
Surgeon 

Los  Angeles,  California 


Evening 

Green  Gables  Country  Club 
6:00 — Social  Hour — Dutch  Treat 

7 :00 — Dinner 

Presiding,  Ervin  A.  Hinds,  M.D.,  Denver 

9:00 — “The  Power  to  Become,”  Dr.  William  H. 
Alexander,  sponsored  by  General  Motors 


Norman  Miller,  M.D. 
OB-Gyn 

Ann  Arbor,  Michigan 


Henry  Rappaport,  M.D. 

Pathologist 

Chicago,  Illinois 


Robert  J.  Samp,  M.D. 
Surgeon 

Madison,  Wisconsin 


Thursday,  July  10,  1958 

8:00  a.m.-3:45  p.m. — Registration,  Lincoln  Room 
Lobby 


Morning 

9:15 — Symposium — Optimistic  Palliation  of  Incur- 
able Cancer 

Moderator,  K.  D.  A.  Allen,  M.D.,  Denver 

Participating  Physicians:  R.  H.  Chamberlain,  M.D.; 
Norman  F.  Miller,  M.D.;  Hugh  J.  Jewett,  M.D.; 
David  A.  Karnofsky,  M.D.;  William  A.  Altemeier, 
M.D. 

12:00  noon — Round  Table  Luncheon,  including  dis- 
cussion of  morning  symposium 

Presiding,  N.  Paul  Isbell,  M.D.,  Denver 


Afternoon 

Presiding,  Alexis  E.  Lubchenco,  M.D.,  Denver 

2:00 — “Biological  Considerations  in  Treatment  of 
Mammary  Carcinoma,”  Ian  G.  Macdonald,  M.D. 

2:30 — “Myeloproliferative  Diseases,”  Henry  Rap- 
paport, M.D. 

3:00 — “Cancer  Control  Obstacles:  The  Frightened, 
the  Evasive,  and  the  Difficult-to -Reach  Patient 
and  Public,”  Robert  J.  Samp,  M.D. 

4:00 — Adjourn 


ORGANIZATION 


Interim  Meeting 
House  of  Delegates 
April  9,  1958 
Salt  Lake  City,  Utah 

The  first  Interim  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
was  called  to  order  at  9:00  a.m.  April  9,  1958, 
Junior  Ballroom,  Hotel  Utah,  Salt  Lake  City,  by 
President  Reed  W.  Farnsworth,  and  the  following 
proceedings  were  had: 

President  Farnsworth:  The  meeting  is  called 
to  order.  It  gives  me  a great  deal  of  pleasure  now 
to  turn  this  meeting  over  to  the  Speaker  of  the 
House,  U.  R.  Bryner. 

Speaker  Bryner:  Thank  you.  Dr.  Farnsworth. 
Gentlemen,  the  first  item  of  business  this  morning 
is  the  approval  of  the  minutes  of  the  1957  session 
of  the  House  of  Delegates.  These  minutes  were 
printed  in  the  October  issue  of  the  Rocky  Moun- 
tain Medical  Journal.  They  are  approved. 

Credentials  Committee  report 

Dr.  Daughters:  We  have  an  attendance  of 
fifty-one  delegates,  two  alternates  and  ten  officers, 
which  is  a legal  quorum,  and  we  may  proceed. 

Speaker  Bryner:  The  next  item  on  the  agenda 
is  the  report  of  the  President. 

President  Farnsworth:  My  report  is  printed 
beginning  on  page  7 of  the  Handbook,  and  I shall 
not  belabor  you  with  a long  report  here  this 
morning.  It  entails  a great  deal  of  difficulty  to  at- 
tempt a semblance  of  a practice  of  medicine  some 
267  miles  from  here  and  carrying  on  the  duties 
that  are  required  of  this  ever  enlarging  office  of 
President  of  this  State  Association.  I have  worn 
out  three  sets  of  tires  and  had  a good  many  back- 
aches since  last  September. 

It  seems  that  in  any  organization  with  any 
membership  at  all,  the  duties  are  complex  and 
enlarging.  Compared  with  a few  years  ago,  our 
State  Office  has  so  enlarged  and  become  involved 
in  so  many  facets  which  are  necessary  that  it  is 
really  quite  a problem,  and  entails  a good  deal  of 
difficulty  being  so  far  removed  from  the  State 
Office. 

I do  at  this  time  want  to  pay  my  tribute  and 


appreciation  to  our  Executive  Secretary,  who  has 
done  such  a competent  job  in  assisting  and  keep- 
ing me  informed.  Our  telephone  bill  has  become 
a major  item  of  the  budget  this  year;  but  Mr. 
Bowman  has  been  very  cooperative,  and  without 
his  daily  assistance  it  would  be  impossible  for  me 
to  carry  on  at  all. 

Referring  to  the  report  of  the  Council  here,  I 
am  very  appreciative  also  of  the  attendance  at 
our  Council  meetings.  Our  meetings  are  usually 
held  the  first  Wednesday  of  each  month,  and  this 
year  we  have  had  an  unusually  good  attendance 
at  most  all  meetings.  Some  meetings  we  have  had 
every  Councilor  present,  and  most  meetings  there 
have  been  less  than  half  a dozen  absentees,  usually 
three  or  four.  So  it  has  been  very  rewarding  to 
have  such  complete  support  from  the  Councilors 
of  the  various  component  societies.  Our  meetings 
are  quite  lengthy  as  the  agenda  seems  staggering 
each  month,  usually  starting  at  4 p.m.  and  running 
through  until  well  toward  10  or  11  p.m.  some- 
times. 

New  building 

I won’t  touch  on  the  headquarters  building 
since  a little  later  in  our  meeting  we  are  going 
to  have  a complete  report  from  the  Building  Com- 
mittee and  architect.  The  bids  were  opened  yester- 
day and  the  contracts  awarded. 

Some  of  the  administrative  changes  which 
have  occurred  this  year  have  been  overdue.  The 
Council  has  empowered  the  purchase  of  a medium- 
priced  automobile  for  our  Executive  Secretary, 
which  has  been  purchased  and  is  now  in  use. 
This  was  purchased  entirely  out  of  the  profits 
from  our  Medical  Bulletin.  It  enables  our  Execu- 
tive Secretary  to  get  around  without  a rental  car 
and  it  serves  a very  much  needed  service  to  the 
State  Association.  So  we  feel  now  we  are  in  the 
automobile  business  as  well. 

Naturopathic  situation 

I believe  our  Legislative  Committee  was  par- 
ticularly active  this  year,  not  only  in  this  but 
many  other  legislative  problems  that  will  come 
up  in  our  Legislature  here  next  year.  We  profited 
by  our  dilatory  methods  of  a year  ago  and  won’t 
be  caught  napping  when  the  Legislature  convenes 
next  January.  Dr.  V.  L.  Stevenson  and  his  com- 
mittee have  met  with  many  of  the  component 
societies  and  written  many  letters  and  had  many 
meetings  and  are  well  under  way  with  quite  an 
active  legislative  program. 

We  have  furnished  the  Legislative  Council 
with  a very  exhaustive  report,  very  complete  re- 
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port  on  what  is  entailed  in  the  practice  and  the 
preparation  for  the  practice  of  medicine.  We  are 
proceeding  further  and  have  authorized  the  Bu- 
reau of  Economic  Research  of  the  University  of 
Utah  to  prepare  a further  detailed  report  of  the 
requirements. 

It  is  the  anticipation  that  an  Educational  Prac- 
tices Act  will  be  introduced  at  the  next  session 
of  the  Legislature,  commonly  known  as  the  Basic 
Science  Law;  and  there  seems  little  doubt  but 
what  we  have  a very  good  chance  in  the  coming 
Legislature — the  groundwork  being  done  this  way, 
this  far  ahead — of  getting  that  through  this  next 
legislative  year. 

Committee  activities 

We  have  had  excellent  reports  by  many  of  the 
committees  given  at  our  Council  meetings,  which 
are  listed  in  your  Handbook;  and  we  do  appre- 
ciate the  action  of  these  committee  chairmen  and 
the  many  others  who  have  served  equally  well 
but  who  have  not  appeared  before  the  Council, 
who  have  not  been  asked  to  appear  before  the 
Council  to  give  their  reports. 

Contract  practice  will  come  in  for  a little 
further  discussion  perhaps  during  the  day.  It  has 
been  discussed  rather  completely  at  many  of  the 
sessions  of  our  Council  meetings;  and  it  has  been 
felt  that,  due  to  the  problems  that  have  arisen  in 
comparable  states,  particularly  Colorado,  Penn- 


sylvania, Ohio  and  many  others,  who  are  spending 
a great  deal  of  their  medical  budget  in  prosecuting 
this  problem  and  the  legal  problems  involved,  and 
the  threat  of  a widespread  split  in  Society  mem- 
bership, that  this  be  tabled  for  further  discussion 
and  further  enlightenment  and  further  informa- 
tion before  taking  drastic  action  on  it.  It  was  felt 
by  our  legal  counsel  that  the  resolution  put  before 
the  House  of  Delegates  at  our  September  meeting 
went  a little  beyond  what  our  Constitution  and 
By-Laws  will  permit;  and  for  that  reason  the 
Council  took  this  action. 

History  of  medicine  in  Utah 

Our  Honorary  President,  who  has  served  only 
in  an  honorary  capacity,  this  year  has  been  asked 
to  assemble  around  him,  or  to  gather  the  names 
of  all  doctors  who  are  in  retirement,  and  form 
an  emeritus  group  charged  with  the  duty  of  hav- 
ing them  assemble  early  medical  records,  early 
surgical  instruments;  and  these  will  be  gathered 
at  a suitable  place.  Some  thought  has  been  given 
as  to  whether  it  should  be  out  at  the  Pioneer 
Village,  at  Sugar  House  or  at  the  State  Capitol; 
or  perhaps  when  our  new  Medical  Building  is 
completed  there  would  be  a suitable  place  there. 
Dr.  King  is  going  ahead  very  enthusiastically  with 
this  and  we  feel  it  is  a very  worthwhile  project 
for  the  senior  citizens,  these  doctors  in  retirement. 
Utah  has  such  a rich  background  in  early  medical 
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lore  we  feel  it  would  be  quite  a worthwhile  thing 
to  do. 

Again  I would  like  to  thank  the  Councilors  for 
the  support  they  have  given  us  so  far;  and  I do 
appreciate  their  coming  from  some  far  distances 
to  meet  regularly  with  our  meetings.  And  I ap- 
preciate the  indulgence  of  the  membership  and 
the  House  of  Delegates  and  others  for  putting  up 
with  my  difficulty  in  having  to  come  such  far 
distances  to  attend  the  meetings.  And  I again 
want  to  thank  our  Executive  Secretary  for  his 
support,  as  well  as  the  other  executive  officers. 

Report  of  Secretary 

Speaker  Bryner:  Thank  you,  Dr.  Farnsworth. 
The  next  item  is  the  report  of  the  Secretary,  Dr. 
Hunter. 

Dr.  Hunter:  I shall  read  the  report  I have 
written  on  pages  9 and  10.  I should  like  to  preface 
my  remarks  with  just  a few  additional  remarks, 
that  the  Annual  Meetings  of  the  State  Medical 
Association  are  your  meetings.  It  was  very  gratify- 
ing and  pleasing  last  fall  to  see  the  increased 
interest  and  attendance  at  our  State  meetings. 
We  hope  that  this  interest  and  increased  attend- 
ance will  continue  and  that  the  Annual  Scientific 
Meetings  of  our  Association  can  be  listed  among 
the  best  of  the  major  meetings  of  this  State  and 
this  area. 

The  reason  that  I am  going  to  read  this  is  be- 


cause I feel  a little  added  information  about  our 
forthcoming  meeting  may  give  you  as  individual 
members  and  delegates  the  added  incentive  to 
advertise  and  promote  our  meeting.  We  feel  we 
do  have  a splendid  one  in  store  for  you  this  com- 
ing fall. 

The  63rd  Annual  Meeting  of  the  Utah  State 
Medical  Association  will  be  held  September  10, 
11  and  12,  1958,  in  the  Convention  Hall  of  the 
new  Hotel  Utah  Motor  Lodge,  Salt  Lake  City, 
Utah.  This  report  will  be  concerned  primarily 
with  the  preparations  that  have  been  made  for 
these  meetings. 

First,  I should  like  to  acknowledge  the  splendid 
work  done  by  the  Scientific  Program  Committee, 
for  this  has  been  a committee  endeavor.  My  per- 
sonal thanks  are  extended  to  Emil  G.  Holmstrom, 
M.D.;  Ernest  L.  Wilkinson,  M.D.;  Adolph  M.  Niel- 
sen, M.D.;  F.  Willis  Taylor,  M.D.;  Spencer  Snow, 
M.D.,  and  Don  B.  McAffee,  M.D. 

September  9 and  10  have  been  designated  for 
the  meeting  of  the  House  of  Delegates.  Conse- 
quently the  scientific  program  is  scheduled  to 
open  at  1:30  p.m.,  Wednesday,  September  10,  1958, 
and  will  continue  through  September  12.  The 
annual  Blue  Shield  stockholders’  meeting  is  sched- 
uled for  the  evening  of  September  10. 

Culminating  four  days  of  scientific,  legislative 
and  social  activities  will  be  the  President’s  Ban- 
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quet  scheduled  for  the  evening  of  September  12, 
Friday.  Dr.  F.  J.  L.  Blasingame,  new  General 
Manager  of  the  American  Medical  Association, 
will  be  the  featured  speaker. 

Report  of  Treasurer 

Speaker  Bryner:  The  next  item  on  the  agenda 
is  the  report  of  the  Treasurer. 

Dr.  Dalrymple:  Being  the  new  Treasurer,  I 
haven’t  very  much  to  say.  But  I am  happy  to 
report  that  the  expenses  continue  to  be  met  the 
same  way  as  in  the  past  year.  The  financial  report 
will  not  be  available  until  July  30  of  1958. 

I would  like  to  mention  at  this  time,  though, 
the  excellent  work  on  the  building  program.  They 
have  done  an  excellent  job  on  our  new  building 
and  I know  you  will  hear  about  that  later.  The 
amount  we  have  spent  may  seem  large,  but  I am 
sure  ultimately  it  will  be  well  worth  it. 

Report  of  Delegate  to  A.M.A. 

Speaker  Bryner:  The  next  item  is  the  report 
of  the  Delegate  to  the  A.M.A. 

(After  reviewing  various  actions  of  the  last 
Clinical  meeting  of  the  A.M.A.,  Dr.  Castleton  con- 
cluded with  the  following:) 

Dr.  Castleton:  I would  like  to  urge  the  mem- 
bers of  the  Utah  State  Medical  Association  to 
support  the  A.M.A.  I can  assure  you  that  it  is 
doing  a wonderful  job  for  the  people  of  this 


country  as  well  as  for  the  medical  profession,  and 
as  such  it  deserves  your  support.  The  Delegates 
are  hard-working,  conscientious  men  who  spend 
a great  deal  of  time  and  effort  in  your  behalf 
without  compensation.  I would  urge  all  of  you 
to  attend  some  of  the  sessions  of  the  House  of 
Delegates,  the  general  sessions  or  committee  hear- 
ings, so  you  can  become  better  acquainted  with 
its  activities.  If  you  don’t  like  what  the  A.M.A. 
is  doing,  then  it  is  up  to  you  to  inform  me  and, 
if  the  State  Association  feels  as  you  do,  it  is 
my  duty  to  attempt  to  make  whatever  changes 
are  needed — in  policy,  procedure,  activities  and 
so  forth. 

Periodically  I hear  men  criticize  the  A.M.A. 
for  not  doing  this  or  not  doing  that  or  doing  this 
or  doing  that.  Actually  the  A.M.A.  is  a very  demo- 
cratic organization.  If  one  of  you  doctors  way 
out  in  the  rural  areas  feel  something  should  be 
done  or  if  you  don’t  like  something  that  is  being 
done,  then  it  is  up  to  you  to  bring  the  matters 
before  your  local  society.  If  you  gain  support  for 
that,  then  you  should  bring  it  up  before  this  House. 
If  the  House  supports  you  here,  then  you  have 
your  Delegate  carry  it  before  the  National  House 
of  Delegates.  And  if  it  appears  to  those  Delegates 
to  have  merit,  then  it  becomes  part  of  the  A.M.A. 
business.  So  any  one  Delegate  or  otherwise  can 
initiate  trends  or  policies  which  may  be  carried  to 
the  national  level.  continued  on  83 
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DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 

Milprem 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ‘T  A Proven  Estrogen 


KiJ  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown,  the  original  meprobamate. 
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The  A.M.A.  has  just  endorsed  the  fluoridation 
of  water  after  an  exhaustive  study.  It  seems  to 
me  that  we  would  be  amiss  in  our  duty  if  we 
failed  to  follow  up  on  this  item  and  failed  to  use 
our  influence  to  see  that  this  health  measure  is 
adopted  in  our  State. 

Speaker  Bryner:  Next  is  the  report  from  the 
Executive  Secretary. 

Mr.  Bowman:  I don’t  have  anything  at  this 
time  to  add  to  my  report,  which  is  on  pages  26 
to  30. 

I would,  however,  like  to  introduce  Mr.  Jack 
Goodman,  who  represents  David  W.  Evans  and 
Associates,  our  new  Public  Relations  Counsel. 
Mr.  Goodman. 

Woman’s  Auxiliary  report 

Speaker  Bryner:  At  this  time  we  will  hear 
from  the  President  of  the  Auxiliary. 

Mrs.  Anthony  J.  Lund:  It  is  a pleasure  for  me 
to  be  invited  here  today  to  report  to  you  briefly 
on  the  current  activities  of  the  Woman’s  Auxiliary 
to  the  Utah  State  Medical  Association.  We  have 
had  a busy,  stimulating  year,  full  of  satisfying 
results;  and  we  who  have  been  working  with  the 
medical  wives  of  the  whole  state  can  report  to  you 
that  there  is  a great  deal  of  enthusiasm  and  in- 
terest among  the  women  who  are  behind  you.  I 


have  been  overwhelmed  at  the  constant  coopera- 
tion I have  received  in  all  the  counties  where  we 
have  organized  Auxiliaries.  The  addition  of  one 
more  organized  county.  Box  Elder,  this  year  has 
strengthened  our  State  Organization,  making  the 
total  number  of  constituents  seven. 

Our  State  Advisory  Board,  which  is  made  up 
of  the  State  Officers,  Committee  Chairwomen  and 
Presidents  and  Presidents-elect  of  each  county, 
has  met  four  times  so  far  this  year:  Once  in  June 
for  a School  of  Instruction,  in  September  at  the 
time  of  the  State  Medical  Convention,  in  Novem- 
ber, and  in  February.  In  addition  to  these  main 
large  meetings,  there  have  been  many  committee 
meetings  and  smaller  groups  working  together 
for  our  various  projects. 

Priority  projects 

Our  National  President,  Mrs.  Paul  Craig,  set 
up  a list  of  four  priority  projects  at  the  beginning 
of  the  year  for  all  Auxiliaries  in  the  nation  to 
concentrate  on.  Those  are:  American  Medical 
Education  Foundation,  Today’s  Health,  Legisla- 
tion, and  Safety.  We  have  a State  Chairman  for 
each  of  these — and  can  report  that  with  regard  to 
A.M.E.F.  the  counties  as  a group  have  raised  a 
little  over  $500.00  up  to  this  date. 

Our  promotion  of  Today’s  Health  has  been  an 
intensive  one,  and  we  are  now  approaching  the 
100  per  cent  mark  among  medical  families’  sub- 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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scriptions,  along  with  a large  number  of  new  sub- 
scriptions sold  to  those  outside  the  profession. 
Each  county  has  been  competing  to  sell  the  most 
subscriptions,  and  at  this  moment  Carbon  County 
is  ahead  of  the  others. 

Legislation  has  been  stressed  on  a State  level, 
especially  through  our  February  meeting,  where 
we  enjoyed  a complete  legislative  session  with 
Dr.  V.  L.  Stevenson,  and  Mr.  Grant  Aadnesen. 
Their  ideas,  remarks,  and  suggestions  were  taken 
back  to  the  counties  by  the  officers,  and  the  prob- 
lems relating  to  the  legislation  coming  up  for  con- 
sideration in  this  next  year  have  been  explained 
and  discussed  in  each  county  meeting.  We  are 
prepared  to  help  you  on  that  score  when  the  time 
comes. 

Our  Safety  Program  has  been  stressed  in  each 
county  also,  with  brochures  on  High  School  Driv- 
ing Instruction,  films  and  other  visual  aids  to  im- 
press the  public  with  the  importance  of  safety. 

Along  with  these  four  priority  projects,  we 
have  worked  hard  in  the  field  of  recruitment,  for 
nurses,  and  other  allied  medical  fields.  We  have 
increased  our  own  Benevolent  Memorial  Fund 
by  a goodly  sum,  so  that  we  can  be  of  direct  aid 
to  needy  medical  students  at  our  own  State  Medi- 
cal School. 

Many  other  things  have  been  done  this  year 
which  I cannot  take  the  time  here  to  enumerate, 
but  the  Public  Relations  aspect  I must  mention. 


to  tell  you  of  the  splendid  feeling  of  togetherness 
we  doctors’  wives  have.  We  all  enjoy  working 
together,  and  for  the  medical  profession.  We  have 
learned  to  accept  community  jobs  eagerly,  in 
order  to  take  our  rightful  place  there,  but  also 
to  cement  a firmer  foundation  of  understanding 
between  the  public  and  the  medical  people. 

Speaker  Bryner:  We  will  have  a report  now 
from  the  Chairman  of  the  Building  Committee. 

Building  Committee  report 

Dr.  Charles  Ruggeri,  Jr.;  Last  evening  the 
Building  Committee  met.  The  bids  were  opened 
for  the  remodeling  and  new  construction  of  the 
office  at  42  South  5th  East.  The  Building  Com- 
mittee approved  the  bid  of  Lawrence  Construction 
Company  for  $86,736  for  the  complete  work  on 
the  building. 

That  includes  everything  but  the  furniture.  It 
includes  the  carpets,  new  roof,  black-top  driveway 
and  the  black-topping  of  the  parking  place.  The 
Building  Committee  feels  that  that  was  a pretty 
good  bid  and  has  accepted  it  and  has  recommend- 
ed that  the  Council  take  appropriate  action. 

Now  there  are  a few  things  that  I would  like  to 
present  to  you.  As  you  know,  the  building  and 
grounds  belong  to  the  Association — $17,500  was 
paid  for  that,  and  that  is  paid  for  and  it  is  ours. 
The  $86,736  plus  a 6 per  cent  architect’s  fee  of 
$5,204,  in  addition  to  the  previously  mentioned 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist  Fred  W.  Langner,  M.D.,  Psychiatrist 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 

DARVON  (Dextro  Propoxyphene  DARVON  COMPOUND  (Dextro 
Hydrochloride,  Lilly)  is  equally  as  Propoxyphene  and  Acetylsalicylic 
potent  as  codeine  yet  is  much  better  Acid  Compound,  LUly)  combines  the 
tolerated.  Side-effects,  such  as  nau-  antipyretic  and  anti-inflammatory 
sea  or  constipation,  are  minimal.  benefits  of  'A.S.A.  Compound’*  with 
You  will  find  'Darvon’  helpful  in  the  analgesic  properties  of  'Darvon.’ 

any  condition  associated  with  pain.  Thus,  it  is  useful  in  relieving  pain  as- 

The  usual  adult  dose  is  32  mg.  sociated  with  recurrent  or  chronic  dis- 

every  four  hours  or  65  mg.  every  ease,  such  as  neuralgia,  neuritis,  or 

six  hours  as  needed.  Available  in  arthritis,  as  well  as  acute  pain  of  trau- 
32  and  65-mg.  pulvules.  matic  origin.  The  usual  adjjlt''lfose  is  1 

or  2 pulvules  every  sjjt-htJurs  as  needed. 

Each  Pulvule  ‘Darvon  Compound’  \ 

'Darvon’  . . . mi  \ 

Acetophenetidin . . . . . 

'A.S.A.’  {Acetylsalicylic  Acid,  Lilly)\  . . . .q 
Caffeine  . . . X-pO''' 

*'A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly)  \ 

-ILLY  And  company  • Indian  AVt5L  i s 6 , Indiana, 


s.  A. 
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figure  of  $17,500  raises  the  total  to  $109,440.  The 
only  thing  that  is  not  included  in  there  is  the  little 
landscaping  that  would  have  to  be  done,  which 
is  estimated  around  $500.  So,  roughly,  the  total 
cost  of  everything  up  there  would  be  $110,000. 

Mr.  Ashley  T.  Carpenter:  To  give  you  a similar 
building  with  the  facilities  you  will  now  have 
after  the  completion  of  this  building,  it  would 
run  into  the  neighborhood  of  $200,000  for  just  the 
building  alone,  not  including  the  land,  the  land- 
scaping or  furniture.  So  I think  you  very  definitely 
get  a great  saving  and  it  will  give  a very  nice 
building,  well  finished. 

Some  of  the  features  will  be,  as  I have  men- 
tioned, marble  facing;  the  foyer  will  have  marble 
floors;  walnut  paneling  in  the  foyer  and  walnut 
paneling  in  the  Board  Room;  cherry  paneling  in 
the  Executive  Secretary’s  office,  and  carpeting  on 
the  floor. 

Speaker  Bryner:  If  there  is  no  discussion  I 
will  entertain  a motion  on  the  report  of  the 
Building  Committee. 

Dr.  Mason,  Southern  Utah:  Mr.  Speaker,  I 
move  that  we  approve  the  report  of  the  Building 
Committee. 

Dr.  Dean  Spear:  Second  the  motion.  (There- 
upon a vote  was  taken  and  Dr.  Mason’s  motion 
carried  unanimously.) 

Dr.  Castleton:  I wonder  if  any  of  you  have  any 
comments  or  criticisms  you  would  like  to  make 


at  this  time  about  the  A.M.A.  policies,  the  activi- 
ties of  the  Utah  State  Medical  Association  and 
the  House  of  Delegates.  We  hear  so  many  com- 
ments from  time  to  time  from  members  of  the 
Association  that  it  occurred  to  me  there  might  be 
some  of  you  who  might  want  to  make  some  com- 
ments on  this;  and  if  so,  this  would  be  a good 
opportunity  to  do  it. 

After  all,  I feel  that  I should  represent  you, 
and  in  order  that  I should  represent  you  ade- 
quately I must  know  what  you  want;  otherwise 
I must  simply  use  my  own  best  judgment,  which 
I expect  to  do  anyway.  But  nevertheless,  if  you 
have  anything  you  want  me  to  do,  then  I must 
know  what  you  want.  If  you  have  any  comments 
now  I would  like  you  to  give  them. 

Forand  Bill 

Dr.  Richard  A.  Call,  Utah  County:  I have  just 
a question.  The  Medical  Association,  both  A.M.A. 
and  State,  is  always  being  accused  of  being 
against  everything  and  never  for  anything.  Now, 
of  course,  in  the  last  session  of  the  Legislature 
we  were  for  something  there.  I am  wondering  in 
reference  to  the  Forand  Bill,  what  recommenda- 
tions the  A.M.A.  is  making  to  care  of  this  aged 
group  which  the  Forand  Bill  plans  to  cover. 

Dr.  Castleton:  This  very  question  was  brought 
up  by  Dr.  Fister  when  he  presented  the  discussion 
on  the  Forand  Bill  before  the  Salt  Lake  Surgical 
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and  inflammation 

withBUFFERir 

IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  --  with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema—comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodimn  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference;  1,  J. A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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(PENTAeRYTHRITOL  TETR  AN  !TR  ATE)  (bRANO  OF  HYDROXYZINe) 


why  PETN? 


For  cardiac  effect-.  PETN  is  . . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”*  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Ctias.  Pfizer  & Co.,  Inc. 


1.  Russek,  H.  I. : Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  "10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  CARTRAX 
"20"  tablets  (20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “cartrax  20.”  In  bottles  of  100. 


CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
^Trademark  in  glaucoma. 
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“Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.’ 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
IVlEPROLONE-2—2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-l— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
IVlEPROLONE-2. 

1.  Comroe’s  Arthritis:  Hollander,  J.  L,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Minth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 

MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 


rheumatoid  arthritis 

involves  both 
joints  and 
muscles 

only 
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Society  two  weeks  ago. 

He  informed  us  the  A.M.A.  is  making  an  ex- 
haustive study  of  this  whole  problem  and  hopes 
to  come  up  with  some  constructive  program.  What 
it  will  be  we  don’t  know,  but  I think  the  criticism 
is  a very  good  one.  I think  we  must  come  up  with 
some  kind  of  constructive  program  rather  than, 
as  you  say,  be  against  everything. 

Mr.  Bowman:  It  was  announced  yesterday  that 
the  A.M.A.,  the  American  Hospital  Association, 
the  American  Nurses  Association  or  the  American 
Nursing  Home  Association  had  banded  together 
in  an  organization  to  come  up  with  some  sort  of 
a recommendation.  This  was  publicly  announced 
yesterday. 

President  Farnsworth:  On  the  State  level,  your 
Council  has  asked  our  Medical  Service  Bureau, 
which  is  the  administrative  organization  for  Blue 
Shield,  to  try  to  put  a price  tag  on  this  age  group. 
Dr.  Clayton,  do  you  have  anything  on  that  item? 
I think  they  have  instructed  their  actuary  to  do 
some  initial  work  on  it. 

Dr.  Paul  A.  Clayton:  Before  we  could  start 
with  the  survey,  it  was  necessary  to  get  certain 
experience  from  other  areas,  which  the  actuary 
is  getting  for  us  now.  Then  we  plan  to  survey  the 
entire  State  with  the  cooperation  of  the  doctors 


themselves,  and  it  will  take  a 100  per  cent  co- 
operation; and  we  hope  with  that  information  that 
we  will  be  able  to  come  up  with  definite  recom- 
mendations regarding  the  cost  of  this  program. 

At  10:30  a.m.  the  Reference  Committees  were 
called  into  session  and  the  House  of  Delegates 
adjourned  until  2 p.m. 

AFTERNOON  SESSION 

Speaker  Bryner:  Gentlemen,  it  is  time  to  start 
our  2 o’clock  session.  I see  Dr.  George  Fister  in 
the  back;  I think  we  ought  to  give  Dr.  Fister  a 
hand  if  he  will  stand  up.  We  are  awfully  glad  to 
have  him  here  today.  (Applause.) 

The  first  order  of  business  during  the  after- 
noon session  was  the  reports  of  four  Reference 
Committees.  The  reports,  as  published  in  the 
Handbook  for  Delegates,  were  approved  with  some 
additions  and  modifications. 

Reference  Committees  also  reported  favorably 
on  the  following  resolutions  which  were  approved 
by  the  House  of  Delegates  as  modified: 

Resolution  I.  “Care  of  Welfare  Recipients” 

WHEREAS,  The  Council  of  the  State  Medical  Association 
did  advise  the  Utah  State  Welfare  Department  that  physicians 
of  Utah  would  participate  in  the  Welfare  Medical  Program  of 
July,  1957,  and  that  this  program  was  put  into  effect  without 
adequate  investigation  by  the  Council  or  the  Department  of 
Public  Welfare  or  consultation  with  local  County  Medical 
Societies;  and 

WHEREAS,  The  Welfare  Medical  Program  does  in  its 
function  begin  to  regulate  the  practice  of  medicine  within 
the  patient-doctor  relationship,  and  upset  the  local  county 
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flavor-timed”  dual-action 

CORONARY  VASODILATOR 


ORAL  (tablet  swailowed  whole) 

for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and 

sustained  relief 


n 


TRADEMARK 


of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"  — 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE  — 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


LABOR 


ATORIES  NEW  YORK  11.  N.  V. 
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(brand  of  triacetyloleandomycin  with  gluCOSAmine) 

Capsules  / Oral  Suspension 

designed 
for  superior 

control 
of  common 
infections 

^TRADEMARK 
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Tio  is.  therapeutically  Stable  in  gastric 


acid;  dbes  not  require  protective  coating 


erythromycin  with 


erythromycin, 


chemical  protective  coating 
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with  Broadspectrum  Antihistamines  PLUS  Vasoconstrictor 


Hay  fever  is  a very  funny  subject...  in  a cartoon!  Your  hay  fever  patients  take  their 
problem  seriously  though,  and  CITRA  H.E  is  formulated  to  help  them. 

One  Citra  H.E  capsule  every  four  hours  helps  to  relieve  such  hay  fever  symptoms  as 
sneezing,  itching  and  congestion.  Each  Citra  H.E  capsule  contains: 

Broadspectrum  Antihistamines.  . .each  in  M their  usual  therapeutic  dosage,  providing 
broader  coverage  and  reduced  side  effects. 
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Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem  — well 
documented  in  a growing  body  of  literature. 


[n  view  of  the  hencfieial  re- 
[ses  observed  when  antacids 
bland  diets  were  iisetl  eonconi- 
ly  with  prednisone  and  predni- 
le,  we  feel  that  these  measures 
Id  he  employed  prophyiaeti- 
to  offset  any  gastrointestinal 
effects.” — Dordiek,  J.  R.  et  «/.: 
. Slate  J.  Med.  57:201'9  (June 
1957. 


is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentuckv 
SlaleM.  A.  54:771  (Sept.)  1956. 


5f:“The  apparent  high  inci- 
dence of  this  serious  [gaslricj 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  a<lvisahility  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.” — 
Bollet,  A.  J.  and  Biinim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


loDeltra 

PREDNISONE  BUFFERED 

fultiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate,  in  bottles  of  30, 100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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control  of  the  medical  care  programs  for  the  indigent  group, 
and  allow  lay  persons  to  improperly  interfere  into  areas  of 
action  that  require  medical  training;  now,  therefore,  be  it 

RESOLVED,  That  the  Utah  State  Welfare  Medical  Care 
Program  be  considered  by  the  House  of  Delegates  for  action 
to  be  taken  along  the  following  outline; 

1.  An  investigative  committee  be  appointed  to  study  this 
problem  and  come  forth  with  a report  by  the  next  House  of 
Delegates  Meeting. 

2.  An  investigative  committee  be  made  up  of  the  members 
of  the  Council  of  the  Utah  State  Medical  Association  and  the 
County  Physician  from  Salt  Lake  County,  Weber  County, 
Utah  County,  Cache  County,  and  any  other  county  in  Utah 
interested  in  this  problem. 

3.  The  Committee  will  do  the  following; 

A.  Collect  for  study  any  and  all  information  necessary  for  a 
report  to  the  Council. 

B.  Summarize  the  worthiness  and  faults  of  the  Medical 
Care  Program. 

C.  Act  as  an  advisory  group  to  meet  with  the  Council  to 
outline  a proper  course  of  action  the  Utah  State  Medical  Asso- 
ciation should  take  concerning  the  program. 

D.  Act  to  make  sure  that  the  summary  and  the  results  of 
the  meeting  with  the  Council  are  documented  and  referred  to 
the  local  County  Medical  Societies  for  their  consideration  and 
approval  before  the  Council  advises  the  Department  of  Public 
Welfare  of  any  stand  the  doctors  may  take  asi  individuals. 

Resolution  II.  “Care  of  Welfare  Recipients” 

WHEREAS,  Weber  County  and  other  counties  are  required 
to  maintain  a complete  County  Medical  Care  Program  for  the 
Indigent  through  means  of  a county  tax,  and  at  the  same 
time  support  the  State  Medical  Program  through  State  and 
Federal  taxation;  and 

WHEREAS,  Weber  County  and  other  counties  have  only  a 
limited  use  of  the  Utah  State  Welfare  Medical  Program  in 
spite  of  being  a major  source  of  State  Tax  funds;  and 

WHEREAS,  The  Utah  State  Department  of  Public  Welfare 
is  formulating  and  operating  their  Medical  Welfare  Program 
without  consultation  from  the  doctors  in  the  actual  practice 


of  medicine  in  Weber  and  other  counties,  which  results  in 
spending  of  an  amount  of  tax  monies  without  proper  repre- 
sentation; now,  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  act  via  the  Utah  State  Medical 
Council  to  advise  the  Utah  State  Department  of  Public  Wel- 
fare that; 

1.  The  County  Societies  are  cooperating  with  the  Welfare 
Program  but  with  protest,  until  such  time  that  the  program 
is  evaluated  by  the  individual  Societies. 

2.  The  County  Societies  do  not  consider  any  of  the  Welfare 
Program  worthy  of  a permanent  status,  and  that  this  situa- 
tion will  remain  until  the  program  has  been  evaluated  and 
the  necessary  changes  have  been  made  to  satisfy  ethical 
standards  of  medical  practice  within  each  county. 

3.  To  continue  the  Welfare  Program  that  is  already  in 
function,  the  State  Welfare  Commission  must  be  willing  to 
receive  advice  and  criticism  from  and  make  those  changes 
necessary  as  suggested  from  a representative  committee  of  the 
county  involved.  The  power  of  this  local  doctor’s  committee 
will  function  until  the  State  Association  has  organized  its 
own  proper  county  representative  channel  from  the  doctors 
in  practice  in  each  county. 

Resolution  III.  “Adoption” 

WHEREAS,  Direct  or  unprotected  placements  of  children 
for  adoption  are  alleged  in  the  State  of  Utah;  and 

WHEREAS,  All  major  studies  conducted  by  medical,  legal, 
social  and  civic  groups  have  found  direct  placement  in  adop- 
tion to  be  outmoded,  inefficient,  incomplete  and  haphazard; 
and 

WHEREAS,  There  is  substantial  body  of  legal  opinion  that 
feels  that  such  direct  placements  in  Utah  are  in  direct  viola- 
tion of  statutes  and  any  physician  aiding  or  abetting  in  such 
placements  is  guilty  of  a misdemeanor  or  a felony  if  a 
financial  consideration  is  involved;  now,  therefore,  be  it 

RESOLVED,  That  the  Utah  State  Medical  Association  dis- 
courage the  participation  of  its  members  in  any  direct  or 
unprotected  placement  of  a child  for  adoption  and  recom- 
mends that  the  services  of  established  licensed  agencies  be 
utilized  for  this  purpose. 

Resolution  V.  “Physician  Groups” 

WHEREAS,  Physicians  are  seeking  to  join  together  in 


y^ount  ytiry 

(OPERATED  BY  THE  MOUNT  AIRY  FOUNDATION) 

A hospital  for  the  treatment  of  nervous  and  mental  illnesses 

1205  Clermonf  Sfreet,  Denver  Telephone  EAst  2-1805 
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"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


"Dad  said 
we’d  play 
hall  again 
tomorrow 
when  he 
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"It  happened  I j# 
at  work  \ f 

while  he 
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MY 
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"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


"He  couldn't 
swing  a hat 
without 
hurting" 


Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone  hydrochloride,  0.38  mg.  dlhydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsaiicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


ENDO  LABORATORIES 


FOR  PAIN 

Percodan' 


New  "demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs,  PercODAN-Demi  provides 
the  PERCODAN  formula  with  one-half  the  amount  of  salts 
of  dlhydrohydroxycodeinone  and  homatropine. 


AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming,  Available  through  all  pharmacies. 


ACTS  FASTER... 

usually  within  5-15  minutes 


MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 


RARELY  CONSTIPATES  ... 

excellent  for  chronic  or  bedridden  patients 


(Salts  of  Dlhydrohydroxycodeinone 
and  Homatropine,  plus  ARC) 


TABLETS 


LASTS  LONGER.. 

usually  for  6 hours  or  more 


Demi 


AND  THE  PAIN 
WENT  AWAY  FAST 


‘>U.S.  Pat.  2,628.185 


lawful  groups;  now,  therefore,  be  it 

RESOLVED,  That  it  is  ethical  for  licensed  physicians  to 
join  together  for  partnerships,  associations  or  other  lawful 
groups  provided  the  ownership  and  management  of  the  affairs 
remain  in  the  hands  of  those  licensed  physicians,  the  criteria 
being  that  of  a ruling  handed  down  by  the  A.M.A.  House  of 
Delegates. 

Resolution  VI.  “Indigent  Care” 

WHEREAS,  The  Federal  Government  and  the  State  of  Utah 
attempted  to  provide,  under  matching  funds,  an  arrangement 
for  better  medical  care  of  welfare  recipients  of  the  State  of 
Utah  under  a program  administered  by  the  Utah  State  Wel- 
fare Department;  and 

WHEREAS,  This  program  has  been  in  effect  since  July  1, 
1957;  and 

WHEREAS,  The  funds  provided  were  for  the  purpose  of 
supplementing  existing  state  and  county  programs;  and 

WHEREAS.  Confusion  and  waste  now  exist  under  the 
several  programs  with  little  or  no  improvement  in  the  medical 
care  of  the  welfare  recipient;  now,  therefore,  be  it 

RESOLVED,  That  the  Governor  of  Utah  be  asked  to  call 
immediately  a conference  of  persons  interested  in  this  area 
of  medical  care  for  the  purpose  of  resolving  the  problem;  and 
be  it  further 

RESOLVED,  That  the  Utah  State  Medical  Association  go 
on  record  favoring  purchase  of  prepaid  medical  care  such 
as  Blue  Cross-Blue  Shield  for  welfare  recipients  in  order  to 
eliminate  waste,  duplication,  and  confusion  and  to  provide 
better  medical  care  for  such  senior  citizens. 

Resolution  VH.  “Indigent  Care” 

WHEREAS,  The  Congress  attempted  to  provide  under  a 
program  of  matching  funds  with  the  various  states  a system 
for  better  medical  care  of  welfare  recipients;  and 

WHEREAS,  This  program  has  been  in  effect  since  July  1, 
1957;  and 

WHEREAS,  The  funds  provided  under  the  Social  Security 
law  were  for  the  purpose  of  supplementing  existing  state  and 
county  programs;  and 

WHEREAS,  Three  agencies  namely  the  federal  govern- 
ment, the  states,  and  the  county  are  administering  this  pro- 
gram; and 

WHEREAS,  Confusion,  duplication,  and  waste  exist  as  a 
result  of  a multiplicity  of  programs  which  are  now  in  effect 
with  little  or  no  improvement  in  the  medical  care  of  the 
welfare  recipient;  now,  therefore,  be  it 

RESOLVED,  That  the  American  Medical  Association  re- 
quest that  any  funds  provided  under  the  Social  Security  pro- 
gram for  the  care  of  the  indigent  for  medical  purposes  be 
directed  toward  the  purchase  of  prepaid  medical  care  such 
as  Blue  Cross-Blue  Shield  in  order  to  eliminate  the  con- 
fusion, waste,  and  duplication  and  to  provide  better  medical 
care  for  such  senior  citizens;  be  it  further 

RESOLVED,  That  the  Utah  Delegate  of  the  American  Medi- 
cal Association  be  instructed  to  introduce  and  support  the 
foregoing  resolution;  be  it  further 

RESOLVED,  That  the  foregoing  resolution  be  forwarded  to 
the  Committee  on  Indigent  Medical  Care  of  the  Council  on 
Medical  Services  of  the  American  Medical  Association  that  is 
now  conducting  a study  of  indigent  medical  care. 

Resolution  VHI.  “Fluoridation  of  Water” 

WHEREAS,  The  House  of  Delegates  of  the  American  Medi- 
cal Association  at  its  meeting  in  Philadelphia  in  December 
1957  approved  a joint  report  of  the  Council  on  Drugs  and  the 
Council  on  Food  Nutrition  which  endorsed  fluoridation  of 


public  water  supplies  as  a safe  and  practical  method  of  re- 
ducing the  incidence  of  dental  caries  during  childhood;  now 
therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  go  on  record  favoring  this  action 
of  the  House  of  Delegates  of  the  American  Medical  Associa- 
tion with  the  following  conclusions; 

1.  Fluoridation  of  public  water  supplies  so  as  to  provide 
the  approximate  equivalent  of  1 ppm  of  fluorine  in  drinking 
water  has  been  established  as  a method  for  reducing  dental 
caries  in  children  up  to  10  years  of  age.  On  the  basis  of  the 
available  evidence,  it  appears  that  this  method  decreases  the 
incidence  of  caries  during  childhood.  The  evidence  from 
Colorado  Springs  indicates  as  well  a reduction  in  the  rate  of 
dental  caries  up  to  at  least  44  years  of  age. 

2.  No  evidence  has  been  found  since  the  1951  statement 
by  the  Councils  to  prove  that  continuous  ingestion  of  water 
containing  the  equivalent  of  approximately  1 ppm  of  fluorine 
for  long  periods  by  large  segments  of  the  population  is  harm- 
ful to  the  general  health.  Mottling  of  the  tooth  enamel  (dental 
fluorosis)  associated  with  this  level  of  fluoridation  is  minimal. 
The  importance  of  this  mottling  is  out-weighed  by  the 
caries-inhibiting  effect  of  the  fluoride. 

3.  Fluoridation  of  public  water  supplies  should  be  regarded 
as  a prophylactic  measure  for  reducing  tooth  decay  at  the 
community  level  and  is  applicable  where  the  water  supply 
contains  less  than  the  equivalent  of  1 ppm  of  fluorine. 

Resolution  IX.  “Contract  Practice” 

WHEREAS,  The  House  of  Delegates  of  the  Utah  State 
Medical  Association  in  September  1957  passed  Resolution 
number  XHI  declaring  unethical  the  interposition  of  a third 
party  who  assumes  the  prerogative  of  passing  judgment  on 
the  treatment  rendered  by  physicians,  including  the  need  for 
hospitalization,  length  of  stay  and  the  like;  and 

WHEREAS,  The  rightful  actions  of  a plant  or  company 
physician  in  protecting  the  interests  of  both  the  employer 
and  employee  might  utilize  this  prerogative;  and 

WHEREAS,  The  Utah  State  Industrial  Commission  in  all 
industrial  cases  acts  as  a third  party  legally  having  this 
power  of  passing  judgment  on  treatment  rendered  by  physi- 
cians; and 

WHEREAS,  The  House  of  Delegates  of  the  Utah  State 
Medical  Association  in  September  1957  also  passed  Resolution 
number  XVIII  allowing  a period  of  not  to  exceed  one  year 
for  contracts  to  be  adjusted  to  coincide  with  the  principles 
outlined  in  Resolution  number  XHI;  now,  therefore,  be  it 
RESOLVED,  That  said  Resolutions  XHI  and  XVIII  be 
recinded;  be  it  further 

RESOLVED,  That  the  Council  of  the  Utah  State  Medical 
Association  appoint  a committee  of  not  less  than  five  to 
study  the  problems  involved,  to  obtain  the  legal  counsel  they 
deem  necessary,  and  to  report  their  recommendations  to  the 
House  of  Delegates  of  the  Utah  State  Medical  Association  at 
its  meeting  in  September  1958. 

Resolution  X.  “Ethical  Practice  Relationship  Committee” 

WHEREAS,  The  Mental  Health  Committee  believes  some 
solution  to  the  over-all  problem  of  relationships  of  people 
who  participate  in  medical  diagnosis  and  medical  treatment 
is  possible;  now,  therefore,  be  it 

RESOLVED,  That  the  Mental  Health  Committee  formulate 
and  have  ready  for  presentation  to  the  House  of  Delegates 
of  the  Utah  State  Medical  Association  in  September,  1958,  in 
legislative  format  a plan  that  will  define  the  ethical  practice 
relationship  in  a way  that  there  will  be  better  mutual  under- 
standing and  definition  service  fields,  i.e.,  dieticians,  physical 
therapists,  social  workers,  psychologists,  nurses,  marriage 
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counselors,  x-ray  technicians,  laboratory  technicians,  EEG 
technicians,  speech  therapists  and  others  involved  in  similar 
health  functions. 

Resolution  XI.  “Task  Force  Committee” 

WHEREAS,  There  is  growing  participation  in  medical 
diagnosis  and  treatment  of  people  in  various  ancillary  health 
service  fields,  i.e.,  dieticians,  physical  therapists,  social 
workers,  psychologists,  nurses,  marriage  counselors,  x-ray 
technicians,  laboratory  technicians,  EEG  technicians,  speech 
therapists  and  others  in  similar  health  functions;  now,  there- 
fore, be  it 

RESOLVED,  That  the  Utah  State  Medical  Association  ap- 
point a Task  Force  Committee  to  implement  a conference  on 
professional  relationships  in  the  health  service  fields.  This 
Committee  may  call  on  other  standing  committees  for  assist- 
ance and  participation  as  might  relate  to  problems  of  mental 
health,  legislation,  public  health,  etc.  Representatives  of  other 
organizations  could  be  included  at  the  discretion  of  this 
planning  committee. 

Dr.  Bryner  then  recognized  President  Farns- 
worth. 

Advisory  Committee  to  Medical  School 

President  Farnsworth:  At  the  time  the  Ad- 
visory Committee  to  the  “U”  Medical  School  was 
assigned  at  the  beginning  of  my  tenure  of  office, 
a letter  was  written  to  the  President  of  the  Uni- 
versity of  Utah,  Dr.  A.  Ray  Olpin,  and  a copy  sent 
to  Dr.  Philip  Price  of  the  Medical  School  apprising 
them  of  the  existence  of  such  a committee  and 
stated  that  if  any  matter  arose  concerning  prob- 
lems that  would  relate  to  the  medical  profession 
and  the  Medical  College  should  they  let  us  know 
a meeting  would  be  called.  That  may  be  an  ineffi- 
cient way  of  handling  this  matter,  but  the  first 
meeting  was  held  last  night.  Seven  members  are 
appointed  by  the  University,  many  of  whom  are 
members  of  the  Board  of  Regents  and  administra- 
tors of  the  school,  and  the  other  seven  are  ap- 
pointed by  the  Utah  State  Medical  Association  to 
make  this  fourteen-man  committee. 

We  met  last  night  and  there  were  very  few 
absentee  members  and  an  excellent  meeting  was 
held.  Were  it  not  in  the  interest  of  time,  I would 
like  Dr.  Price  to  report  further. 

Many  members  of  the  Committee  voiced  the 
necessity  of  such  a Committee  and  increased  ac- 
tivity of  it.  All  of  us  guard  jealously  our  relation- 
ships to  our  Medical  School.  And  even  though  we 
may  not  be  graduates  of  our  local  Medical  College, 
it  still  constitutes  the  fountain-head  of  much  of 
the  scientific  information  of  our  area,  and  we 
must  of  necessity  be  closely  interested  and  related 
to  it. 

So  an  organization  was  activated  and  a motion 
was  placed  before  this  Committee  last  night,  to 
the  effect  that  on  alternate  years  the  Chairman 
shall  be  a member  of  the  University  at  which  time 
the  Vice-Chairman  shall  be  from  the  Utah  State 
Medical  Association;  and  the  following  year  the 
Chairmanship  would  be  in  the  hands  of  the  Utah 
State  Medical  Association  and  the  Vice-Chairman- 
ship in  the  hands  of  the  Medical  College. 

Dr.  Fister  was  there  and  Dr.  Price,  several 
members  of  the  Board  of  Regents,  and  each  in 
their  turn  indicated  the  importance  of  this  func- 
tion of  this  committee. 

It  was  organized  in  that  fashion,  and  if  I am 
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not  incorrectly  informed,  as  it  was  organized  last 
night  Dr.  Price  assumes  Chairmanship  only  until 
our  September  meeting,  at  which  time  new  Com- 
mittee structures  will  be  set  up. 

There  are  many  problems  arising  incident  to 
our  formation  of  the  Medical  School  and  the 
Medical  Center  and  these  are  going  to  have  to  be 
met  currently  and  in  periodic  meetings. 

It  was  interesting  to  those — to  me  at  least — 
who  may  not  know  how  the  actual  groundwork 
is  laid;  the  Brakeley  Foundation  has  been  here 
and  made  initial  surveys.  We  know  exactly  where 
the  building  will  be  located.  There  were  many 
questions  asked  Dr.  Price  last  night  as  to  when 
it  will  be  completed.  He  indicated  maybe  1960 
or  1961.  And  it  will  be  a unit  in  which  five  or  six 
Western  States  will  participate. 

We  have  received  funds  from  unanticipated 
sources.  There  will  still  be  a need  for  a vigorous 
drive  for  additional  funds  in  addition  to  what  the 
State  Legislature  has  appropriated.  And  as  one 
member  who  is  now  a member  of  the  State  Legis- 
lature indicated,  there  will  be  no  likelihood  of 
the  State  Legislature  backtracking  on  their  an- 
ticipated $2,000,000  appropriation  for  the  next  two 
bienniums.  But  it’s  on  its  way  . 

It  is  an  important  Committee  and  before  I yield 
the  microphone,  if  Dr.  Price  thinks  of  something 
that  I have  left  out  that  should  be  said.  I would 
like  him  to  come  forward. 


"All  my  Dad  ever  brings  home  from  the  office 
ore  medicine  samples!" 


Dr.  Philip  B.  Price:  I don’t  think  I have  very 
much  to  add  except  to  say  that  I think  we  have 
come  to  the  place  where  we  need  much  more  co- 
operation between  the  State  Medical  Association 
and  the  University  of  Utah  College  of  Medicine. 
This  is  true  I think  not  only  in  matters  concerning 
the  Medical  Center  or  Medical  School  primarily, 
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Lederle  announces  a major  drug 


a new  corticosteroid  created  to 
major  deterrents  to  all  previous 


with  great  new  promise 


steroid  therapy 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* t 


0 

0 


a new  liigli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  less  than  prednisone) 

a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 


Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARiSTocoRT  produccd  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^’®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®-’^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.^  Potassium 
balance  studies  in  humans^-^  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®’^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies^  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.®-® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalF  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 


Gastric  acidity  and  pepsin 


The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^”  Clinical  studies^^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 


The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  on  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case*).  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,^ and  toxic  syndromes  producing  even 
convulsions  and  death.^ 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,* the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention-Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARisTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.® 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^-® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.'^’®  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one -third  to  one -half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),®  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).'®'“ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 

in  Rheumatoid  Arthritis 


Qaristocort  therafy  has  heen  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  180  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  1 5 mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q About  200  fatients  with  res'piratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  uf  to  eight  months.  Dosage  and  course  of  therapy 


Results  of  treatment 

Sherwood  and  Cooke^’^  gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  fatients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  aristocort,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz®  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,^  Barach® 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 
of  aristocort. 


The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise 


in  Nephrotic  Syndrome 

Q Fourteen  -patients  with  the  nephrotic  syn- 
drome have  heen  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates^'^  noted  that 
ARISTOCORT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fibrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,^ 
Segal,^  and  Cooke,®  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 


()  Forty-f  our  children  and  adults  have  been 
given  ARiSTOCORT  for  'palliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkins  disease. 

Results  of  treatment 

Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates'^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 

Dosage  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg. /kg. /day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 


Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise  of  M.'si 


in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  -patients  with  allergic  and  inflamma- 
tory skin  diseases  (including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  heen  treated  continuously  with 
ARiSTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro  intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  Mood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke, ^ and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,®  Hollander,^  Spies,® 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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Organization  cont.  from  102 

but  also  in  matters  in  which  both  the  Association 
and  the  Medical  School  are  inevitably  involved. 

An  example  of  this  which  was  talked  about  a 
little  last  night  has  to  do  with  attempts  to  provide 
medical  services  to  some  of  the  isolated  outlying 
areas  of  this  State.  Here  is  a problem  that  the 
Medical  School  cannot  handle  alone,  I don’t  be- 
lieve the  Medical  Association  can  handle  it  alone, 
but  between  us  and  working  together  with  the 
communities  concerned,  perhaps  this  thing  can  be 
solved.  I think  there  are  many  problems  of  that 
sort  and  this  Committee,  if  it  will  meet  not  rarely 
as  it  has  in  the  past  but  on  a somewhat  regular 
schedule,  and  come  to  grips  with  these  problems, 
can  perhaps  do  much  toward  solving  them. 

I personally  am  very  much  delighted  that  the 
old  conflict  between  the  Medical  School  and  the 
State  Association  has  long  since  now  passed  into 
oblivion,  or  at  least  into  memory.  I think  we  are 
now  in  a new  era  of  close  cooperation  and  I hope 
that  will  endure. 

Speaker  Bryner:  At  this  time  I would  like  to 
call  on  Dr.  Fister,  who  as  you  know  is  on  the 
Board  of  Trustees  of  the  A.M.A.  and  also  Chair- 
man of  the  Legislative  Committee.  I think  he  can 
give  us  a few  comments  on  the  Forand  Bill.  Fol- 
lowing his  short  talk,  the  President  has  something 
to  announce. 

Dr.  George  M.  Fister:  It  is  nice  to  be  here,  and 
I think  one  reason  I am  up  here,  I talked  to  Bruce 
McQuarrie,  and  any  time  I do  that  I either  end  up 
selling  tickets  or  talking,  doing  something,  and 
that  is  what  started  this. 

At  any  rate  I think  a brief,  few  minutes  report 
here  on  what  the  A.M.A.  has  done  and  what  we 
are  doing  particularly  on  legislation  may  be  of 
some  interest. 

One  of  the  most  interesting  things  was  an- 
nounced in  the  newspapers  yesterday,  if  you  had 
occasion  to  read  it,  the  formation  of  a new  Coun- 
cil. The  new  Council  consists  of  the  American 
Hospital  Association,  the  American  Dental  Asso- 
ciation, the  American  Medical  Association  and  the 


American  Nursing  Home  Association.  The  objec- 
tives of  the  Council  are  to  study  the  needs  of  the 
aged.  In  other  words,  we  are  now  in  this  situation 
where  if  we  stand  up  and  say  the  American 
Medical  Association  is  studying  the  problem  of 
the  aged,  we  don’t  have  to  announce  it  in  those 
terms;  we  can  say  the  Council  for  that  composed 
of  the  American  Hospital  Association  and  these 
other  organizations  is  studying  it. 

If  some  of  you  read  the  original  statement 
made  by  the  American  Hospital  Association  on  the 
Forand  Bill,  the  Council  now  indicates  their  will- 
ingness to  go  along  with  us  in  the  fight  against 
the  so-called  Forand  Bill. 

House  Bill  9832 

Another  interesting  development  which  the 
A.M.A.  so  far  has  not  officially  approved,  unless 
the  Executive  Committee  has,  but  the  Committee 
on  Legislation  of  the  A.M.A.  in  a recent  meeting 
voted  approval  of  a bill  which  is  now  in  Congress 
and  which  goes  to  work  on  all  the  problems  we 
talked  about  here  today.  It  was  introduced  by 
Fogarty,  I think  of  Rhode  Island;  it  is  House  Bill 
9832. 

The  objectives  of  this  bill  are  to  provide  federal 
funds  up  to  $50,000  to  each  State  if  each  State 
wants  it — it  is  on  application — and  the  $50,000  is 
to  be  used  as  a fund  for  the  study  of  the  aged  in 
each  State,  their  needs — hospitalization  needs  or 
medical  needs,  and  their  other  needs.  And  these 
committees  in  each  State  after  a period  of  study — 
I think  up  to  1960,  one  year  or  two  years — are 
then  to  be  brought  together  in  a united  meeting, 
out  of  which  probably  can  come  some  concrete 
solutions  on  what  do  the  aged  need. 

I am  only  going  to  take  one  more  minute,  and 
that  is  about  the  Forand  Bill.  All  problems  brought 
to  light  by  this  Committee  arranged  for  by  the 
Federal  Government,  if  the  bill  passes,  will  be 
used  to  study  the  problem  of  needs. 

Now  the  Forand  Bill,  you  know  what  the  pro- 
visions are:  Anyone  over  65  years  of  age  who  has 
paid  taxes — not  premiums  but  taxes — into  Social 
Security  may  have  hospitalization  up  to  60  days 
and  nursing  home  care  up  to  60  days,  a total  of 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

Emery  L.  Gray,  General  Manager 


Wm.  J.  Betts 
R.  S.  Cook 
J.  K.  Dunn 


T.  Larsh 
L.  Quinlisk 


1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075 — Denver  18,  Colorado 


for  June,  1958 


115 


very  superior  brandy 


* 


specify 

★ ★ ★ 

, milMlSST 

COGNAC  BRANDY 

84  Proof  j Schteffelin  & Co.,  New  York 


(Fortified  Triple  Strength) 


Improved  Douche  Powder 

G-11®  (Hexachloro phene  USPJ,  deodorant 


FORTIFIED — With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquifies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 


Buffered  to  control  a normal  vaginal  pH. 


ETHICALLY  PKCED,  net  wt. 

10  oz $1.25 

Mfg.  by  G.  M.  CASE  LAB., 

San  Diego  16,  Calif. 


120  days  in  any  one  year,  plus  surgical  care  and 
oral  surgery  in  the  hospital  plus  appliances,  medi- 
cation, and  in  addition  it  states  medical  services 
ordinarily  furnished  by  a hospital — just  what  they 
are  I don’t  know,  but  that  is  in  the  bill. 

Now  what  is  the  status  of  this  and  what  has 
the  A.M.A.  done?  Some  of  you  wonder  if  we 
have  done  anything  because  there  has  up  to  date 
been  no  public  campaign  about  this  bill. 

Key  man  legislative  group 

The  A.M.A.  has  organized  what  I consider  one 
of  the  best  working  organizations  possible  to  com- 
bat this  with  every  State.  Mr.  Bowman,  and  what 
is  known  as  a key  legislative  man  in  each  State, 
have  all  been  furnished  with  innumerable  pamph- 
lets. And  if  we  should  deem  it  wise  to  have  a 
national  all-out  campaign,  the  material  is  in  each 
State  in  the  hands  of  the  Secretary  or  the  Legis- 
lative Committee,  and  we  can  have  all-out  cam- 
paign in  two  days. 

Up  to  date  we  have  organized  the  thing  along 
a different  line.  We  have  said  that  it  may  be  with 
the  proper  timing  and  proper  coordination  and 
proper  amount  of  work,  that  perhaps  this  bill  will 
remain  in  the  Ways  and  Means  Committee  and 
not  come  out  on  the  floor  for  a vote.  If  it  will 
stay  there — and  it  looks  like  it  will  stay  there — 
we  will  not  have  to  come  out  with  an  all-out 
national  campaign  against  the  thing.  As  it  stands 
at  present  I am  very  optimistic  about  it,  and  it 
looks  like  that  probably  the  thing  may  not  come 
out,  although  that  is  one  of  the  uncertainties  no 
one  can  answer.  So  much  for  national  legislation. 

President-elect  resigns 

President  Farnsworth:  It  now  becomes  my 
unpleasant  duty  to  inform  our  body  that  our 
President-Elect,  Dr.  Les  White,  has  found  it  nec- 
essary to  resign  his  position.  He  has  fought  with 
the  problem  for  weeks  and  given  it  considerable 
thought,  and  on  the  advice  of  his  cardiologist  has 
come  up  with  the  decision  that  he  must  resign 
from  his  position.  He  will  be  out,  off  duty  three 
months,  and  then  return  to  practice  on  a limited 
basis. 

Three  members  of  the  Executive  Committee 
met  with  him  just  before  our  Council  meeting. 
There  was  no  doubt  but  what  this  decision  is 
thought  out  completely  and  the  right  one.  I am 
sure  none  of  us  would  want  Les  to  do  anything 
that  would  detract  in  any  way  from  the  full  re- 
covery from  his  cardiac  condition. 

It  does  leave  us  with  a problem.  We  searched 
our  By-Laws  and  Constitution  as  to  what  to  do 
about  it,  and  came  up  with  this  answer  on  advice 
of  our  Counsel.  Section  10  in  Chapter  VI  reads 
as  follows: 

“The  Council  shall,  by  appointment  fill  any  vacancy  in 
office  not  otherwise  provided  for  which  may  occur  during  the 
interval  between  annual  meetings  of  the  House  of  Delegates. 
The  appointee  shall  serve  until  his  successor  has  been  elected 
and  has  qualified.”  continued  on  120 
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It  was  discussed  with  the  Council  that  this  is 
a meeting  of  the  House  of  Delegates,  that  is  not 
an  annual  meeting  and  no  one  is  elected  at  this 
meeting.  So  it  became  the  Council’s  duty,  as  we 
interpreted  the  By-Laws,  to  make  this  appoint- 
ment to  fill  the  vacancy  of  Dr.  White  as  President- 
Elect.  Many  of  the  other  officers,  the  President 
and  all,  are  provided  for  in  our  By-Laws;  the 
President-Elect  is  not.  Therefore,  it  is  covered  by 
this  section  which  covers  any  vacancy  in  any 
office  not  otherwise  provided  for. 

So  the  Council  came  up  rather  unanimously 
agreed  upon  the  appointment  of  Dr.  U.  R.  Bryner 
to  fill  the  vacancy  of  Dr.  White  and  to  serve  as 
President-Elect,  which  means  President  for  the 
ensuing  year  beginning  in  September. 

Dr.  Preston  G.  Hughes,  Utah  County:  I move 
we  confirm  the  action  of  the  Council  in  the  selec- 
tion of  Dr.  Bryner  as  President-Elect.  (Seconded.) 

President  Farnsworth:  All  in  favor  of  ratifying 
the  Council’s  action  in  the  appointment  of  Dr. 
Bryner  to  fill  the  vacancy  of  Dr.  Leslie  White  as 
President-Elect,  signify  by  saying  “Aye.”  (There- 
upon a vote  was  taken  and  Dr.  Hughes’  motion 
carried  unanimously.) 

I might  while  I am  on  my  feet  mention  that 
tonight  at  6:30  at  the  Alta  Club  we  are  meeting 
with  the  TV,  radio  and  newspaper  people  and 
making  our  annual  Award  of  Merit  to  one  out- 
standing person  in  the  State  who  has  made  a very 
significant  contribution,  usually  a non-medical 
person.  This  is  the  fifth  year  this  has  been  done 
and  we  feel  it  is  one  of  our  worthwhile  public 
relations  actions.  I don’t  think  it  would  be  amiss 
at  this  time  for  the  House  of  Delegates  to  know 
that  the  Council  was  polled  after  many  names 
were  submitted  and  Mrs.  Maude  Dee  Porter  of 
Ogden  was  selected  for  this  honor.  This  perhaps 
had  better  be  kept  confidential  for  a few  hours. 
She  is  the  daughter  of  Thomas  D.  Dee:  and  not 
only  has  fought  our  battles  in  Weber  County  per- 
sonally, but  has  gone  deep  in  her  personal  pockets 
and  has  provided  finances  at  the  Out-Patient 


Clinic  .at  the  Dee  Hospital,  and  in  the  opinion  of 
the  Council  seems  to  merit  this  award. 

As  I said,  I do  appreciate  your  coming  and 
staying  through  the  meeting,  and  your  concern 
and  activity  in  the  various  functions  of  our  State 
Association. 

President  Farnsworth:  Is  there  anyone  who  has 
anything  to  be  brought  before  this  body  before 
adjournment?  If  not,  we  stand  adjourned  until 
September. 

(4:25  p.m.  Wednesday,  April  9,  1958.) 


U.  R.  Bryner,  M.D.,  named 
President-elect  of  USMA 

i 

U.  R.  Bryner,  M.D.,  physician  and  surgeon  of 
Salt  Lake  City,  was  named  President-elect  of  the 
Utah  State  Medical  Association  at  an  interim  meet- 
ing of  the  House  of  Dele- 
gates April  9.  He  fills  a 
vacancy  created  recently 
when  Leslie  B.  White  of 
Salt  Lake  City  resigned 
because  of  ill  health.  Dr.  , 
Bryner  will  succeed  Dr. 
Reed  W.  Farnsworth  of 
Cedar  City  in  September. 

Dr.  Bryner  received 
his  B.A.  degree  from  the 
University  of  Utah,  and 
finished  his  second  year 
in  medicine  before  trans- 
ferring to  the  University 
of  Pennsylvania  where  he  obtained  his  M.D.  I 

I 

I 

I 

H.  L.  White,  M.D.,  resigns 

H.  L.  White,  M.D.,  who  has  served  as  Superin- 
tendent and  Medical  Director  of  the  Utah  State 
Tuberculosis  Hospital,  Ogden,  Utah,  for  the  past 
two  years,  recently  resigned  to  become  a medical 
officer  at  the  large  500-bed  Texas  Tuberculosis 
Hospital  at  McKnight,  Texas. 

He  will  be  replaced  temporarily  by  Dr.  Drew 
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M.  Petersen  as  superintendent  and  medical  di- 
rector. 

While  in  Ogden  Dr.  White  became  active  in 
the  affairs  of  the  Weber  County  Medical  Society 
and  the  Utah  State  Medical  Association.  Currently, 
he  is  chairman  of  the  Tuberculosis  and  Cardio- 
vascular Disease  Committee  of  the  USMA. 

Dr.  White  graduated  from  the  University  of 
Oregon  Medical  School,  Portland,  Oregon,  in  1944. 

Mrs.  Maude  D.  Porter  receives  award 

Mrs.  Maude  D.  Porter  of  Ogden,  Utah,  became 
the  first  woman  to  receive  the  Utah  State  Medical 
Association’s  annual  Award  of  Merit  at  a brief 
ceremony  in  Salt  Lake  City  April  9.  She  was 
warmly  praised  for  her  lifelong  record  of  unstint- 
ing service  and  philanthropy  to  medical  causes  and 
the  needs  of  her  community,  and  for  her  staunch 
friendship  to  doctors  and  the  medical  profession. 

Mrs.  Porter,  eldest  daughter  of  the  late  Thomas 
D.  Dee,  was,  with  her  mother,  a prime  force  in 
establishing  the  Thomas  D.  Dee  Memorial  Hospital 
in  Ogden  in  1910.  In  her  position  on  the  Hospital 
Board  and  in  the  community  she  has  very  effec- 
tively interpreted  the  services  and  considerable 
contributions  the  Medical  Staff  of  the  Hospital 
has  made  to  the  community.  She  has  been  an  out- 
spoken protagonist  of  the  physician  group,  and 
has  always  been  extremely  proud  of  the  work 
they  do. 

In  addition,  Mrs.  Porter  has  found  time  for  a 
wide  variety  of  other  community  work  and  serv- 
ice, especially  in  Red  Cross  canteen  endeavor  dur- 
ing the  wartime  days  when  servicemen  by  the 
thousands  streamed  through  Ogden’s  railroad,  bus 
and  air  terminals. 

George  M.  Fister,  M.D.,  appointed 

George  M.  Fister,  M.D.,  Ogden,  who  is  a mem- 
ber of  the  Board  of  Trustees  of  the  American  Med- 
ical Association,  has  been  named  to  an  advisory 
committee  of  the  U.  S.  Selective  Service  System 
for  the  drafting  of  doctors  and  dentists. 

Dr.  Fister’s  appointment  was  made  by  direction 
of  the  President  of  the  United  States.  He  is  a grad- 


uate of  Rush  Medical  College,  and  took  specialized 
training  in  urology  at  the  University  of  Chicago 
School  of  Medicine.  He  is  a member  of  the  Ameri- 
can Medical  Association,  Utah  State  Medical  Asso- 
ciation, Weber  County  Medical  Association,  Ogden 
Surgical  Society  and  Weber  Club. 

Obituary 

WILLIAM  C.  WALKER 

William  C.  Walker,  M.D.,  well-known  Salt 
Lake  City  physician,  died  at  his  residence  May 
8th.  He  received  his  medical  degree  from  the 
University  of  Tennessee,  and  did  postgraduate 
work  at  Philadelphia. 

Dr.  Walker  was  a member  of  the  Salt  Lake 
County  Medical  Society,  Utah  State  Medical  Asso- 
ciation, American  Medical  Association,  the  Ameri- 
can College  of  Chest  Physicians,  Beta  Kappa  Psi 
Medical  Society,  and  former  president  of  the  Holy 
Cross  Hospital  staff. 

He  is  survived  by  his  daughter  JoAnne. 


Obituaries 

WEBSTER  WHITE  EVANS 

Dr.  Webster  White  Evans  died  at  his  home 
in  Newcastle,  Colorado,  on  March  1,  1958,  after 
an  illness  of  three  years. 

Dr.  Evans  was  born  October  1,  1892,  in  Hamil- 
ton, Ohio,  and  was  educated  in  Illinois,  obtaining 
an  academic  degree  from  the  University  of  Chi- 
cago and  the  M.D.  from  Loyola  University.  Prior 
to  moving  into  Colorado  he  had  practiced  in  Gary, 
Indiana,  and  Kearney,  Nebraska.  In  Colorado  he 
first  lived  in  Pueblo. 

Dr.  Evans  is  survived  by  his  wife  and  two 
daughters,  Mrs.  Ernest  Knowdler,  Springfield, 
Illinois,  and  Mrs.  Victor  Lee  of  Denver. 
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EDWARD  ROSSETER  MUGRAGE 

Dr.  E.  R.  Mugrage,  affectionately  known  as 
“Uncle  Ed”  by  most  of  the  living  graduates  of 
the  University  of  Colorado  School  of  Medicine, 

died  March  4,  1958,  in 
Denver  following  a brief 
illness. 

Dr.  Mugrage  spent  his 
entire  professional  life 
as  a full-time  teacher  at 
the  University  of  Colo- 
rado School  of  Medicine, 
starting  as  an  instructor 
in  pathology  in  1914,  pro- 
gressing through  the  fac- 
ulty ranks  to  full  profes- 
sor and  Head  of  Clinical 
Pathology,  effective  July 
1,  1927.  He  retired  to  the 
rank  of  professor  emeritus  July  1,  1953. 

Dr.  Mugrage  was  President  of  the  Colorado 
State  Medical  Society  for  the  Society’s  1944-45 
year. 


OLIVER  CROMWELL  HARGREAVES 

Dr.  O.  C.  Hargreaves,  a life  emeritus  member 
of  the  Denver  and  Colorado  Medical  Societies, 
died  in  Denver  March  26,  1958. 

Dr.  Hargreaves  was  a native  of  Illinois,  being 
born  in  Ford  County  December  31,  1873.  He  was 
a graduate  of  the  Northwestern  University  School 
of  Medicine  in  Chicago  where  he  received  the 
M.D.  degree  in  1904.  He  practiced  in  Chicago  until 
joining  the  United  States  Army  Medical  Corps 
at  the  beginning  of  World  War  I.  He  served  over- 
seas at  a base  hospital  in  France  and  was  dis- 
charged from  the  Army  in  May,  1919. 

Dr.  Hargreaves  moved  to  Denver  in  1922  and 
immediately  joined  the  local,  state  and  national 
organizations  and  practiced  in  Denver  continually 
until  his  death. 


BEN  B.  BESHOAR 

Dr.  Ben  B.  Beshoar  of  Trinidad,  Colorado,  died 
May  1,  1958,  in  Denver,  following  a brief  hos- 


Specialists  on 

ARTIFICIAL  EYES 

Serving  the  doctor  and 
his  patient  with  the 
finest  in  natural  ap- 
pearing artificial  eyes 
since  1906.  Plastic  eyes 
made  to  order.  Largest 
selection  of  glass  and 
plastic  eyes  in  Amer- 
ica. Specialists  in  build- 
ing eyes  for  all  types  of  implants.  Write  or  phone 
for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.,  910  16th,  Denver  2,  MAin  3-5638 


pit'alization.  He  was  75  years  old  and  except  for 
intermittent  lapses  when  civic  affairs  and  po- 
litical interests  interfered,  had  practiced  medicine 
in  Trinidad  continuously  since  his  graduation  from 
the  University  of  Kansas  School  of  Medicine  in 
1903.  His  father,  the  late  Dr.  Michael  Beshoar, 
was  a pioneer  physician  and  editor  of  southern 
Colorado  and  was  founder  of  the  newspaper,  The 
Pueblo  Chieftain. 

Dr.  Beshoar  had  many  civic  and  political  in- 
terests in  addition  to  his  primary  medical  voca- 
tion. He  had  served  many  years  on  the  Trinidad 
School  Board,  was  for  twenty  years  postmaster  of 
Trinidad,  and  was  active  in  a large  number  of 
local  civic  and  fraternal  groups. 


Montana  girl  wins  AMA  award 


Clare  L.  Chatland,  a 16-year-old  Missoula, 
Montana,  girl  will  be  the  guest  of  the  American 
Medical  Association  at  its  107th  Annual  Meeting 
in  San  Francisco,  June  23-27,  as  the  result  of  win- 
ning the  Association’s  top  award  for  the  best  basic 
medical  science  exhibit  at  the  National  Science 
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Fair  in  Flint,  Michigan,  May  7-10.  Clare,  who  is  a 
junior  at  the  Missoula  County  High  School,  com- 
peted in  a field  of  281  entries  from  41  states,  the 
District  of  Columbia,  Alaska,  Hawaii,  Germany 
and  Japan.  Her  exhibit  displayed  the  difference 
of  the  permeability  of  membranes  in  sensitized 
and  non-sensitized  mice. 

Dr.  Earl  F.  Dean  receives  award 

Announcement  has  been  received  from  the 
American  Psychiatric  Association  that  Dr.  Dean, 
Warm  Springs,  Montana,  was  the  recipient  of  a 
Smith  Kline  and  French  Foundation  Fellowship 
in  Psychiatry  for  advanced  psychiatric  training  at 
the  Buffalo  State  Hospital  in  New  York. 

Dr.  Dean  will  return  to  the  Montana  State 
Hospital  as  clinical  director  following  his  work 
in  Buffalo.  He  has  served  as  acting  clinical  di- 
rector of  the  hospital  for  the  past  three  years. 


[ Newly  elected  officers 

V A group  of  the  newly  elected  officers  of  the 
New  Mexico  Medical  Society  are  pictured  together 
[j  shortly  after  their  election  held  in  conjunction 
r with  the  Society’s  76th  Annual  Meeting.  The  elec- 
tions took  place  on  May  15,  1958. 


Left  to  right:  Drs.  William  J.  Hossley,  Deming, 
Councilor,  District  6;  Allen  L.  Haynes,  Clovis,  Vice 
President;  James  C.  Sedgwick,  Las  Cruces,  Presi- 
dent; Lewis  M.  Overton,  Albuquerque,  President- 
elect; and  Earl  L.  Malone,  Roswell,  Delegate  to 
the  A.M.A.  for  a new  two-year  term.  (See  com- 
plete list  of  officers  on  page  125.) 


A.M.A.  revises  prepayment  brochure 

Copies  of  the  new  edition  of  A.M.A.’s  booklet, 
“Voluntary  Prepayment  Medical  Benefit  Plans,” 


will  be  available  from  the  Council  on  Medical 
Service  early  in  June.  In  addition  to  a descrip- 
tion of  plans  having  medical  society  approval, 
this  edition  of  the  brochure  will  contain  data  on 
the  growth  of  such  plans  and  a resume  of  new 
developments  in  the  field.  As  in  the  past,  a sup- 
plement of  “Charts  and  Graphs”  will  accompany 
the  brochure. 


Varying  patterns  cont.  from  42 
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To  the  physician  faced  with  the  treatment  of 
diabetes,  as  well  as  to  the  diabetic  sufferer  on  a necessarily 
restricted  diet,  it  is  reassuring  that  palatable  dry  table 
wines  can  be  used  safely  to  add  a much  needed 
sparkle  and  enjoyment  to  meals. 

Wine  can  serve  as  an  excellent  and  regular  source  of 
energy,  which  does  not  require  the  participation  of  insulin. 

Wine  has  a sparing  action  on  fats  and  proteins, 
is  not  converted  into  glucose  or  fatty  acids,  and,  therefore, 
is  neither  ketogenic  nor  anti-ketogenlc. 

Caloric  Values  of  California  Wines  — Studies 
have  shown  that  the  average  diabetic  can  oxidize  from  7 to 
10  cc.  of  alcohol  per  hour  without  producing 
any  toxic  or  other  undesirable  symptoms. 


Typical  California  table  wines  — except  for 
sweet  sauternes  — yield  from  about  90  to  100  calories 
per  100  cc.;  champagnes  and  other  dry  sparkling 
wines  yield  from  100  to  140  calories,  while  dry  sherries, 
dry  Vermouths  and  other  miscellaneous  .wines  will 
yield  about  160  calories  and  up  to  250 
in  case  sweet  Vermouth  is  used. 


A table  giving  the  composition  and  energy  value  of  wines,  suitable  for  the 
calculated  diabetic  diet,  will  be  supplied  on  request. 

You  can  make  this  request  when  writing  for  your  copy  of  "Uses  of  Wine  in  Medical 
Practice"  to  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 
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The  Colorado  State  Medical  Society 

Annual  Session  September  24-27,  1958 
Colorado  Springs 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R. 
Safari)?,  Denver,  1960;  District  No.  2:  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6:  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7;  Charles  L.  IVIason,  Durango,  1958;  District  No.  8:  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9: 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell.  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baiker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years) : Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959) . 
Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 


Montana  Medical  Association 

Annual  Meeting  September  11-13,  1958 
Billings 

OFFICERS— 1957-1958— Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings;  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula;  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association:  Raymond  F.  Peter- 
son, Butte;  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 

The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958, 

Salt  Lake  City 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  U.  R.  Bryner,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

Honorary  President:  Frank  Ray  King, 


Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  Covmty  Medical  Society,  1957, 
L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 


New  Mexico  Medical  Society 

OFFICERS — 1958-1959 — Terms  of  officers  expire  at  tlie  Annual 
Session  in  the  year  indicated.  V/liere  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959: 
Aaron  E.  Margulis,  Santa  Fe.  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  1960;  Allen  Service, 
Roswell,  1960;  Paul  Feil,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians’  Service:  Omar  Legant,  Albuquerque. 
President,  1961;  Allen  Haynes,  Clovis,  1959;  W.  L.  Minton, 
Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959;  U.  S.  Marshall, 
Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959;  H.  M.  Mortimer, 
Las  Vegas,  1960;  Angus  McKinnon,  Albuquerque,  1960;  James 
Wiggins,  Albuquerque,  1960;  Andrew  Babey,  Las  Cruces,  1960; 
John  Abrums,  Albuquerque,  1960;  Eugene  Szerlip,  Albuquer- 
que, 1961;  H.  P.  Borgeson,  Alamagordo,  1961;  John  T.  Parker, 
Farmington,  1961;  Philip  L.  Shultz,  Santa  Fe,  1961. 


The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1958, 

Jackson  Lake  Lodge,  Moran 

OFFICERS — -1957-1958 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1958 
Annual  Session. 

President:  H.  B.  Anderson,  Casper. 

President-Elect:  L.  Harmon  Wilmoth,  Lander. 

Vice  President:  Benjamin  Gitlitz,  Thermopolis. 

Secretary:  Francis  A.  Barrett,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie:  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper:  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston:  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle. 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 


for  June,  1958 
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WANT  ADS 


FOR  MEDICAL  MEN 


is  now  available  in  Denver's  exclusive 
Medical-Dental  Building  The 

Republic  Building.  For  details,  call  or 
write  the  building  manager; 

KE  4 5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  P!ace  • Denver  2,  Colorado 


FOR  LEASE:  New  Arvada  Medical,  Dental  and  Pro- 
fessional Building  to  be  constructed  in  new  Arvada 
West  for  fall  opening.  Arvada  is  Denver’s  fastest 
growing  suburban  community  20  minutes  from  down- 
town Denver.  Arvada  is  green,  clean,  close  to  the 
mountains  and  a very  desiratile  place  to  live  and 
practice.  Its  growth  will  be  approximately  4,000  new 
residents  this  year.  New  doctors  and  dentists  are 
needed  to  keep  the  pace  with  its  growth.  A ready 
made  growing  practice  awaits  you.  Our  architect  will 
incorporate  your  requirements  into  this  new  modern  air 
conditioned  building.  Restricted  ample  parking.  Write 
or  phone  O.  S.  Fosberg,  HArrison  4-4455  or  HArrison 
4-0944,  Westcraft  Realty,  9609  West  57th  Avenue,  Ar- 
vada, Colorado.  64 


FOR  LEASE,  under  construction,  2640  square  feet 
office  building  for  lease  to  professional  men,  choice 
location,  hot  water  heat,  air  conditioned,  parking' 
space.  Owner  C.  E.  Imel,  1464  Pierce  Street,  Lakewood 
15,  Colorado.  BElmont  3-6083.  63 


RELIABLE  DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LVBIN’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


FOR  SALE — An  x-ray  unit,  General  Electric  R-2-39 
100  MA  Stationary  Anode  DXC  2. 0-4. 5,  with  a rela- 
tively new  tube;  price  right.  N.  L.  Beebe,  M.D.,  605  S. 
College  Ave.,  HUnter  2-6374,  Fort  Collins,  Colorado. 

61 


TERRIFIC  POTENTIAL:  General  practitioner  desires 
partner  or  associate;  will  consider  general  surgeon, 
internist  or  GP.  Perl-Mac  Shopping  Center,  7069  Pecos, 
Denver  21,  Colorado.  Call  HArrison  9-3529,  Dr.  Charles 
H.  Lapan.  62-2 


NEW  MEDICAL  BUILDING  being  built  in  fast  grow- 
ing suburb  of  North  Denver.  Population  in  excess 
of  15,000:  excellent  opportunity  tor  pediatrician,  Ob. 
& Gyn.,  Internist  and  GP.  Suites  available  for  five  to 
seven  M.D.’s.  For  further  information  call  HArrison 
9-2090  after  6 p.m.  or  write  A.  T.  Chitwood,  Sr.,  3815 
W'est  72nd,  Westminster,  Colo  62 


2200  SOUTH  COLORADO  BLVD. — 500  to  7,000  square 
feet  or  more  of  office  space  for  physicians.  Will 
remodel  to  suit.  SKyline  6-3967.  6-2 


GENERAL  PRACTICE  OPPORTUNITY,  excellent  for 
two  medical  doctors,  Northwest  Colorado  community 
of  3,000;  present  physicians  leaving  for  residency 
training  July  1,  1958,  and  will  not  return.  Modern 
Community  Hospital.  Office  space  and  equipment 
available.  Write  Box  4-3,  835  Republic  Building,  Den- 
ver 2,  Colorado. 


BOARD  CERTIFIED  Orthopedic  Surgeon  looking  for 
ph.vsician  who  has  just  finished  his  internship  and 
would  bo  interested  in  working  as  his  assistant  for 
one  year  in  Colorado.  Please  write  Box  6-1  TF.  8.35 
Republic  Building,  Denver  2,  Colorado. 


POSITION  WANTED:  Ophthalmologist,  aged  35,  mar- 
ried, military  obligation  fulfilled.  University  trained, 
with  previous  private  practice  experience.  Prefer 
access  to  avocations  of  hunting  and  fishing  to  large 
city.  Write  Box  5-2,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2,  Colorado. 
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— prolongs  surface  analgesia 
without  irritation. 

DECONGESTANT  - NIeo-Synephrine®  HCI  (5  mg.) 

— reduces  swelling  and  engorgement 
promptly  — for  extended  periods. 

ANTI-INFECTIVE  - Sulf amylon®  HCI  (200  mg.) 

— is  effective  against  both  gram- 
positive  and  negative  bacteria. 

— Supplied  in  boxes  of  12  — 
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NOW...A  NEW  TREATMENT  ^ 


'Cardilate' 


for  easy  retention 
in  the  buccal  pouch 


**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


* 'Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


128 


Rocky  Mountain  Medical  Journal 


MONTANA  • NEW  MEXICO  • UTAH  • WYOMING 


mm-:--  ^ ■ 


O’--  »:■:>;  ■ 


1958 


^n  til 


Id  iddue 


Old-fashioned  tranquilizer 
Pregnancy  toxemias 
Cancer  of  the  stomach 
Staphylococcal  infections 
Staphylococcal  enteritis 
Creeping  socialism 
Presidential  address 

Table  of  contents  page  2 

Volume  55  • Number  7 


\ 


both 

provide 

potent 

corticosteroid 

PARACORT  S 

PREDNISONE,  PARKE-DAVIS  j 

3 to  5 times  the  activit 
or  hydrocortisone 

supplied:  paracort  and  paracortol  are  available  as  5-mg. 
and  2.5-nig.  scored  tablets;  bottles  of  30, 100,  and  1,000. 

* COMPANY  • DETROIT  32,  MICHIGAN 


I 


DNISOLONE,  PARKE-DAVIS 


f cortisone 


•TRADEMARK 


45dS8 


ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

Title  Registered  U.  S.  Patent  Office 


Publication  Office 

835  Republic  Building  (1612  Tremont  Place), 
Denver  2,  Colorado 
Telephone  AComa  2-0547 


Table  of  Contents 

July  1958,  Volume  55,  Number  7 


Editorials 

Friend  and/or  enema,  27 
Thank  you.  Jack  Foster,  27 

You  don’t  have  to  be  a watchmaker  to 
tell  time,  28 

Annual  sessions,  28 
Articles 

The  old-fashioned  tranquilizer, 

Franklin  G.  Ebaugh,  M.D.,  Denver,  29 

Management  of  pregnancy  toxemias, 

Roy  G.  Holly,  M.D.,  Omaha,  32 

Cancer  of  the  stomach — medical  aspects, 
Joseph  Bank,  M.D.,  Phoenix,  Arizona,  35 

Management  of  staphylococcal  infections 
with  antibiotic  combinations, 

Wendell  H.  Hall,  M.D.,  Minneapolis,  40 

Staphylococcal  enteritis,  report  of  two  cases 
and  recent  advances  in  therapy, 

James  Garfield,  M.D.,  Denver,  42 

Creeping  socialism,  presidential  address, 

H.  B.  Anderson,  M.D.,  Casper,  Wyoming,  47 

Presidential  address,  Samuel  R.  Ziegler,  M.D. 
Espanola,  New  Mexico,  49 

Organization 

Radiological  program,  60 

Montana 

Proceedings  of  the  House  of  Delegates,  64 
Colorado 

St.  Joseph’s  Annual  Clinics,  95 
Obituaries,  97 


EDITORIAL  BOARD 
Colorado:  Douglas  W.  Macomber,  M.D.,  Sci- 
entific Editor,  1800  High  St,  Denver,  (Chair- 
man of  the  Board)  ; James  R.  Leake,  M.D., 
Assistant  Scientific  Editor,  465  N.  Cedar, 
Littleton. 

Montana:  Wilbur  A.  Armstrong,  M.D.,  Sci- 
entific Editor,  1231  North  29th  Street,  Bil- 
lings, Montana;  L.  Russell  Hegland,  Associate 
Editor,  1236  N.  28th  Street,  Billmgs, 

New  Mexico:  Aaron  E.  Margulis,  M.D.,  Sci- 
entific Editor,  Coronado  Building,  Santa  Fe, 
New  Mexico;  Ralph  R.  Marshall,  Associate 
Editor,  220  First  National  Bank  Bldg.,  Albu- 
querque. 

Utah:  Richard  P.  Middleton,  M.D.,  Scientific 
Editor,  Boston  Bldg.,  Salt  Lake  City;  Harold 
Bowman,  Associate  Editor,  42  South  Fifth 
East  St.,  Salt  Lake  City. 

Wyoming:  Franklin  D.  Yoder,  M.D.,  Scientific 
Editor,  State  Office  Building,  Cheyenne;  Ar- 
thur R.  Abbey,  Associate  Editor,  P.  O.  Box 
2036,  Cheyenne. 

Managing  Editor:  Harvey  T.  Sethman,  835 
Republic  Building,  Denver. 

Assistant  Managing  Editor:  John  W.  Pom- 
pelli,  835  Republic  Building,  Denver. 

Ownership  and  Sponsorship:  The  Rocky  Mountain  Med- 
ical Journal  is  owned  by  the  Colorado  State  Medical 
Society  and  Is  published  monthly  as  a non-profit  enter- 
prise for  the  mutual  benefit  of  the  organizations  which 
jointly  sponsor  it.  It  is  published  under  the  direction 
of  the  Board  of  Trustees  of  the  Colorado  State  Medical 
Society,  assisted  by  an  Editorial  Board  representing  the 
sponsoring  organizations.  It  is  the  Official  Journal  of 
the  Rocky  Mountain  Medical  Conference  and  those 
medical  societies  who  ax-e  represeirted  on  the  Editorial 
Board  listed  above. 

Advertising:  Kational  representative:  The  State  Medi- 
cal Journal  Advertising  Bureau,  Inc.,  516  North  Dear- 
born Street,  Chicago  16,  111. 

Subscription:  $3.50  per  year  in  advance,  postpaid  in  the 
United  States  and  its  possessions;  single  copy  35c  plus 
postage.  Subscription  is  included  in  medical  society 
dues  of  sponsoring  state  medical  organizations. 
Copyright:  This  Journal  is  copyright,  1958,  by  the  Colo- 
rado State  Medical  Society.  Requests  for  permission  to 
reproduce  anything  from  the  columns  of  this  Journal 
should  be  addressed  to  the  Jorimal  office. 

Second  Class  Matter:  Entered  as  second  class  matter 
Jah.  23,  1906,  at  the  Post  Office  at  Denver,  Colo.,  under 
the  Act  of  Congress  of  March  3,  1879.  Accepted  for 
mailing  at  special  rates  of  postage  provided  for  in  Sec- 
tion 1103,  Act  of  Oct.  3,  1917;  authorized  July  17,  1918. 


Utah 

Obituary,  98 
New  Mexico 

Ruidoso  Summer  Clinics,  98 
Wyoming 

Society  officers  elected,  99 
Obituaries,  99 

Correspondence,  100 

Blue  Cross-Blue  Shield,  101 

The  hook  corner,  102,  103,  104 


2 


Rocky  Mountain  Medical  Journal 


“Since  weVe  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 


oral 

organomercurial 

diuretic 


TAB  LET 


NEOHYD 


BRAND  OF  CHLORMERODRIN 


24953 


for  July,  1958 


3 


USE 

POLYSPORIN’ 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


to  cfotKM  hmi^-ojoeSmc 


For  topical  use:  in  'A  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


Tuckahoe,  N.  V, 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquin 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


^^ginal  discharge  is  one  of  the  most  com- 
mon  and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Doderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth  of  the  normal  flora. 

Method  of  Use 


The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


Intravaginal  A pplicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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Hospital  practice  of  infant  feeding 


Standard  formulas  for  FEEDING  REGULATION 


Underfeeding  is  a common  cause  when  infants 
fail  to  gain  and  thrive.  In  the  earliest  stage,  when 
caloric  intake  is  inadequate,  the  infant  cries  after 
feeding,  remains  constipated,  and  the  restless- 
ness from  hunger  is  mistaken  for  colic.  A changed 
or  weakened  formula  appears  to  be  indicated. 
But  clinical  studies  show  that  a young  infant 
requires  a formula  of  2 ounces  of  whole  milk  (40 
calories),  a teaspoon  of  Karo  Syrup  (15  calories), 
and  a half-ounce  of  added  water  per  pound  of 


body  weight  per  day.  Of  the  total  calories,  a suc- 
cessful formula  yields  about  15-20%  in  protein, 
50-60%  in  carbohydrate,  and  25-35%  in  fat. 
Whole  milk  must  be  reinforced  by  adding  5 % to 
10%  carbohydrate  (1)  to  provide  protein-sparing 
effect  which  permits  protein  anabolism  instead 
of  energy  production;  (2)  sufficient  calories  for 
tissue  formation;  (3)  proper  utilization  of  fat; 
(4)  suitable  acid-base  relationships  in  the  in- 
testinal tract  and  (5)  adequate  weight  gains. 


WHOLE  MILK  FORMULAS 


ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 


Age 

Months 

Whole 
Milk 
Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Tbsp. 

Each  Number  of 
Feeding  Feedings  in 
Oz.  24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

31/2 

6 

5 

610 

5 

23 

11 

4 

61/2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  1 

MILK 

FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding  Feedings  in 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

31/2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

768 

6 

13 

22 

4 

7 

5 

812 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 


Concentration:  Volume  for  volume 
Karo  S3TUP  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1 /5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 


• CORN  PRODUCTS  REFINING  COMPANY 
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2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINF 

LONTAB* 


relieves  allergy  all  day  or  all  night 

The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lon  tab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — ■ 100  mg. 
(light  blue) . 

NOW  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CI8A) 

LONTABS®  (long-acting  tablets  CIBA) 

fi/2562MK  CIBA  SUMMIT.  N.  Je 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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. . but  I don't 


want  your 

sympathy. . . 

/ need  help . . , 

do  you  understand 

-H-E-L-P!” 


clay  female  rigurines/Tlatilco  cuHure—Mextco/ approx.  1500  B.C. /courtesy  of  Meyer  d Franklin  Gallery 


WITHIN  SECONDS 


TRIVA  RELIEVES 

VAGINITIS 

SYMPTOMS! 


Your  vaginitis  patients  get  relief  from  intense 
itching,  burning  and  other  symptoms  \A/ithin 
seconds... after  their  first  TrTva  douche. 

And  within  12  days,  most  cases  of  trichomonal 
and  non-specific  vaginitis  are  rendered  organism- 
free  (Monilia  genus  may  require  longer).  TrTva 
has  been  used  to  treat  more  than  350,000  cases 
of  vaginitis  in  the  past  five  years.  Reasons: 
"seconds-fast”  effectiveness  and  high  rate  of 
success.  Administration:  Douche,  b.i.d., 
for  12  days.  Supplied:  Package  of  24  individual 
3 Gm.  packets.  Composition:  35%  Alkyl  Aryl 
sulfonate  (wetting  agent  and  detergent); 

.5%  Disodium  ethylene  bis-iminodiacetate 
(chelating  agent);  53%  Sodium  sulphate;  2% 
Oxyquinoline  sulfate;  9.5%  dispersant. 


BOYLE  & COMPANY 


Los  Angeles  54,  California 


whan  you  treat  hypertensive  patients 

double  duty  1 X!  I N 

SCluibb  Standardized  Whole  Root  Rauwolfia  Serpentina 

is  the  solid  base  line  for  successful  therapy 


Raudixin  helps 
you  relieve 
pressures  in 
your  patients 

Raudixin  “lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
synergistic  with  all  other 
known  hypotensive  drugs.”* 


Raudixin  helps 
you  relieve 
pressures  on 
your  patients 

Raudixin  “relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


RAUDIXIN..  ."is  the  best  symptom  reliever. 


' In  mild  to  moderate  cases,  Raudixin  is  frequently  sufficient. 

.»  . Base  line  therapy  with  Raudixin  permits  lower  dosage  of  more  toxic  agents. 

•'  The  incidence  and  side  effects  of  these  agents  are  minimized.  Diuretics  often 
ii  potentiate  the  antihypertensive  effect  of  Rarudixin. 

' i • ♦Ftnfterty,  F A.  .ir  ‘ New  yorit  Slate  J.  Med.  S7:2957  {Sept.  15)  1957. 

" ''  ' 

S'f'i  Sqjjibb  t Squibb  Quality— the  Priceless  Ingredient 


'AAMOnON*  *S  A SQtitBB  TRA&eMAflK 


10 


Rocky  Mountain  Medical  Journal 


Mothers  will  appreciate  the  simplicity  and  convenience 
of  formula  preparation  whether  you  select  Lactum 
or  Dextri-Maltose  as  discharge  formula  and  for 
continued  feeding. 

Lactum  is  available  in  two  forms : Liquid  and 
“instant”  Powder.  For  a 20  calorie  per  ounce  formula, 
mother  adds  a can  of  water  to  a can  of  Liquid ; or  a measuring 
cup  of  Powder  to  a quart  of  water;  or  4 tablespoons  of 
Dextri-Maltose  to  a can  of  evaporated  milk  and  enough 
water  to  make  a quart.  She  prepares  formula  when 
convenient,  stores  in  refrigerator  until  needed.  She  has 
enough  formula  ready  to  satisfy  baby’s  varying  needs  and 
appetite  from  day  to  day,  feeding  to  feeding. 

Lactumf  milk  formula 

Dextri-Maltosef  waiiose-dextriHS  formula  modifier 

and  for  special  feeding  problems: 

Sobee,®  Nutramigen,®  Probana,® 

Lofenalac  (new  low  phenylalanine  formula) 

Printed  services  for  your  patients  are  available  on  all 
formula  preparations  from  your  Mead  Johnson  representative 
or  by  writing  us,  Evansville  21,  Indiana. 


FP643 


Mead  Johnson 

Symbol  of  service  in  medicine 


Act&y 


win 


r I e 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet, 
25^5  Bottle  of  48  tablets  (IJi  grs.  each). 


ri  d s 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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PHYSICIANS  AND 
RESEARCH  PSYCHOLOGISTS: 

Air  Force  svace  and  operational 
programs  offer  you 
unique  professional  challenge 
and  opportunity 

as  a civilian 


Among  the  myriad  current  and  projected  prog'rams  of  the  U.  S. 
Air  Force  lies  a challenge  and  opportunity  for  civilian  physicians 
and  research  psychologists  with  varying  degrees  of  specialty  and 
experience.  These  areas  include:  the  physical  and  psychological  im- 
plications involved  in  sustaining  qualitative  superiority  for  the  oper- 
ational Air  Force,  and  in  the  projection  into  outer  space  and  return 
of  manned,  piloted  vehicles.  Stimulating  assignments  now  exist  for 
qualified  men  in  this  category. 

As  an  Air  Force  Civilian  Physician  or  Research  Psychologist  you: 

WORK  ...  in  a fine  creative  atmosphere  . . . with  foremost  men  in  the 
field  . . . with  most  modern  equipment  and  facilities  ...  in  more  than 
one  specific  program  ...  in  geographic  location  of  your  choice. 

RECEI VE  . . . assured  income  . . . low-cost  life  insurance  . . . promo- 
tions from  within  . . . excellent  retirement  and  compensation  plans  . . . 
protection  from  arbitrary  separation  . . . liberal  sick  and  vacation 
leave  plans. 

EN  JOY  ...  expanded  scope  of  assignment ...  professional  prestige 
and  recognition  ...  job  satisfaction  . . . participation  in  opening  new 
frontiers  and  conquering  space. 

For  full  details  mail  the  coupon  below. 


, 

I Paste  on  Postcard  and  Mail  or  Write  to:  I 

I Air  Force  Civilian  Personnel,  Dept.  RM21  | 

I Box  7608,  Washington  4,  D.  C.  j 

I Please  send  me  further  information  on  U.S.  I 

I Air  Force  Civilian  Personnel  opportunities.  | 

I Name ' 

I Deg:ree(s) Specialty i 

I Address I 


City Zone State. 


CHALLENGE 

SCOPE 

CREATIVITY 

U.S.  Air 
Force 


for  July,  1958 
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TALKING 


AND 
WANTING 
KNOW 

XK\  about 


We  have  received  inquiries 
from  physicians  and  associa- 
tions from  all  parts  of  the 
country  regarding  the  method 
by  which  Empire  Casualty 
was  formed.  One  of  the  most 
asked  questions  was,  “Do  ac- 
tivities indicate  success?”  We 
are  particularly  happy  to  an- 
swer this  question  with  a re- 
sounding “Yes”! 

We  are  proud  to  be  the  first 
to  offer  Colorado  Physicians 
their  own  professional  liabil- 
ity insurance  at  competitive 
rates  with  broadest  coverage. 
If  you  haven’t  already  heard 
about  this  new  plan  write  or 
call  for  further  information. 


EIHPIKE 


# 


Professional  Liability  Insurance 
for  Colorado  Physicians 


Operating  Management 


201  SECURITY  BUILDING 


INSURANCE  DEPARTMENT 


AComa  2>8621 
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when  eating  moves  outdoors . . . 

CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 

CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 


& 
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IVith  a blender  or  an  egg  beater 

almost  any  food  can  be  used 


The  Full-Liquid  Diet 


. . . and  may 
we  remind  you 
that  a glass  of 
beer  can  make 
full-liquid  diets 
more  palatable? 


• Strained  chicken  in  milk  makes  “bisque” — in 
tomato  juice  it’s  “creole.”  Your  patient  may 
like  cottage  cheese  whipped  into  milk  flavored 
with  chocolate  and  mint.  Strained  carrots  go 
in  milk  flavored  with  nutmeg  or  pineapple  juice. 
An  egg  or  skim  milk  powder  adds  protein. 

Strained  fruits  in  fruit  juices  do  well  with  a 
squeeze  of  lemon  or  a touch  of  mint.  Bright 


colored  drinks  look  good  in  clear  glass — pale 
ones  in  gayly  painted  glasses. 

Of  course,  only  you  can  tell  just  which  food 
your  patient  can  have.  And  if  you  feel  that  a 
glass  of  beer*  is  acceptable  in  his  specific  condi- 
tion, it  may  provide  an  incentive  he  needs  to 
stay  within  the  limits  you  set. 

*pH  4.3;  104  calories/8-oz  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America 's  Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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sustained  release 
capsules 


meprobamate 


q.  12  h. 


1. Meprobamate  Is  more  widely  prescribed  than  any 
other  tranquilizer.  Source:  Independent  research 
organization;  name  on  request. 
2,  Baird,  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958. 


Literature  and  samples  on  request 


(Miltown®)  capsules 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 
**The  administration  of  meprobamate  in 
sustained  action  form  [^Meprospan]  produced 
a more  uniform  and  sustained  action . , . 
these  capsules  offer  effectiveness  at 
reduced  dosage”^ 

Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 


WALLACE  LABOEATORIES,  New  Brunstmck,  N.  J. 
who  discovered  and  introdicced  Miltoum® 


*TRADE*MARK  CME*7320 


For  Speedier  Return  to  Normal  Nutrition 


and  the  Protein  Depletion 
of  Severe  Infectious  Disease 

Ivecovery  from  severe  infectious  processes  entails  more 
than  emergence  from  the  effects  of  the  causative  agent. 
The  semistarvation,  the  inactivity,  the  suppression  of 
physiologic  activity  must  all  be  corrected  as  rapidly 
and  thoroughly  as  can  be  tolerated  by  the  patient. 

Return  to  normal  nutrition  can  be  speeded  by  an 
easily  digested  diet  high  in  top  quality  protein  and 
vitamin-mineral  components. 

Lean  meat  serves  several  purposes  in  such  a program: 
It  supplies  easUy  digested  protein  of  highest  biologic 
quality  for  rapid  re-establishment  of  nitrogen  balance; 
it  provides  the  gamut  of  B vitamins  as  well  as  certain 
minerals  important  to  sound  nutrition,  and  it  brings 
appetite-stimulating  flavor  to  meals,  a consideration  not 
to  be  underestimated  in  the  psychic  rehabilitation  of 
appetite. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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(PENTAESYTHRlTOL  TETR AN ITRATe)  (bRANO  OF  HYDROXYZINe) 


why  PETN? 


For  cardiac  effect-,  fetn  is  “.  . . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”'  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


why  combine  the  two  ? 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


*Trademark 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 

For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 times  daily. 
When  indicated  this  maybe  increased  by  switching  to  pink  CARTRAX 
“20”  tablets  (20  mg.  PETN  plus  10  mg.  ATARAX.)  For  convenience, 
write  “CARTRAX  10”  or  “CARTRAX  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 


j^or  July,  1958 
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HAY  FEVER 

COLDS, 

SINUSITIS 


/ 


NONBREAKABIE  SQUEEZE  BOTTIE 


A physfologicaity  baJdriced  formulation  of 
three  well  known  and  widely  used  compounds:  r.: 


N^Synephrine^  HCi;0.5% 

dependable  decongestant 

T)ienfadr  HCI,:OJ%  " m 

■ powerful  antihistamink  ft 


Rapidly  Effective 

No  Antibiotic 
Sensitization 


Zjiphirdn®  Cl,  1:5000 

wetting  agent  and 
antibacterial 


Supplied  in 
spi'oy  buHle 
containing  20  cc 


lA80«A»OR(Ei  . NEW  YORK  18,  N.  Y. 


NT2,  Neo-Synephrms  [faran<i  of  phenylephrmej,  Thenfad 
(brand  of  thenyidiom’me)  and  Zephiron  {brand  of  benzoikonioro, 
as  chloride,  refined),  trodemorks  reg.  U,S,  Pat,  Off. 
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In  the  Rocky  Mountain  Region 
SEE  and  BUY  YOUR 
MERCEDES-BENZ'  from  BUCKLEY  BROS. 


See  these  top  styled  economical  automobiles  in  our  show  rooms.  Then  take 
a demonstration  drive  which  will  convince  you  that  a Mercedes-Benz  is  THE 
car  for  you. 


300  D SEDAN 


Diesel  engines  available  in  the  180  D model  with  mileage  economy  of  37.4  miles-per- 
gallon  without  sacrificing  speed  or  comfort. 


If  you  are  planning  a trip  to  Europe  we  will  be  happy  to  arrange  delivery  of  your 
Mercedes-Benz  in  any  European  city  at  factory  delivered  price  savings. 

*Port  of  Entry  prices  from  $2,530.00 

STUDEBAKER-PACKARD  • • Mercedes-Benz 

Authorized  Sales  and  Service 

BUCKLEY  BROS.  MOTORS,  INC. 

Franchised  Dealer 

660  South  Broadway  RA.  2-282S  Denver,  Colorado 
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and  other  hay  fever  symptoms 


TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—%  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•Trademark 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  *4  Triaminic 
Tablet  or  5/2  Triaminic  Juvelet. 


® 

1 riamimc 


SMITH-DORSEY  .a  division  of  The  Wander  Company  • Lincoln,  Nebraska  •Peterborough,  Canada 
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Combines  Achromycin  V with  Nystatin 


"^fne  r^d-acting  otat  of  Achrc^^^B 
I’etracyciine . . .noted  for  its  outstanding  - 

effectiveness  against  more  than  50  different  infections 
. . . and  Nystatin  ...  the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  raonilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


debt  (phosphatf^b^ered)  and  250.00ft 
*Jystatln.  ORAL  SUSPENSION  {£66^. 
lavoied)  Eacli  5 qc.  teaspoonful 
|B|||tetTacycline  HCl  equivalent 
^Scred)  and  125.^  units 


masi£=Pl^  dosage  (6-7  mg.  per  lb.  body  weight 
VHT  day)  ^ the  average  adult  is  4 capsules  or 
8 ap.  of  Azihrostatis  V per  day,  equivalent 
to  1 Gm.  of  AcmoMYCiN  V. 


LBDEm.E  LABORATORIES  DIVISION. 
tReg.U.  S,  Pat.  GfL 


AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER 
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TENSION  WITHC 
IMPAIRING  REFL 


“Even  in  double  the  usual  dosage, 

[Mil town]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision.”* 

Kelieves  anxiety,  tension  and  muscle  spasm 
in  everyday  practice  TyiT  • T -f 

■ with  unexcelled  safety  XVJLXx  W JLli 

_ . . . meprobamate  (Wallace) 

■ Without  impairing 


Usual  Dosage: 

One  or  two 

400  mg.  tablets  t.i.d. 

Supplied: 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  50. 

*Margui3,  D.  G.,  Kelly,  E.  L., 
Miller,  J.  G.,  Gerard,  R.  W. 
and  Rapoport,  A.: 

Ann.  New  York  Acad. 

Sc.  67;  roi.  May  9,  1957. 


autonomic  function  ^^wallace  laboratories,  New  Brunswick,  N.  J. 


12.  Arbesman,  C.  K.:  New  York  J.  Meti. 

13.  Sulzberger,  M.  B.:  New  York  J.  Med. 

14.  Robinson,  H.  M.,  Jr.;  Robinson,  R.  ^ 
Cohen,  M.  M.:  U.S.  Armed  Forces  M., 

15.  Canizare.s,  0.;  Shatin,  II.,  and  Rosen,^ 
Med.  55:3583, 1'Vuo. 

If).  Sternberg,  T.  H,,  and  Newcomer,  V, 
Treat.  5:1102,  1955. 

17.  Baer,  R.  L.;  J.  M.  Soc.  New  Jersey 

18.  Lane.  C.  W.:  Postgrad.  Med.  18:218,  1| 

19.  Goldman,  L.,  and  Preston,  R.:  "Metii 
son  Ivy  Dermatitis,  to  be  published. 

20.  Mathewson,  J.  B.:  New  .York  J.  Med. 

21.  Noojin,  R.  O.:, South.  M,  J.  ^,9:149,  19S 


Meti-Derm  Cream  0.5  "r  and 
Neomycin,  10  Gm.  tubes.  - 

(1)  Noojin,  R.  O.:  South.  M.  J.  49:149^ 
i5i':1379,  1956.  (.3)  Goldman,  L.; 

25 :7.5, 19,55.  (4)  Frank,  L.,  and  .StritzlerJ 
(6)  Robinson,  R.  C.  V.,  and  Robinson, 
(6)  Canizarcs,  O.;  Shatin,  H.,  and  Ros 
1955. 
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BY  ALL  DERMATOLOGISTS 

A TOPICAL  “METI ’’STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


NAME 


METI-DERM'CREAM  0.5% 


active  (ocoi 
Ivy  dermat 

laidhAruri  tu 


gro 


9-  of 


tI'De 


rond 


‘METI”STEROID-PLU1 
WHEN  SCRATCHING 


MetiDerm 


ION  IN  tOF*iCAL  CREAM  Meti-Derm  cream 
antiallergic  action  in  the  affected  area.  No  syslemf 
ion,  edema  and  weight  gain,  have  been  reported  wqj 


iASTENS  RECOVERY  After  local  application  o4 


PACKAGING:  METI-DERM  Cream  P.S%,  10  Gm.  tube 


NEW  Meii 


IN  SKIN  RASHE 
OR  ALLERGY  P 
METI-STEROID 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram  — nonstaining,  water-washable  base  — 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 


SCHERING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 


supplied:  10  Gm.  tube. 

Meti—T.M.  — brand  of  corticosteroids. 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


‘Co-Pyronil’  combines  a long-acting  and 
a short-acting  antihistamine  with  a syn- 
ergistic sympathomimetic.  It  usually 
begins  to  combat  symptoms  within  fif- 
teen to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  yom*  hay-fever  patients  and 
other  allergy  victims  remarkably  com- 
plete rehef  on  a dosage  of  only  2 or  3 
pulvules  daily. 

*‘Co-Pyronii'  (Pyrrobutamine  Compound,  Lilly) 


Prescribe  ‘Co-PyroniP  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pvdvule  ‘Co-Pyronil’  provides: 
'Pyronir  (Pyrrobutamine,  Lilly)  15  mg. 
'Histadyl’  ^ 

(Thenylpyramine,  Lilly) 

'Clopane  Hydrochloride’  ^ 
(CyclopentamineJEJytIr 
chloride, 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS 


\ 
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Included  in  our  journal  this  month  are  two 
articles  on  staphylococcal  infections  with  en- 
tirely different  methods  of  treatment  recom- 
mended. The  bacteria  in  staphylococcal  in- 
fections, especially  in  enteritis,  have  learned 
to  thrive  on  the  antibi- 

r,  ■ T T / otics  with  which  they  are 

triend  and/or  ^ . , , , a j • 

' being  treated.  And  giv- 

Enema  ing  an  antibiotic  to  which 

they  have  developed  a 

resistance  makes  matters  worse  by  killing  off 

the  “good  guys,”  the  normal  bacterial  flora, 

without  killing  off  the  “bad  guys.” 

One  author  believes  that  combinations  of 
antibiotics,  especially  the  newer  antibiotics, 
are  the  cure  for  this  frequently  fatal  infec- 
tion. The  other  author  states  that  once  the 
disease  is  diagnosed  it  is  tantamount  to  mur- 
der to  continue  any  antibiotics.  His  argu- 
ments are  convincing,  but  listen  to  the  latest. 

Several  times  in  recent  months  strange 
scenes  have  been  re-enacted  in  the  corridors 
and  rooms  of  the  V.A.  Hospital  in  Denver.* 
Surgical  residents,  second  and  third  year  no 
less,  have  been  seen  grimly  gathering  bed- 
pans,  full  bedpans,  from  relatively  non-dis- 
eased  patients.  Pooling  the  homogenized  con- 
tents in  an  enema,  they  administered  them 
rectally  to  the  sickest  patient  on  the  ward,  a 
man  who  was  dying  of  staphylococcal  enter- 
itis. Normal  bacterial  flora  were  thus  re- 
stored to  the  intestinal  tract  almost  immedi- 
ately. Offending  antibiotics  were  stopped, 
but  not  necessarily  all  antibiotics.  Within 
twenty-four  hours  the  patient’s  clinical  pic- 
ture changed  from  a “progressively  downhill 
course”  to  a “progressively  uphill  course” 
and  the  most  feared  of  postoperative  compli- 
cations was  defeated.  This  newest  of  thera- 
peutic tools  may  not  be  the  whole  answer  to 
the  problem  but  it  sounds  hopeful. 

The  Joint  Committee  on  Hospital  Ac- 


*These case  reports  have  been  submitted  for  publication  to 
the  New  England  Journal  of  Medicine  by  the  surgical  staff 
of  the  Denver  Veterans  Administration  Hospital. 


creditation  in  recognition  of  the  problem  of 
“hospital  infections,”  especially  staphylococ- 
cal infections,  has  directed  that  each  member 
hospital  appoint  a committee  to  study  the 
problem  of  cross  infections  and  set  up  a defi- 
nite policy  for  their  management.  If  the 
“fecal  enema”  helps  in  the  cure  of  staphy- 
lococcal enteritis  then  perhaps  the  bass  ack- 
wards  approach  was  the  best  one  after  all. 

A PPARENTLY  COLUMNIST  JiM  BiSHOP  Stirred 
up  a hornet’s  nest  in  his  attacks  upon  doctors 
some  weeks  ago.  George  Sokolsky,  Washing- 
ton newsman  and  columnist,  has  given  vent 
to  his  ire  about  Bishop’s  vitriolic,  if  not  libel- 
ous, columns.  Said  he  on 
March  14,  “I  write  this  be- 
cause I have  been  reading  a 
general  condemnation  of 
doctors  as  a class.  That  is 
about  as  sensible  as  condemning  lawyers, 
clergymen,  teachers,  businessmen  or  labor 
leaders  as  a class.  Even  in  my  own  profession, 
there  are  persons  who  are  not  so  perfect.  Of 
course,  there  are  bad  apples  among  them,  just 
as  Lucifer  was  once  an  angel.  But  if  we  are  to 
generalize,  without  prejudice,  the  medical 
profession,  on  the  whole,  has  done  more  for 
humanity,  on  a smaller  return,  than  any 
other  professional  group.”  The  Secretary- 
Treasurer  of  the  Louisiana  State  Medical  So- 
ciety has  publicly  expressed  his  hope  that  as 
many  doctors  will  write  and  thank  Mr.  So- 
kolsky for  his  kind  comments  as  wrote  to 
Mr.  Bishop  about  his  damning  ones. 

Our  friend  Jack  Foster  of  the  Rocky 
Mountain  News  also  came  to  our  defense  on 
March  22.  He  states  that  Bishop’s  insistence 
that  our  primary  concern  is  to  get  rich  was 
not  exactly  sensible,  for  Bishop  himself  ought 
to  plead  guilty.  Said  Foster,  “He’s  writing 
far  more  than  any  author  ought  to  do,  if  he 
wants  to  maintain  his  quality.  Bishop  ob- 


Thank  You, 
Jack  Foster 
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viously  wants  to  make  it  fast  while  the  go- 
ing’s good.”  Mr.  Foster  told  of  the  comfort 
and  hope  he  personally  has  derived  from 
members  of  our  profession.  He  did,  however, 
recall  innumerable  fights  with  us  arising 
from  our  “vanity  of  a profession-enforced 
anonymity”  in  withholding  news  which  a 
newspaper  man  believes  should  be  published. 
In  one  sense,  we  agree  with  him.  His  job  is 
to  inform  his  readers.  Somehow  he  and  his 
fellow  colleagues  have  weathered  our  reti- 
cence and  have  usually  obtained  their  news 
in  spite  of  us.  This  problem  is  a small  one, 
and  we  know  that  Jack  forgives  us  for  being 
stuffy.  Our  tradition  shows  signs  of  yielding 
to  demands  for  bigger  and  better  news — - 
through  authoritative  statements  and  articles 
concerning  life  and  health  sponsored  by  our 
organizations,  rather  than  individual  mem- 
bers. Through  newspapers  and  upon  the  air, 
we  have  made  effective  strides  in  • public 
health  education,  and  we  thank  Mr.  Foster 
and  other  publishers  for  their  cooperation. 

Jack  Foster  knows  of  scores  of  cases 
wherein  doctors  of  this  region  have  freely 
donated  best  of  their  time,  knowledge,  talent, 
experience  and  even  money,  for  treatment  of 
those  who  need  our  help.  He  knows  that  no 
worthy  patient  is  ever  denied  our  best  for 
financial  reasons,  that  exceptions  to  medical 
practice  according  to  the  Hippocratic  Oath 
and  the  Golden  Rule  are  rare.  It  was  inter- 
esting to  note  in  the  Rocky  Mountain  News 
of  April  25  that  Jim  Bishop  himself  has  now 
penned  an  article  entitled,  “Doctor  Treated 
More  Than  Injured  Hands.”  Without  intro- 
duction or  conclusion,  he  recounted  the  case 
of  a seriously  burned  boy  of  15  whose  hands 
had  been  saved  by  months  of  treatment  by 
a doctor  who  “was  a giant  of  a man.”  The 
boy’s  mother  had  paid  him  $5.00  a week  to  a 
total  of  $500.00.  Finally,  the  doctor  handed 
the  young  patient  a bank  book  representing 
a total  of  $500.00  with  the  kindly  comment, 
“Just  in  case  you  still  want  to  study  medi- 
cine.” And  thanks  to  you  also,  Jim;  we  hope 
this  represents  your  manner  of  responding 
to  the  many  laymen,  physicians,  and  fellow 
columnists  who  thought  your  vituperative 
columns  were  unworthy  of  a man  of  your 
stature! 


A. 


lPparently  we  are  always  subject  to  siege 
by  invading  forces.  Recently  the  Forand  Bill 
was  introduced  and  among  other  things  pro- 
vided for  “all  necessary  surgery  to  be  per- 
formed only  by  surgeons  certified  by  the 

American  Board 
You  Don  t Have  of  Surgery  or  by 

To  Be  a Watchmaker  members  of  the 
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geons.” This  eliminates  a free  choice  of  physi- 
cians and  leads  into  socializing  the  practice 
of  medicine. 

At  the  same  time  the  United  Mine  Work- 
ers of  America  Welfare  and  Retirement  Fund 
issued  an  order  whereby  “only  those  certi- 
fied by  ABS  and  ACS  as  necessary  and  es- 
sential” may  care  for  the  John  L.  Lewis 
captives.  In  some  states  as  many  as  eight 
hundred  general  practitioners  out  of  a thou- 
sand who  have  cared  for  the  UMWA  patients 
for  twenty-five  years  have  been  replaced  by 
dab’s  certified  in  anything  hut  traumatic 
surgery.  Under  the  pretense  of  “not  allowing 
good  medical  care  to  be  jeopardized”  those 
ACS  and  DAB  physicians  who  represent  22 
per  cent  of  our  total  number  could  be  con- 
sidered as  commercializing  at  the  expense 
of  the  remaining  78  per  cent  general  prac- 
titioners. 

Thinking  again  of  the  78  per  cent  of  the 
United  States  physicians  who  are  general 
practitioners,  one  wonders  what  is  being 
done  to  combat  socialized  medicine  by  the 
22  per  cent  in  the  various  specialties! 

“THE  GOOSE  CRICK  MEDIC” 


D URING  THE  MONTH  OF  SEPTEMBER  three  of 
the  five  State  Medical  Societies  comprising 
the  official  group  of  the  Rocky  Mountain 
Medical  Journal  hold  Annual  Sessions.  Phy- 
sician committees  work  hard  and  long 
arranging  the  scientific 
programs  which  are 
aimed  at  furthering  our 
postgraduate  medical  ed- 
ucation. Plan  to  register 
for  your  scientific  meetings,  and  don’t  forget 
to  spend  some  time  listening  to  deliberations 
of  your  House  of  Delegates. 


Annual 

Sessions 
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The  old-fashioned  tranquilizer* 
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Every  age  and  stage  of  the  history  of  man 
has  its  trends  and  its  fads,  and  its  outstand- 
ing, classic  achievements,  which  are  part  of 
what  makes  up  the  spirit  of  an  era  and  are 
later  remembered  with  nostalgia,  or  some- 
thing less,  as  “old  times.”  The  people  of  the 
time  have  characteristic  ways  of  responding 
to  this  “spirit,”  which  dictates  their  outer 
environment,  and  much  of  their  inner  milieu 
as  well.  It  is  foolishness  to  say  that  people 
are  always  the  same;  of  course  they  are  not. 
However,  people  always  have  the  same  basic 
problems  to  solve,  in  order  to  function  in 
their  environment  with  some  degree  of  sat- 
isfaction and  productivity.  They  must  find 
a way  of  fitting  their  inner  needs  to  the  re- 
quirements of  their  society — of  releasing  ten- 
sions without  losing  too  much  satisfaction, 
and  conversely,  of  satisfying  their  needs 
without  storing  up  too  much  tension. 

Characteristic  and  popular  ways  of  doing 
this  vary  somewhat  with  the  times.  With  the 
horse  and  buggy  belong  walks  in  the  moon- 
light, square  dancing  “socials,”  wandering 
preachers,  and  sassafras  tea  in  the  spring. 
The  Stanley  Steamer  brought  a change  in 
tempo  — prohibition  honkytonks.  Dixieland 
jazz,  “kick”  pills  stronger  than  sassafras  tea. 
The  last  ten  years  have  outlined  clearly 


•Recently  published  in  the  J.A.M.A.  as  a contributed  editorial 
and  reprinted  here  by  permission. 
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where  the  faster  and  faster  pace  of  man  and 
his  imagination  have  been  leading  — • into 
outer  space,  and  to  the  heritage  of  atomic 
power  to  be  used  or  abused  according  to  the 
speed,  again,  with  which  man  can  plan,  work, 
and  grow  up.  By  this  time  it  is  nqws  to  no 
one  that  sassafras  tea  doesn’t  quite  do  the 
job  any  more,  and  that  built-in  “kick  pills” 
rev  us  up  as  fast  as  the  human  engine  can 
rotate  if  we  take  even  a superficial  look  at 
the  world  we’re  supposed  to  adjust  to. 

Applying  the  brakes 

Our  modern  tempo  problem  is  one  of 
calming  down  to  a cruising  speed,  rather 
than  building  up  to  one,  and  too  many  of  us 
have  forgotten  how  to  shift  into  “low  pull.” 
As  usual,  pharmacy  and  chemistry  have  tried 
to  meet  the  challenge;  we  have  not  really 
progressed  so  far  from  the  old  traveling  medi- 
cine man  who  brewed  his  potions  to  meet 
physiologic  and  psychologic  emergency.  We 
have,  however,  lost  much  of  the  effectiveness 
of  this  fairly  honorable  gentleman,  because 
our  potions  do  not  demand  that  we  supple- 
ment them  with  reassuring  faith  about  our 
ability  to  “get  well”  and  cope  with  life,  and 
with  reintegration  of  emotional  strengths  that 
will  actually  enable  us  to  do  so. 

The  now  famous,  infamous,  wonderful  and 
disastrous  tranquilizer  is  modern  medicine’s 
attempt  to  answer  the  physiologic  tempo 
problem  of  modern  man.  Its  uses  are  many 
and  invaluable  in  aiding  people  to  adjust  to 
stresses,  challenges,  and  major  and  minor 
traumas.  Like  most  medicines,  activities,  at- 
titudes, emotions — like  everything  in  life — it 
demands  moderation  to  retain  its  positive 
values.  Its  values  are  those  of  “first  aid,”  and 
of  supplementary  pain,  relief;  like  a ten- 
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minute  nap  after  a night  without  sleep,  the 
tranquilizer  is  what  we  do  until  we  have  time 
to  remedy  the  real  cause  of  our  uncomfort- 
able physical  condition. 

How,  then,  do  we  “back  up”  the  tranquil- 
izer? How  do  we  use  the  time  it  gives  us 
by  producing  a superficially  calming  effect, 
and  enabling  us  to  continue  to  function  in 
spite  of  unbearable  inner  or  outer  tensions? 
We  develop  a real  tranquility  when  it  comes 
from  emotional  balance  within  — the  old- 
fashioned  kind  that  people  had  to  have  in 
order  to  get  by,  because  they  didn’t  have  a 
pill.  A tranquilizing  pill  gives  the  illusion  of 
calm,  physical  calm  without  emotional  calm. 
It’s  like  any  analgesic  pain  reliever  that  re- 
duces the  sensation  of  pain,  but  does  nothing 
either  about  the  pain  or  the  cause  of  the  pain. 
Sometimes,  however,  it  gives  us  a respite 
from  the  immediate  battle,  perspective  on 
our  problems,  time  to  think,  time  to  realign 
our  defenses  against  stress,  and  to  find  new 
ways  of  gaining  satisfaction  and  contentment. 

While  adults  have  some  measure  of  con- 
trol over  the  kind  of  environment  in  which 
they  live,  none  of  us  can  live  in  a vacuum. 
We  can  change  residence,  jobs,  personal  asso- 
ciations; we  can  suppress  worries,  avoid  ex- 
periences that  frighten  us,  retreat  from  a 
dull  reality  into  fantasy  once  in  a while,  take 
a vacation,  buy  a television  set.  Part  of  the 
time  we  can  avoid  tensions.  However,  each 
of  us  must  still  work  at  something,  not  only 
because  no  society  can  survive  unless  each 
member  contributes,  but  also  because,  as 
members  of  the  society,  each  of  us  has  a 
built-in  need  to  achieve  something  in  order 
to  retain  our  own  self-esteem.  Each  of  us 
must  live  somewhere,  must  make  contact 
with  certain  other  people,  in  order  to  satisfy 
our  basic  needs  for  food,  protection  from  the 
weather,  and  a multiude  of  other  acquired 
needs  of  civilization.  In  addition,  having 
progressed  beyond  the  very  primitive,  each 
of  us  must  have  a role,  a place  to  belong  and 
fit  into  the  scheme  of  the  society  of  people. 
We  must  earn,  by  our  behavior,  some  ap- 
proval and  acceptance  from  others,  and  most 
of  all,  we  must  have  respect  for  ourselves. 
These  things  then  require  that  we  cope,  ac- 
tively and  almost  constantly,  with  an  outer 


environment,  and  that  we  learn  how  to  d® 
this  without  disintegrating  inner  anxiety. 

Tensions  are  normal 

There  are  ways  of  doing  this;  in  fact,  the 
ways  are  as  infinite  as  the  number  of  indi- 
viduals who  achieve  a reasonably  normal, 
healthy  adjustment.  There  are  people  who 
are  normal  and  don’t  realize  it;  there  are 
people  capable  of  finesse  of  adjustment  who 
don’t  achieve  it,  simply  because  they  fail  to 
use  and  increase  their  potentials  for  growth, 
courage,  and  endurance.  Contrary  to  some 
popular  ideas,  “normality,”  in  my  opinion, 
cannot  be  regarded  as  a state  of  Nirvana  in 
which  one  experiences  no  tension,  no  dis- 
satisfaction, and  therefore  no  drive  to  re- 
spond. These  moments  come  rarely  and  brief- 
ly in  a lifetime  if  at  all.  To  live  is  to  be  under 
tension;  to  be  dissatisfied;  to  be  anxious — 
sometimes  unbearably  so;  to  be  angry,  some- 
times potently  and  sometimes  impotently;  to 
be  everlastingly  hungry  to  some  degree  for 
things  that  may  be  consciously  well-defined 
or  very  vague;  to  become  depressed  and  dis- 
couraged; to  become  physically  or  psycho- 
somatically  ill;  to  worry  obsessively;  to  be- 
come hysterically  emotional.  The  range  of 
normal  functioning  is  wide  and  flexible.  All 
of  these  reactions  and  many  more  can  fall 
within  it,  provided  they  do  not  occur  in  in- 
tensity, frequency,  duration,  or  quality  that 
disorganizes  ability  to  function  with  satisfac- 
tion in  the  environment.  One  “bad  day”  is 
different  from  a week  of  bad  days,  and  both 
of  them  are  exceedingly  different  in  meaning 
from  three  consecutive  months  of  them. 

Perhaps  the  first  step  in  resolving  a prob- 
lem, reducing  a symptom,  or  living  with  a 
stress  situation  when  we  come  across  it,  is 
to  take  a long  look  at  what  is  happening  to 
us,  making  an  honest  effort  to  work  it  out 
ourselves,  without  the  aid  of  a pill,  a doctor, 
or  an  excuse.  Help  is  often  vital  and  neces- 
sary, but  we  cannot  make  judgments  about 
this  until  we  have  investigated  our  own  re- 
sources. We  must  know  our  resources,  and 
learn  how  to  use  them  before  we  can  use 
pharmaceutical  or  psychiatric  help  with  our 
problems  anyway.  The  individual  who  cannot 
integrate  and  use  his  own  strengths,  or  who 
is  not  motivated  to  do  so  is  difficult  to  help 
psychiatrically.  Most  important,  he  robs  him- 
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self  of  the  extremely  maturing  and  satisfying 
experience  of  winning  a battle  by  himself — a 
battle  that  will  make  the  next  one  easier. 

After  a long  look  at  the  problem,  the  next 
step  is  fairly  well  outlined.  Knowing  the 
dimensions  of  his  problem,  an  individual  can 
consider  the  ways  of  handling  it,  changes  in 
his  own  attitudes  or  behaviors,  and  the  pos- 
sible necessity  for  treatment  or  a pill.  It  is 
then  time  for  a long  look  at  himself,  with  or 
without  help.  The  individual  who  gets  this 
far  is  fortunate.  Much  has  been  written  about 
self-knowledge  and  self-acceptance.  Most 
often,  those  who  fail  to  achieve  this  in  some 
degree  are  those  whose  vision  is  obscured  by 
impotent  anger  at  the  very  state  of  being 
alive.  They  are  resentful,  complaining,  nega- 
tive, or  simply  “beaten.”  Self-acceptance  is 
first  based  on  acceptance  of  living  as  it  really 
is,  with  the  tensions  and  anxieties  we  dis- 
cussed; it  is  based  on  giving  up  the  illusion  of 
Nirvana  and  learning,  by  active  giving  of 
oneself,  active  participation,  active  effort, 
the  satisfactions  of  being  under  tension. 

With  an  acceptance  of  living  as  it  is,  can 
come  a perspective  of  one’s  role  and  ways 
of  responding  both  to  positive  and  to  nega- 
tive experiences.  There  will  always  be  many 
points  of  strength,  areas  in  which  one  makes 
a positive,  effective  adjustment,  “fits  in,”  and 
thus  gives  and  achieves  satisfaction.  Nega- 
tive factors  will  also  come  to  light — ways  of 
responding  which  do  not  “make  sense”  in 
dealing  most  effectively  with  a situation,  but 
which,  most  likely,  are  based  on  highly  in- 
dividual and  distorted  emotional  and  intel- 
lectual reactions.  Once  these  factors  are  iden- 
tified, and  the  context  of  them  understood, 
they  can  usually  be  modified  so  that  the  ways 
in  which  an  individual  makes  life  difficult 
for  himself  are  reduced. 

Developing  self-therapy 

Therapy,  then,  is  frequently  self-therapy, 
which  takes  place  automatically  and  is  based 
on  established  modes  of  reacting.  It  is  what 
the  normal  person  uses  in  dealing  with  every 
new  experience.  There  ensues  a systematic 
broadening  and  deepening  in  his  response 
and  participation  with  others,  as  well  as  in 
his  own  wisdom  and  emotional  awareness. 
It  is  involved  in  every  minute  adjustment  to 


outer  stimulation,  or  to  his  own  thoughts  and 
feelings.  The  ways  in  which  he  responds  and 
resolves  these  demands  for  response  consti- 
tute his  own  personality  patterns. 

With  a reasonable  degree  of  acceptance 
of  his  environment,  acceptance  and  under- 
standing of  himself,  and  motivation  both  to 
give  and  to  receive  richer  experience,  an 
individual  consistently  grows,  and  can  meet 
tensions  without  a pill  or  a major,  enduring 
symptom.  He  makes  flexible  use  of  opportu- 
nities to  deal  with  problems  in  many  ways; 
he  faces  them,  endures  them,  thinks  about 
them,  grows  up,  gets  advice,  blows  off  steam, 
draws  into  himself  for  awhile.  The  important 
point  is  that  he  tries  to  make  an  appropriate 
choice  of  reaction,  one  which  will  achieve  the 
greatest  degree  of  adjustment  in  terms  of 
himself  and  of  the  demands  of  reality,  in  the 
shortest  period  of  time.  If  he  must  blow  off 
steam,  and  this  is  acceptable  and  sometimes 
necessary,  he  usually  chooses  the  right  per- 
son, the  right  time,  and  the  right  intensity. 
His  explosion  is  realistic  in  terms  of  the  prov- 
ocation, and  effective  in  resolving  the  sit- 
uation that  caused  it.  It  does  not  relate  to 
something  else,  some  time  in  the  past,  with 
an  intensity  built  up  over  years  of  not  being 
able  to  assert  himself  when  he  should  have. 

Furthermore,  he  can  accept  ambivalence, 
by  which  I mean  the  essential  undepend- 
ability and  paint-pot  mixtures  of  his  emo- 
tional reactions.  Relationships  with  others 
will  vary  in  warmth  and  intensity,  even  with 
a single  person,  so  that  there  will  be  moments 
of  deep  empathy  and  moments  of  angry  with- 
drawal. Often  there  will  be  mixtures  of  the 
two;  each  relationship  will  be  different,  and 
will  vary  from  day  to  day.  Yet  essential  se- 
curities can  be  maintained  in  these  relation- 
ships, provided  an  individual  is  secure  and 
tolerant  enough  of  himself  and  others  to 
avoid  excessive  vulnerability  to  every  breeze. 
Only  the  prevailing  winds  are  important. 

Where  then  is  real  tranquility?  He  who 
achieves  it  must  be  a person  who  is  not  syn- 
thetically relieved  of  all  the  pressures  of 
everyday  living,  and  who  very  much  feels 
the  minor  and  normal  tensions,  anxieties, 
depressions,  and  dissatisfactions.  He  will  ex- 
pect, accept,  and  perhaps  even  enjoy  the  jolts 
and  insecurities  in  this  business  of  living.  He 
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will  gamble,  and  probably  win,  because  he 
will  not  expect  to  be  rewarded  by  the  calm- 
ness of  inhabiting  a vacuum.  He  will  know 
when  he  feels  angry,  tired,  happy,  or  blue, 
and  it  won’t  take  him  long  to  find  out  why. 
Sometimes  he  will  show  his  feelings,  partly, 
with  control  and  appropriateness.  He  will 
want  to  solve  his  problems  rather  than  avoid 
them,  and  he  will  actively  seek  those  things 
he  needs,  rather  than  numbing  away  his  dis- 
satisfactions with  a capsule  or  a tranquilizing 
pill.  The  supply  of  tranquilizers  will  not  be 
in  the  bottle,  but  inside  himself. 

There  is  no  question  but  that  outer  stress, 
intense  and  constant  as  it  is  today,  reduces 
the  flexibility  and  security  with  which  any  of 
us  can  adjust.  When  a combination  of  stress 


and  emotional  immaturity  result  in  inability 
to  gain  perspective  on  oneself,  to  accept  life 
problems,  to  express  emotions  realistically 
and  with  control,  to  avoid  rigidity  of  re- 
sponse, to  accept  ambivalent  interpersonal 
relationships,  or  to  “live  with”  anxiety  and 
other  symptoms  then  realigning  psychother-^ 
apy,  with  professional  help,  and  perhaps  a 
tranquilizing  pill  also,  are  indicated.  This 
realignment  of  strengths  merely  consists  of 
putting  the  right  reaction,  attitude,  behavior, 
or  feeling,  in  the  right  place,  in  proper  per- 
spective, to  achieve  the  maximum  effective- 
ness in  adjustment.  It  is  the  old-fashioned 
kind  of  treatment  most  of  us  can  give  our- 
selves; it  is  the  old-fashioned  tranquilizer, 
and  the  effect  is  enduring.  • 


Management  of  pregnancy  toxemias* 

Roy  G.  Holly,  M.D,,7  Omaha,  Nebraska 


Careful  management  including  salt 
restriction  will  prevent  most  toxemias. 
Diuresis  when  edema  is  present, 
often  prevents  progression  of  disease. 


Toxemia  of  pregnancy  and  obstetric  hemor- 
rhage rank  as  the  two  principal  causes  of 
maternal  death  each  year.  Accurate  tabula- 
tion is  not  possible  but  it  is  estimated  that 
approximately  1,000  mothers  die  yearly  from 
toxemia.  The  remote  effects  of  toxemia — 
permanent  hypertension,  renal  and  cardiac 
lesions— -are  difficult  to  assess  but  must  be 
added  to  the  toll  from  toxemia.  More  than 
30,000  infants  die  each  year  because  of  ma- 
ternal toxemia.  In  the  state  of  Nebraska  last 
year,  one-third  of  our  maternal  deaths  were 
directly  or  indirectly  attributable  to  toxemia 
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of  pregnancy.  All  of  this  adds  up  to  the  fact 
that  toxemia  of  pregnancy  is  a serious  and 
unsolved  problem. 

The  etiology  of  toxemia  remains  unknown. 
Basically  the  disease  consists  of  two  altera- 
tions, perhaps  unrelated:  (1)  a disturbance 
of  salt  and  water  metabolism  and  (2)  vaso- 
spasm. Great  strides  have  been  made  in  the 
prevention  and  treatment  of  toxemia  though 
our  management  is  empirical  because  the 
underlying  cause  or  causes  are  unknown. 

Present  day  management  is  based  on  the 
restoration  of  normal  processes  to  replace 
altered  physiologic,  biochemical  or  patho- 
logic functions.  For  the  convenience  of  this 
presentation,  three  timely  topics  have  been 
chosen  for  discussion. 

1.  Prevention  of  toxemia. 

2.  Early  recognition  and  treatment. 

3.  Vigorous  treatment  of  an  existing  pre- 
eclampsia or  eclampsia. 

To  clarify  this  presentation  the  current 
classification  of  pregnancy  toxemia  proposed 
by  the  American  Committee  on  Maternal 
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Welfare  is  shown.  It  is  my  purpose  to  confine 
these  remarks  to  the  understanding  and  man- 
agement of  acute  toxemia. 

Classification  of  toxemia 

I.  Acute  Toxemia 

A.  Pre-eclampsia 

1.  Mild 

2.  Severe 

B.  Eclampsia 

II.  Chronic  Hypertensive  Disease  (Essential 

Hypertension) 

A.  Without  superimposed  acute  toxemia 

B.  With  superimposed  acute  toxemia 
HI.  Unclassified  Toxemia 

Entities  such  as  nephritis,  nephrosis,  acute 
yellow  atrophy  and  hyperemesis  gravidarum 
are  now  properly  excluded  from  our  defini- 
tion of  toxemia.  Acute  toxemia  is  hyperten- 
sion occurring  in  the  pregnant  woman  after 
the  twenty-fourth  week  of  gestation  and  may 
be  associated  with  edema  and/or  proteinuria. 
Pre-eclampsia  and  eclampsia  are  one  and  the 
same  process,  eclampsia  representing  severe 
pre-eclampsia  which  has  culminated  in  con- 
vulsions and  usually  coma.  Chronic  hyper- 
tensive disease  is  essential  hypertension  asso- 
ciated with  pregnancy  where  the  hyperten- 
sion is  known  to  have  existed  prior  to  the 
twenty-fourth  week  of  gestation. 

Prevention  of  toxemia  of  pregnancy 

There  is  ample  proof  that  much  of  acute 
toxemia  can  be  prevented.  In  most  clinics 
toxemia  of  pregnancy  occurs  in  one  of  fifteen 
to  twenty  pregnancies.  At  the  University  of 
Nebraska  clinics  the  incidence  of  toxemia  in 
1956  was  5.1  per  cent.  A comparison  of  our 
statistics  with  other  published  experiences 
clearly  demonstrates  that  the  incidence  of 
this  complication  can  be  reduced  to  1 or  2 
per  cent. 

What  are  the  factors  involved?  Our  pa- 
tients are  drawn  exclusively  from  an  indigent 
population.  Analysis  of  our  toxemia  case  rec- 
ords dem^onstrates  that  the  level  of  patient 
cooperation  is  low.  A majority  of  the  young 
patients  admitted  to  the  hospital  for  treat- 
ment of  pre-eclampsia  have  never  availed 
themselves  of  any  prenatal  care.  Uncontrolled 
weight  gain  is  common  to  the  group  who 
eventually  become  pre-eclamptic.  The  young 


primigravida  is  more  apt  to  develop  acute 
toxemia  than  an  older  multigravida.  These 
are  but  a few  of  the  factors  common  to  the 
toxemic  patient. 

One  of  the  two  alterations  in  acute  tox- 
emia is  abnormal  salt  retention.  It  should 
be  emphasized  that  salt  retention  is  physio- 
logic during  pregnancy  and  most  authorities 
consider  the  abnormal  sodium  retention  of 
toxemia  to  be  only  an  exaggeration  of  a 
process  common  to  ’the  pregnant  state.  A 
sodium  retaining  steroid,  aldosterone,  has 
been  identified  in  the  urine  of  toxemic  pa- 
tients. It  is  not  the  cause  of  toxemia  for 
recent  studies  by  Venning  have  shown  al- 
dosterone excretion  by  nearly  all  pregnant 
women  and  by  patients  with  edema  from 
other  causes  such  as  heart  and  liver  disease. 
A diet  restricted  in  salt  content  should  be 
advised  for  the  pregnant  patient  in  the  last 
half  or  third  of  her  gestation.  Voluntary  salt 
restriction  produces  variable  results  depend- 
ing to  a large  degree  on  the  intelligence  and 
cooperation  of  the  patient.  I am  sure  there 
are  other  factors  involved  attested  by  the 
following  experience.  The  incidence  of  tox- 
emia among  our  indigent  patients  is  5.1  per 
cent.  In  Lincoln,  Nebraska,  which  is  approxi- 
mately sixty  miles  distant,  the  incidence  of 
toxemia  among  their  indigent  class  is  less 
than  1 per  cent.  One  notable  difference  be- 
tween Omaha  and  Lincoln  is  that  the  public 
water  supply  in  Omaha  contains  three  times 
more  sodium  than  Lincoln  public  water.  One 
can  only  speculate  as  to  whether  this  is  the 
important  difference  between  the  two  groups. 

To  summarize — acute  toxemia  can  be  pre- 
vented to  an  appreciable  degree  by: 

1.  Maintain  your  patient  on  a 2000-2400 
calorie  high  protein  diet  and  allow  only  a 
16-20  lb.  weight  gain. 

2.  Observe  the  young  primigravida  care- 
fully. 

3.  Instruct  your  patient  on  measures  to 
restrict  salt  intake  during  the  last  trimester. 

Early  recognition  and  treatment  of 
pre-eclampsia 

One  of  the  real  values  of  careful  prenatal 
care  is  that  it  is  possible  usually  to  recognize 
pre-eclampsia  in  its  incipient  stage.  Proper 
management  here  often  will  reverse  the  proc- 
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ess  so  the  patient  can  proceed  to  term  with- 
out danger  to  herself  or  the  fetus.  The  fore- 
runner of  most  pre-eclampsia  is  edema,  clin- 
ically manifest  by  a rapid  gain  in  weight. 
Edema  is  followed  in  turn  by  hypertension 
or  vasospasm.  Later  and  in  a more  advanced 
phase  of  pre-eclampsia  proteinuria  appears. 

It  is  impossible  to  distinguish  between  the 
malignant  form  of  edema  and  the  benign 
form.  Consequently,  all  edema  must  be 
treated.  Two  measures  are  usually  effective: 
salt  restriction  and  diuresis  with  NH^Cl  or 
diamox.  NH^Cl  in  a dose  of  grams  1 q.i.d.  is 
a safe  and  usually  effective  diuretic  provided 
it  is  not  given  for  too  long  a period  of  time. 
Its  action  produces  acidosis  and  can  produce 
a serious  electrolyte  problem  if  administered 
for  more  than  a few  days.  Our  experience  has 
shown  that  if  a diuresis  has  not  been  pro- 
duced within  forty-eight  hours,  prolonged 
administration  will  not  change  its  effective- 
ness. Diamox  acts  as  a carbonic  anhydrase 
inhibitor.  It  is  not  without  some  side  effects 
but  in  a daily  dose  of  250  mgm.  is  a safe  and 
effective  diuretic  suitable  for  clinical  use. 
Like  NH^Cl,  prolonged  administration  is  con- 
traindicated. 

The  patient  with  edema  and  any  sugges- 
tion of  blood  pressure  elevation  should  be 
seen  more  frequently.  The  time  necessary  for 
edema  to  proceed  on  to  fulminate  pre- 
eclampsia or  eclampsia  can  be  a matter  of  a 
few  days.  The  one  eclampsia  in  recent  years 
on  our  service  was  seen  on  Monday  with 
edema  only  and  returned  on  Friday  by  ambu- 
blance  after  two  convulsions  at  home. 

To  summarize:  the  prodromal  stages  of 
pre-eclampsia  can  usually  be  recognized  and 
measures  instituted  to  reverse  the  process. 

1.  More  frequent  office  visits. 

2.  Salt  restriction. 

3.  Diuresis  by  means  of  NH^Cl  or  diamox. 

Management  of  an  existing  pre-eclampsia 

Many  aspects  of  treatment  of  pre-eclamp- 
sia could  be  considered  but  again  only  a few 
items  have  been  chosen  for  discussion  in 
order  to  limit  the  scope  of  this  presentation. 
The  question  often  arises  as  to  which  pa- 
tients should  be  hospitalized.  In  general,  any 
patient  with  pre-eclampsia  should  be  hos- 
pitalized for  closer  supervision  and  control.  It 


is  dangerous  to  attempt  management  of  pre- 
eclampsia in  any  other  way.  By  pre-eclampsia 
is  meant  hypertension  or  vasospasm  associat- 
ed with  edema  and/or  proteinuria.  Hospital- 
ization assures  closer  observation  and  permits 
more  adequate  treatment.  The  patient  has 
restricted  activity,  her  sedation  can  be  more 
complete,  diuresis  can  be  observed  and  salt 
restriction  can  be  more  rigid.  It  is  virtually 
impossible  to  reduce  sodium  intake  to  less 
than  4 gm.  per  day  at  home.  We  employ  a 
500  mgm.  sodium  diet  in  the  hospital  and 
from  what  we  know  about  acute  toxemia  the 
essence  of  management  is  salt  restriction. 

The  management  of  pre-eclampsia  in  the 
hospital  can  be  listed  as  follows: 

1.  Sedation — phenobarbital  gr  1 t.i.d. 

2.  Diet — high  protein,  500  mgm.  Na. 

3.  Diuretic — NH^Cl  gm.  1 q.i.d.  or  Diamox 
250  mgm.  q.d. 

4.  Measure  urine  output. 

5.  Urine  protein  estimation  daily. 

6.  MgSOi — only  in  severe  pre-eclampsia. 

Magnesium  sulfate  is  added  only  when 

severe  and  fulminating  pre-eclampsia  exist. 
Administration  is  preferably  by  the  intra- 
muscular route.  The  initial  dose  is  10  gm. 
given  as  a 50  per  cent  solution  into  the  but- 
tocks. The  maintenance  dose  is  5 gm.  every 
four  to  six  hours  which  will  maintain  a blood 
magnesium  level  at  5 to  7 mgm.  per  cent. 

Use  of  hypotensive  drugs  is  limited  to  the 
patients  with  extremely  high  blood  pressures, 
usually  in  the  group  with  essential  hyper- 
tension. I have  distinct  feelings  about  the 
use  of  hypotensive  drugs  in  the  management 
of  all  pre-eclamptics.  There  is  no  question 
that  these  drugs  decrease  the  blood  pressure. 
The  ones  commonly  used  are  reserpine  and 
hydralazine  (apresoline) . However,  these 
drugs  are  not  without  side  effects,  and  there 
is  serious  question  as  to  their  effectiveness. 
Further  investigation  is  necessary  before 
their  importance  can  be  fully  assessed. 

Termination  of  pregnancy 

The  treatment  of  choice  for  pre-eclampsia 
is  termination  of  pregnancy.  Fortunately, 
most  patients  are  near  term  when  pre- 
eclampsia occurs  and  most  respond  nicely  to 
hospital  management.  The  method  of  termi- 
nation should  be  the  least  traumatic.  To  sum- 
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marize  and  generalize  about  termination  of 
pregnancy,  consider  three  circumstances — 

1.  The  pre-eclampsia  responds  to  man- 
agement. These  patients  can  be  safely  carried 
to  term  and  delivered  vaginally  unless  an- 
other obstetric  indication  for  cesarean  section 
exists. 

2.  The  pre-eclampsia  exists,  responds  only 
partially  to  management  and  her  blood  pres- 
sure and  other  manifestations  of  toxemia  re- 
main about  the  same.  If  near  term  these 


patients  may  be  induced  by  intravenous  pito- 
cin  and  membrane  rupture.  If  not  near  term 
they  may  be  carried — closely  observed — for 
a period  of  time,  perhaps  not  to  exceed  four 
or  five  weeks.  Delivery  may  be  vaginal  if 
this  is  feasible,  otherwise  by  cesarean  section. 

3.  Fulminate  or  progressive  pre-eclampsia 
exists  in  spite  of  adequate  control  measures. 
Immediate  delivery  is  the  procedure  of 
choice,  vaginally  if  induction  is  feasible, 
otherwise  by  cesarean  section.  • 


Carcinoma  of  the  stomach- 

medical  aspects* 

Joseph  Bank,  M.D.,  Phoenix,  Arizona 


Diagnostic  pitfalls  continue  to 
plague  the  physician  in  finding 
the  stomach  cancers  which  cause 
one-fourth  of  all  cancer  deaths. 
Combined  high  index  of  suspicion, 
x-ray,  gastroscopy,  cytology,  and 
gastric  analysis  reduce  errors 
to  a minimum. 


Carcinoma  of  the  stomach  is  looked  upon  as 
a most  discouraging  disease.  The  degree  of 
pessimism  has  been  modified  in  recent  years 
with  the  advances  in  surgical  preparation, 
postoperative  care,  with  improved  profes- 
sional anesthesia,  and  with  new  operative 
technics. 

Gastric  carcinoma  is  one  of  the  most  com- 
mon causes  of  death  from  malignancy.  It  is 
estimated  to  be  the  cause  of  20  to  30  per  cent 
of  deaths  from  carcinoma.  It  is  probably  the 
most  common  single  malignancy  in  males. 


•Presented  before  the  11th  Annual  Rocky  Mountain  Cancer 
Conference,  July  10,  1957. 

for  July,  1958 


and  second  only  to  those  of  the  reproductive 
organs  in  the  female.  It  is  also  estimated  that 
gastric  carcinoma  is  responsible  for  one- 
third  of  all  deaths  from  carcinoma  in  white 
males,  and  one-fifth  in  white  females. 

All  agree  that  complete  surgical  removal 
is  the  only  treatment  that  offers  any  chance 
of  cure.  In  order  to  remove  a cancer  com- 
pletely, it  must  be  attacked  surgically  before 
irremovable  spread  of  the  tumor  has  taken 
place.  Hence  the  necessity  for  early  diagnosis 
in  gastric  cancer.  Improvement  in  results 
must  come  from  the  education  of  physicians 
to  be  on  the  alert  to  recognize  early  symp- 
toms of  the  disease. 

Symtomatology 

Under  the  present  state  of  our  knowledge 
of  gastric  carcinoma,  the  physician’s  most  ef- 
fective means  of  diagnosis  is  constant  search 
by  every  available  method.  The  time  honored 
method  of  history  taking  must  not  be  dis- 
counted in  favor  of  newer  skills  or  labora- 
tory methods  that  can  be  delegated  to  others. 
All  observers  are  aware  of  the  lapse  of  time 
between  onset  of  symptoms  and  establish- 
ment of  a diagnosis.  The  general  consensus 
is  that  the  patient  and  physician  share  the 
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blame  about  equally  for  this  loss  of  time, 
which  is  usually  about  one  year.  Since  there 
are  no  “early  symptoms,”  the  most  common- 
place digestive  symptoms  merit  careful  in- 
vestigation. Such  symptoms  include  post- 
prandial epigastric  distress  with  fullness, 
burning  or  belching,  or  nausea  and  loss  of 
appetite.  In  some  instances  symptoms  may 
for  a time  simulate  peptic  ulcer.  Further  con- 
fusion may  result  from  a favorable  response 
to  an  ulcer  regimen.  Similarly  gross  hemor- 
rhage may  be  erroneously  attributed  to  ulcer. 
Dysphagia  without  demonstrable  organic 
change  in  the  esophagus  may  be  due  to  an 
undisclosed  carcinoma  of  the  cardiac  portion 
of  the  stomach. 

Functional  and  constitutional  symptoms 

The  chronic  gastrointestinal  invalid  with 
known  symptoms  due  to  benign  or  functional 
disorder  may  develop  significant  new  symp- 
toms that  should  cause  alertness  for  recently 
acquired  carcinoma.  In  these  patients  a new, 
careful  historical  evaluation  may  disclose  sus- 
picious symptoms  from  those  previously  re- 
corded. In  a small  percentage  of  cases  a car- 
cinoma may  appear  in  the  guise  of  an  acute 
abdomen  so  that  a perforation  of  an  ulcerat- 
ing carcinoma  may  be  the  first  clinical  sign 
of  gastric  malignancy. 

It  is  unfortunate  that  in  some  patients 
constitutional  evidences  of  gastric  carcinoma 
may  be  the  first  symptoms.  These  may  be 
unassociated  with  digestive  disturbances  and 
include  weight  loss,  fatigue,  weakness  and 
anemia.  In  occasional  instances  the  results  of 
metastasis  may  be  first  to  attract  attention. 
A routine  chest  x-ray  may  disclose  a metas- 
tatic lung  lesion.  Ascites,  metastatic  enlarge- 
ment of  the  liver,  or  involvment  of  the  spine 
may  be  the  first  signs  to  attract  attention 
leading  to  the  discovery  of  carcinoma  of  the 
stomach. 

X-ray 

The  per  cent  of  positive  x-ray  diagnoses 
of  gastric  carcinoma  varies  in  different  series. 
In  one  report  of  229  patients  who  had  symp- 
toms with  an  average  duration  of  one  year, 
only  71  per  cent  were  positive  after  the  first 
examination,  and  in  90  per  cent  after  re- 
peated examinations.  In  another  series  of  316 
examinations,  75.6  per  cent  were  positive  in 


the  initial  observation  and  92.7  per  cent  posi- 
tive after  subsequent  examinations.  Both  of 
these  reports  give  figures  lower  than  others 
quoted  but  they  probably  present  a more 
average  cross  section  of  examinations  from 
various  sources.  While  x-ray  examination 
establishes  a diagnosis  in  most  cases  it  is  by 
no  means  infallible.  The  importance  of  ex- 
pert examination  and  repeated  examinations 
need  hardly  be  emphasized.  Of  examinations 
reported  as  negative  for  carcinoma  after  the 
first  examination,  the  majority  are  reported 
as  no  pathology.  The  remainder  include  di- 
agnoses of  duodenal  or  gastric  ulcer  or  gas- 
tritis. 

Roentgenography  offers  the  best  avail- 
able method  for  diagnosis  of  gastric  cancer. 
Misinterpretation  of  negative  reports  may 
be  reduced  if  the  limitation  of  the  method  of 
examination  is  understood.  A complete  ex- 
amination should  include  fluoroscopy  with 
spot  films  and  mucosal  studies.  As  with  any 
laboratory  examination,  x-ray  findings  must 
be  correlated  with  clinical  impressions.  Re- 
peat examination  should  be  routine  if  the 
clinical  picture  is  suggestive  of  malignancy. 
In  gastric  ulcer,  pyloric  deformity  or  hyper- 
trophic gastritis,  the  possibility  of  gastric 
malignancy  must  be  considered  by  the  roent- 
genologist. 

Results  of  mass  x-ray  efforts  by  investi- 
gators employing  various  approaches  made 
it  apparent  that  the  method  can  hardly  be 
depended  upon  as  a means  of  picking  up  large 
numbers  of  early  cancers  of  the  stomach.  In 
evaluating  roentgenologic  errors  in  the  diag- 
nosis of  gastric  carcinoma,  Templeton  found 
that  considerable  error  exists.  The  major 
cause  is  divided  attention.  Other  prominent 
offenders  are  poor  technic  and  inexperience. 
He  recommended  the  free  use  of  re-examina- 
tion to  further  improve  diagnostic  accuracy 
as  well  as  combating  the  causes  mentioned. 

Gastroscopy 

Although  gastroscopy  is  only  complemen- 
tary to  x-ray  in  the  diagnosis  of  cancer  of 
the  stomach,  it  can  be  very  helpful  when  sus- 
picion of  malignancy  exists  and  when  the 
x-ray  signs  are  negative  or  equivocal.  Be- 
cause of  the  limitations  of  gastroscopic  vis- 
ualization and  the  inherent  difficulties  of  the 
method,  a negative  gastroscopic  examination 
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must  be  discounted.  The  gastroscope  may 
prove  of  distinct  value  in  differentiating  be- 
tween a benign  and  malignant  lesion.  Often 
it  will  help  decide  whether  a defect  is  intra- 
gastric  or  extragastric  in  origin.  A lesion  on 
the  posterior  wall  may  be  seen  gastroscopi- 
cally  when  x-ray  failed  to  detect  it.  In  the 
differential  diagnosis  of  benign  and  malig- 
nant gastric  ulcer,  the  gastroscope  is  of  dis- 
tinct value. 

Klatz,  Kirsner  and  Palmer,  in  discussing 
the  differential  diagnosis  between  benign 
and  malignant  lesions,  reported  an  80  per 
cent  accuracy  in  the  gastroscopic  diagnosis 
of  carcinomas  in  surgically  proven  malig- 
nancy, compared  to  88  per  cent  correct  diag- 
nosis by  x-ray  in  the  same  series.  The  diag- 
nostic error  in  x-ray  alone  was  12  per  cent, 
and  by  gastroscopy  alone  20  per  cent.  Only 
6.1  per  cent  malignancies  were  undiagnosed 
by  the  combined  procedures.  This  error,  the 
authors  stated,  compares  favorably  with  ex- 
pected mortality  from  routine  subtotal  gas- 
tric resection.  In  122  gastric  ulcers  diagnosed 
as  benign,  79  per  cent  were  visualized  at 
gastroscopy.  Only  one  incorrect  diagnosis 
was  made  by  gastroscopy.  They  state  that 
when  benign  ulcers  are  visualized  at  gas- 
troscopy, the  combination  of  gastroscopy,  ra- 
diology and  the  clinical  data  provides  the 
correct  diagnosis  in  almost  all  instances. 

Hypertrophic  gastritis 

Large  gastric  rugae  seen  by  x-ray  often 
raise  the  suspicion  of  neoplasm.  Gastroscopy 
can  be  of  help  in  this  diagnostic  problem  by 
demonstrating  normal  gastric  motility,  pli- 
able mucosa,  and  normal  folds.  In  some  in- 
stances the  large  folds  may  be  demonstrated 
to  be  normal  large  rugae  or  hypertrophic 
gastritis.  In  this  group  82  per  cent  of  cases 
were  diagnosed  correctly  by  gastroscopy.  The 
diagnostic  error  of  x-ray  and  gastroscopy 
was  12  per  cent.  Gastroscopy  also  has  a place 
in  the  differentiation  of  postoperative  hyper- 
trophy from  recurrent  carcinoma.  The  diag- 
nostic problem  consists  in  recognizing  pri- 
mary infiltrative  carcinoma  in  the  previously 
operated  stomach,  recurrent  carcinoma  after 
subtotal  resection,  gastric  carcinoma,  or 
merely  large  folds.  In  the  solution  of  such  a 
problem  the  gastroscope  is  superior  to  x-ray 
examination. 


In  the  hands  of  Benedict  and  others,  gas- 
troscopic biopsy  has  proven  of  real  value. 
More  recently  a simplified  method  of  suction 
biopsy  has  been  introduced  in  which  the 
Tomenius  biopsy  apparatus  is  attached  to  the 
regular  Schindler  gastroscope. 

Gastric  analysis 

Because  of  difficulties  in  the  diagnosis  of 
gastric  carcinoma,  no  method  of  examination 
may  be  overlooked.  Gastric  analysis  may  be 
helpful  even  though  not  pathognomonic. 
When  a lesion  is  associated  with  pyloric  ob- 
struction, examination  of  the  fasting  gastric 
content  will  show  residue  greater  than  nor- 
mal with  or  without  food  particles.  The 
amount  may  vary  from  100  to  1,000  cc.  While 
a gastric  carcinoma  may  exist  in  the  pres- 
ence of  hyperacidity,  approximately  three- 
fourths  of  gastric  malignancies  show  either 
an  achlorhydria  or  definite  hypochlorhydria. 
The  presence  of  ulcer  type  defect  by  x-ray  in 
a stomach  with  achlorhydria  almost  always 
signifies  a malignant  ulcer.  The  achlorhydria 
is  rarely  the  type  of  anacidity  seen  after  the 
injection  of  histamine.  The  ratio  of  free  acid- 
ity to  the  total  acid  is  much  lower  than  that 
seen  normally  or  in  benign  ulcer. 

Exfoliative  cytology 

As  a result  of  reports  in  the  past  few 
years,  the  utilization  of  exfoliative  cytology 
in  the  diagnosis  of  gastric  carcinoma  holds 
out  considerable  promise.  Mechanical  aids 
such  as  abrasive  balloons  or  revolving  brush 
have  been  suggested  to  improve  the  quality 
of  the  diagnostic  specimen.  Lavage  with  spe- 
cial solutions,  including  Ringers  solution, 
chymotrypsin  and  papain  have  been  em- 
ployed to  obtain  gastric  cells  with  maximum 
efficiency.  Most  recently  Ross  and  his  asso- 
ciates reported  a simplified  procedure  using 
normal  saline  on  300  patients,  which  they 
found  superior  to  other  methods.  At  the  pres- 
ent time  reliable  results  are  obtained  only 
in  fully  equipped  laboratories  with  specially 
trained  personnel  and  expert  cytologists.  This 
method  of  examination  has  its  greatest  use 
where  suspicion  exists  but  roentgenologic 
visualization  is  difficult  or  the  growth  is 
small.  Klayman  states  that  exfoliative  cytol- 
ogy is  superior  to  both  x-ray  and  esophagos- 
copy  in  the  diagnosis  of  carcinoma  of  the 
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esophagus,  which  is  accessible  to  the  more 
conventional  methods  of  examination.  Nine- 
teen of  twenty  cases  with  esophageal  malig- 
nancy were  correctly  diagnosed.  In  forty 
patients  with  suspected  esophageal  lesions, 
there  were  no  false  positives.  It  is  hoped  that 
such  methods  will  discover  gastric  malig- 
nancies with  minimal  invasiveness  which  are 
resectable. 

Gastric  ulcer  and  cancer 

The  gastric  ulcer-cancer  controversy  is 
perennial  and  personal.  One  viewpoint,  which 
may  be  termed  surgical,  is  that  hazard  of 
mistaking  a malignant  ulcer  for  a benign  one 
is  very  real,  and  that  temporizing  is  danger- 
ous. Such  opinion  holds  that  there  are  no 
hard  and  fast  rules  by  which  distinction  can 
be  made,  that  the  size  of  the  ulcer  or  its  lo- 
cation cannot  be  depended  on,  and  that  often 
differentiation  cannot  be  made  even  at  the 
operating  table  or  in  the  gross  specimen. 
The  so-called  medical  viewpoint,  which  has 
been  labeled  emotional  or  sentimental,  main- 
tains that  a great  many  ulcers  heal  promptly 
on  medical  management. 

About  one-third  of  patients  with  gastric 
carcinoma  give  a history  which  suggests 
peptic  ulcer.  The  diagnostic  problem  consists 
of  differentiating  those  ulcers  which  are  ma- 
lignant from  those  which  are  benign  by 
means  of  x-ray,  gastroscopy  and  cytology. 
Some  gastroscopists  believe  that  the  combi- 
nation of  roentgenology  and  gastroscopy 
gives  the  most  accurate  diagnostic  results. 
The  cytologic  study  of  gastric  aspirations  is  a 
method  of  increasing  importance  in  differ- 
ential diagnosis. 

Location  of  ulcer 

Location  of  the  ulcer  is  believed  to  be  of 
some  significance  in  differentiating  between 
benign  and  malignant  ulcer.  It  is  generally 
thought  that  ulcers  of  the  pre-pyloric  area 
and  on  the  greater  curvature  are  malignant  in 
a high  per  cent  of  cases,  although  recent  lit- 
erature indicates  a greater  incidence  of  be- 
nign lesions  on  the  greater  curvature  than 
previously  realized.  Smith  and  Jordan  found 
an  incidence  of  malignancy  in  gastric  ulcera- 
tions as  follows:  greater  curvature  60  per 
cent,  fundus  50  per  cent,  pre-pyloric  17  per 
cent,  body  and  lesser  curvature  17  per  cent. 


Allen’s  figures  from  a survey  of  records  at 
the  Massachusetts  General  Hospital  differ 
somewhat.  He  found  that  65  per  cent  of 
lesions  in  the  pre-pyloric  area  were  malig- 
nant. Most  lesions  of  the  fundus  and  greater 
curvature  are  malignant.  On  the  anterior 
and  posterior  walls  20  per  cent  are  malig- 
nant, and  on  the  lesser  curvature  10  per  cent. 
He  pointed  out  that  most  diagnostic  errors 
occur  with  lesions  of  the  lesser  curvature 
where  at  least  half  of  the  gastric  lesions  are 
found. 

It  is  questionable  whether  the  problem  of 
malignant  degeneration  in  benign  gastric  ul- 
cers can  ever  be  solved.  Ransom  stated  that 
about  5 per  cent  of  benign  gastric  ulcers  un- 
dergo malignant  degeneration  if  they  are  re- 
sistant to  medical  treatment.  Jordan  believes 
that  malignant  changes  are  apt  to  occur  in 
recurrent  gastric  ulcer.  Forty  per  cent  of 
gastric  ulcer  cases  followed  five  years  or 
more  had  recurrences.  She  believed  that  re- 
current ulcer  merits  careful  evaluation  but 
that  it  is  not  in  itself  an  indication  for  sur- 
gery. 

Diagnostic  error 

Even  under  the  best  conditions  of  study, 
diagnostic  skill  is  not  infallible.  Allen  stated 
that  14  per  cent  of  patients  treated  for  be- 
nign ulcer  at  the  Massachusetts  General  Hos- 
pital were  proved  to  have  carcinoma.  Mar- 
shall reported  similarly  an  error  of  19.8  per 
cent  from  the  Lahey  Clinic.  Wangensteen  re- 
ported an  error  of  approximately  10  per  cent. 
Ransom  in  a series  of  246  patients  with  gas- 
tric ulcer  on  whom  he  operated,  reported  a 
diagnostic  error  of  10  per  cent.  These  figures 
do  not  mean  that  every  gastric  ulcer  must 
be  subjected  to  immediate  operation.  The 
point  is  that  each  case  must  be  individual- 
ized, even  though  each  case  should  be  scru- 
tinized with  suspicion.  The  patient  with  an 
ulcer  considered  to  be  benign  must  be  fol- 
lowed to  complete  healing.  If  a generaliza- 
tion is  possible,  ulcers  are  more  likely  to  be 
malignant  if  the  patient  is  male,  over  50, 
if  there  is  no  free  hydrochloric  acid,  if  the 
ulcer  is  large  or  if  it  is  located  in  the  pre- 
pyloric area  or  greater  curvature,  or  if  it  is 
chronic  on  the  lesser  curvature.  Any,  or  any 
combination  of  these  conditions,  should  cause 
a high  index  of  suspicion. 
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Precancerous  lesions 

The  relationship  between  pernicious  ane- 
mia and  gastric  carcinoma  has  attracted  the 
attention  of  numerous  investigators.  Rigler 
found  that  8 per  cent  of  patients  with  per- 
nicious anemia  had  carcinoma,  and  7.1  per 
cent  polyps.  This  increased  incidence  of  gas- 
tric tumors  in  patients  with  pernicious  ane- 
mia can  be  accepted  as  etiologically  signifi- 
cant. Routine  periodic  checkup  by  x-ray  and 
gastroscope  of  such  patients  is  recommended. 
In  a study  of  the  frequency  of  cancer  amongst 
the  relatives  of  patients  with  pernicious  ane- 
mia, it  was  shown  that  the  incidence  was 
more  than  three  times  that  occurring  in  a 
control  group  of  the  same  age  and  sex  distri- 
bution. It  was  pointed  out  that  the  excessive 
mortality  from  gastric  carcinoma  in  patients 
with  pernicious  anemia,  as  well  as  among  the 
relatives,  depends  upon  an  inherited  predis- 
position for  the  two  diseases. 

Gastric  polyps 

Gastric  polyps,  like  polyps  elsewhere,  tend 
to  become  malignant.  The  reported  incidence 
of  malignant  degeneration  varies  from  28  to 
41  per  cent.  Schindler  has  pointed  out  that 
true  benign  polyps  are  found  frequently  in 
association  with  atrophic  gastritis.  In  hyper- 
trophic gastritis  true  adenomatous  polyps  are 
rare.  Bockus  believes  that  malignant  degen- 


eration of  hyperplastic  inflammatory  tissue 
does  not  occur  any  more  often  in  the  stomach 
than  they  do  in  the  colon  in  association  with 
chronic  ulcerative  colitis.  Other  benign  tu- 
mors tend  to  undergo  malignant  degenera- 
tion such  as  leiomyoma.  It  is  difficult  to 
determine  even  microscopically  when  malig- 
nancy develops.  The  finding  of  any  benign 
tumor  is  sufficient  reason  for  its  removal. 
Gastroscopy  will  discover  polyps  more  fre- 
quently than  x-ray.  It  should  therefore  be 
employed  whenever  any  suscipion  exists. 

Aside  from  the  relationship  of  chronic 
gastritis  to  ulcer,  the  question  has  been  raised 
whether  cancer  is  commonly  engrafted  on 
chronic  gastritis  which  is  associated  with 
achlorhydria.  Achlorhydria  is  commonly  not- 
ed in  the  presence  of  carcinoma.  Numerous 
authors  have  reported  instances  of  achlor- 
hydria developing  after  the  onset  of  carcino- 
ma in  patients  who  previously  showed  a 
normal  acidity.  In  a study  of  1,111  patients 
with  achlorhydria.  State  found  only  seven 
cases  of  carcinoma  and  twenty-five  of  gastric 
polyps.  As  far  as  our  knowledge  goes  today, 
achlorhydria  cannot  be  looked  upon  as  a 
finding  that  suggests  pre-clinical  cancer.  It 
is  well  known  that  many  cases  of  cancer  do 
not  show  achlorhydria.  • 


References  will  be  supplied  upon  request. 


American  Board  of  Obstetrics 
and  Gynecology 

Applications  for  certification  (American  Board 
of  Obstetrics  and  Gynecology),  new  and  reopened, 
Part  I,  and  requests  for  re-examination  Part  II, 
are  now  being  accepted.  All  candidates  are  urged 
to  make  such  application  at  the  earliest  possible 
date.  Deadline  date  for  receipt  of  application  is 
September  1,  1958.  No  applications  can  be  accepted 
after  that  date. 

Candidates  for  admission  to  the  examinations 
are  required  to  submit  with  their  application,  an 
unbound  8V2XII  typewritten  list  of  all  patients  ad- 
mitted to  the  hospitals  where  they  practice,  for 
the  year  preceding  their  application,  or  the  year 
prior  to  their  request  for  reopening  of  their  ap- 
plication. 

Current  bulletins  outlining  present  require- 
ments may  be  obtained  by  writing  to  the  Secre- 
tary’s office,  Robert  L.  Faulkner,  M.D.,  2105 
Adalbert  Road,  Cleveland  6,  Ohio. 


New  career  film 

A little  seven-year-old  youngster  is  helping 
influence  students  to  choose  a career  on  the 
health  team.  She’s  Julie  Morgan,  the  star  of  a 
new  16  mm.  medical  health  career  recruitment 
film  produced  by  the  American  Medical  Associa- 
tion, the  American  Hospital  Association  and  E.  R. 
Squibb  and  Sons.  “Helping  Hands  for  Julie”  tells 
the  dramatic  story  of  the  fight  to  save  Julie’s  life. 
The  helping  hands  aiding  the  doctors  in  finding 
the  correct  diagnosis  of  meningitis  are  those  of  the 
nurses,  medical  technologists,  x-ray  technicians 
and  medical  record  librarians.  With  the  diagnosis 
made,  the  drugs  of  the  pharmacist,  the  nourish- 
ing food  of  the  dietician,  the  restorative  work  of 
the  physical  therapist,  and  the  care  of  the  nurses 
bring  Julie  back  to  health. 

Medical  societies  and  auxiliaries  may  arrange 
for  bookings  of  this  30-minute,  black  and  white 
sound  film  through  A.M.A.’s  Film  Library. 
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Management  of  staphylococcal 
infections  with  antibiotic  combinations* 


Wendell  H.  Hall,  M.D.,  Minneapolis,  Minnesota 


Combinations  of  antibiotics  are  the 
solution  to  the  problem  of  treating 
staphylicoccal  infections  according  to 
this  author.  The  author  of  the 
succeeding  article  would  not  agree. 
Readers  will  have  to  make  up  their  own 
minds  on  this  serious  therapeutic  problem. 


Staphylococcal  infections  are  a serious 
problem  in  many  large  hospitals.  On  surgical 
wards  wound  infections  may  occur  in  epi- 
demic waves.  Usually  they  may  be  traced  to 
nasal  carriers  among  hospital  personnel.  The 
staphylococcal  strains  are  often  antibiotic- 
resistant  and  their  spread  may  be  favored  by 
failure  to  isolate  infected  cases. 

Another  serious  problem  in  hospitals  is 
acute  staphylococcal  enteritis.  It  is  seen  most 
often  in  patients  with  gastrointestinal  disease. 
It  often  follows  a surgical  procedure  such  as 
gastrectomy.  The  use  of  broad-spectrum  anti- 
biotics appears  to  be  a common  etiologic  fac- 
tor. This  is  particularly  true  with  tetracy- 
clines given  by  mouth. 

The  infective  staphylococci  in  such  cases 
are  resistant  to  the  antibiotics  given.  The 
most  effective  treatment  is  immediate  re- 
moval of  the  offending  antibiotics.  Another 
antibiotic,  such  as  erythromycin  or  neomycin, 
may  then  be  given  by  mouth.  The  new  anti- 
biotic probably  should  be  given  for  only  two 

‘Presented  at  the  62nd  Annual  Session,  Utah  State  Medical 
Association,  September  7,  1957.  The  author  is  Associate  Pro- 
fessor of  Medicine  and  Microbiology,  University  of  Minnesota 
Medical  School. 


to  four  days.  Staphylococci  are  quickly  sup- 
pressed and  diarrhea  relents.  If  the  antibiotic 
is  continued,  however,  staphylococci  may  be 
replaced  by  myriads  of  resistant  organisms 
and  diarrhea  recurs. 

Secondary  invaders 

On  medical  wards  staphylococci  have  be- 
come important  secondary  invaders.  Patients 
treated  with  irradiation,  nitrogen  mustard 
and  related  compounds  are  prey  to  aplastic 
anemia  and  serious  staphylococcal  infections. 
Steroid  hormones  and  adrenal  corticotropin, 
likewise,  may  reduce  resistance  and  induce 
staphylococcal  skin  infection  or  septicemia. 
Secondary  overgrowth  of  staphylococci  is 
common  in  aged  patients.  The  most  frequent 
portals  of  entry  are  the  lower  respiratory 
tract  and  the  urinary  system.  Prevention  by 
prolonged  use  of  tetracycline  or  erythro- 
mycin has  been  advocated  by  some.  There  is 
no  proof  that  these  are  effective  if  given  for 
a long  period.  Furthermore,  resistant  staphy- 
lococci became  prevalent  within  a few  weeks 
when  this  practice  became  widespread  in  a 
hospital. 

The  incidence  of  resistance  to  an  anti- 
biotic among  hospital  staphylococci  is  direct- 
ly proportional  to  the  amount  of  the  anti- 
biotic used.  The  only  exception  to  this  has 
been  neomycin.  No  resistant  strains  have 
been  found  despite  frequent  use  of  neomycin 
orally  and  as  an  aerosol. 

Antibiotic  combinations 

The  problem  of  resistant  staphylococci 
may  be  approached  in  several  ways.  Intro- 
duction of  new  antibiotics  has  helped.  If  the 
new  drugs  are  used  widely,  however,  they 
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begin  to  lose  their  effect  through  suppression 
of  the  susceptible  and  propagation  of  the  re- 
sistant staphylococci.  This  has  been  demon- 
strated conclusively  with  erythromycin, 
chloramphenicol  and  some  related  antibi- 
otics. 

Since  cross-resistance  occurs  only  with 
certain  bacterial  strains  to  similar  antibiotics, 
it  has  been  thought  that  antibiotic  combina- 
tions would  be  useful.  Particularly  during 
the  past  year,  there  has  been  a heated  debate 
concerning  “synergistic”  antibiotic  combina- 
tions against  staphylococci. 

In  testing  bacteriostatic  and  bactericidal 
effects  of  twelve  common  antibiotics  against 
hospital  staphylococci,  we  have  rarely  found 
any  combination  synergistic.  Addition  of  anti- 
bacterial activity,  however,  was  frequent. 
Likewise  we  have  found  that  neither  signe- 
mycin  nor  any  other  antibiotic  combination 
with  oleandomycin  has  any  synergistic  effect. 
Additive  antibacterial  action  was  frequent. 
Antibiotic  combinations  will  therefore  sup- 
press staphylococci  only  if  each  antibiotic  is 
used  in  a full  therapeutic  dose. 

Commercial  antibiotic  mixtures  are  objec- 
tionable because  the  therapeutic  ratio  is  fixed 
and  often  is  not  suitable  for  seriously  ill  pa- 
tients. The  most  convincing  argument  for  the 
use  of  antibiotic  mixtures  is  possible  drug  re- 
sistance. Until  resistance  data  are  available 
in  a case  one  can  only  guess  at  the  most  effec- 
tive single  antibiotic.  Rather  than  make  the 
wrong  choice,  it  is  better  then  to  use  more 
■ than  one  antibiotic  in  all  serious  staphylo- 
coccal infections. 

Penicillin  is  the  least  toxic  antibiotic  and 
should  be  given  in  large  doses  of  5-10  million 
units  per  day.  The  addition  of  streptomycin 
or  a tetracycline  drug  has  little  value,  since 
80  per  cent  of  penicillin-resistant  staphylo- 
cocci are  also  resistant  to  these  antibiotics. 
Chloramphenicol  should  be  used  in  large 
doses  of  4-6  gm.  daily.  The  risk  of  aplastic 
anemia  with  this  drug  is  slight.  Erythromy- 
cin, bacitracin  and  novobiocin  have  also  been 
useful.  Newer  antibiotics,  such  as  vancomy- 
cin and  ristocetin,  may  be  helpful  in  resistant 
cases  but  can  be  given  only  intravenously. 


and  they  seem  to  be  quite  toxic.  Oleandomy- 
cin is  nearly  identical  to  erythromycin  in 
chemical  structure  and  activity  and  it  has 
not  been  widely  used.  Neomycin  may  be  used 
intramuscularly  in  critically  ill  patients.  It 
may  cause  deafness  if  the  total  dose  exceeds 
10  gm.  (1  gm.  per  day). 

Drug  resistance  of  bacteria 

Antibiotic  resistance  may  occur  in  spite 
of  the  use  of  antibiotic  combinations  but  is 
less  frequent  than  with  the  use  of  single 
antibiotics  and  will  develop  more  slowly. 
Also  it  often  is  less  in  degree  and  less  per- 
sistent. 

Most  authorities  believe  that  drug  resist- 
ance in  bacteria  is  inherited  genetically.  It 
follows,  therefore,  that  the  incidence  of  or- 
ganisms resistant  to  two  different  antibiotics 
would  be  low.  It  would  be  equal  to  the  prod- 
uct of  the  incidence  of  resistant  variants  to 
each  of  the  individual  antibiotics. 

We  have  found  that,  by  serial  passage  in 
broth  containing  antibiotics,  staphylococci  can 
soon  be  made  resistant  to  high  concentrations 
if  they  are  exposed  to  the  antibiotics  singly. 
If  antibiotic  pairs  are  used,  resistance  either 
develops  slowly  to  a low  level,  or  not  at  all. 
Strangely  enough,  this  has  been  especially 
true  with  the  nearly  identical  antibiotics, 
erythromycin  and  oleandomycin. 

Because  of  this  observation  some  doubt 
has  arisen  in  our  minds  concerning  the  value 
of  pure  crystalline  antibiotics.  The  highly 
purified  antibiotics,  which  are  commonly 
used  today,  are  less  toxic  than  crude  mix- 
tures. It  seems  quite  probable,  however,  that 
elimination  of  slightly  different  related  anti- 
biotics may  have  favored  the  development 
of  highly  resistant  staphylococci. 

Summary 

Staphylococcal  infections  are  serious  be- 
cause of  the  danger  of  development  of  anti- 
biotic resistance.  Combinations  of  antibiotics, 
each  in  full  therapeutic  dosage,  reduce  the 
chances  for  and  the  extent  of  bacterial  re- 
sistance. Newer  antibiotics  will  probably  be 
more  effective  because  of  the  lack  of  pre- 
vious exposure  to  staphylococci.  • 


for  July,  1958 


41 


Staphylococcal  enteritis 

Report  of  two  cases  and  recent  advances  in  therapy 

James  Garfield,  M.D.,  Denver 


Antibiotics  are  the  villains, 
not  the  heroes,  in  this  disease. 

Giving  them  may  cause  this  frequently 
fatal  entity  and  no  cure 
can  be  obtained  until  antibiotics 
are  discontinued. 


In  the  past  several  years,  there  has  been  an 
increasing  number  of  reports  in  the  litera- 
ture concerning  an  often  fatal  disease  va- 
riously called  “pseudo-membranous  entero- 
colitis” and  “staphylococcal  enteritis.”  Most 
have  occurred  after  operations,  and  almost 
all  of  the  recent  reports  have  concerned 
patients  receiving  various  antibiotics  includ- 
ing chlortetracycline,  oxytetracycline,  chlo- 
ramphenicol, penicillin  and  streptomycin, 
sulfas,  and  even  penicillin  alone. 

Historical 

In  1893,  Finney^  reported  a case  of  “diph- 
theritic colitis”  in  a patient  who  had  had  a 
gastroenterostomy  for  “cicatrizing  ulcer  of 
the  pylorus.”  He  developed  diarrhea  and 
died  fifteen  days  after  operation.  Postmortem 
examination  revealed  an  area  of  hyperemia 
and  hemorrhage  in  the  mucosa  of  the  ileum. 
The  mucosa  was  covered  by  a granular  exu- 
date. Bennett  has  recently  reviewed  slides 
from  this  patient  revealing  groups  of  gram 
positive  cocci. 

From  1893  until  the  antibiotic  era,  there 
were  few  such  reports  in  the  literature.  Since 
1948,  however,  numerous  articles  have  ap- 
peared with  one  author  alone  reporting  107 


cases.-  Although  not  all  patients  had  received 
antibiotics,  the  clinical  syndrome  of  diarrhea, 
shock,  oliguria,  fever,  coma  and  usually  death 
has  been  remarkably  constant. 

In  1948,  Kramer’*  reported  the  sudden  on- 
set of  diarrhea,  oliguria,  high  fever,  shock 
and  death  in  a patient  who  had  been  receiv- 
ing oral  streptomycin.  Hemolytic  staphylo- 
coccus aureus  was  found  in  the  patient’s 
feces.  This  was  the  first  case  in  the  literature 
in  which  the  staphylococcus  was  incrimi- 
nated. 

In  1951,  Jackson  and  Haight*  reported 
ninety-one  cases  of  pneumonococcal  pneu- 
monia treated  with  oxytetracycline.  Seven 
died.  In  three  of  the  seven  fatal  cases,  severe 
diarrhea  was  present.  Cultures  of  the  stool 
and  sputum  revealed  hemolytic  staphylococ- 
cus aureus.  Fairlie  and  KendalP  reported 
five  cases  following  treatment  with  penicillin 
and  streptomycin.  Three  died.  Onset  was 
from  one  to  six  days  after  administration  of 
the  antibiotics.  Cases  that  recovered  were 
treated  only  by  stopping  antibiotics.  In  these, 
the  temperature  responded  within  thirty-six 
hours.  They  suggested  that  the  condition  be 
considered  as  a toxic  reaction  from  disturbed 
intestinal  ecology.  They  also  emphasized  sys- 
temic manifestations  of  shock,  fever,  oliguria 
and  azotemia  although  no  septicemia  was 
present.  Todd  and  Hopps®  reported  two  asso- 
ciated fatal  cases  from  the  same  ward.  Cul- 
tures were  taken  from  all  patients  on  the 
ward.  Seven  patients  and  one  staff  member 
carried  a penicillin  resistant  hemolytic 
staphylococcus.  Three  of  this  group  carried 
an  organism  whose  phage  and  sensitivity 
patterns  were  identical  to  those  of  the  lethal 
organism.  Bedclothes  of  three  other  patients 
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had  the  same  organism.  The  authors  stated 
that  the  role  of  antibiotic  treatment  and 
resistant  staphylococci  in  the  causation  of 
pseudomembranous  enteritis  is  now  firmly 
established. 

This  paper  illustrates  the  importance  of 
cross  infection  in  the  cause  of  this  disease. 
The  majority  of  examples  in  the  literature 
have  occurred  in  hospitalized  patients.  A hos- 
pital ward  is  an  excellent  reservoir  of  anti- 
biotic resistant  staphylococci. 

REPORT  OF  CASES* 

Case  1:  A 55-year-old  white  man  was  admitted 
to  University  Hospital  with  high  fever  and  short- 
ness of  breath.  He  had  been  well  until  two  weeks 
prior  to  admission,  at  which  time  he  had  had 
a squamous  cell  carcinoma  of  the  ear  removed 
at  the  University  Hospital.  The  following  day,  he 
noted  dizziness  and  weakness  followed  by  fever 
and  shortness  of  breath.  He  consulted  his  home 
town  physician,  was  hospitalized  and  treated  with 
chloramphenicol,  penicillin  and  streptomycin. 
Symptoms  continued,  his  fever  rose  to  104°  and 
he  was  transferred  to  the  University  Hospital. 

On  admission,  he  appeared  seriously  ill.  Tem- 
perature was  105°,  pulse  120,  blood  pressure  110/ 
70,  respiration  30  and  labored.  Examination  of 
the  chest  revealed  a few  scattered  rales  and 
rhonchi  and  emphysema.  There  was  gaseous  ab- 
dominal distention.  The  patient  was  having  fre- 
quent small  watery  stools  which  had  begun  the 
previous  day.  He  was  given  one  injection  of  peni- 
cillin 400,000  units  and  streptomycin  .5  grams, 
after  blood  cultures  were  drawn.  The  next  morn- 
ing his  blood  pressure  was  down  to  96/65,  skin 
was  clammy,  pulse  rate  was  120  and  the  tempera- 
ture 103.2°  after  sponging.  Abdominal  distention 
and  chest  findings  were  still  present.  A fecal 
smear  was  made  and  a few  gram  negative  rods 
and  a few  gram  positive  cocci  were  seen.  It  was 
felt  that  the  most  likely  diagnosis  was  staphylo- 
coccus enteritis  and  treatment  with  erythromycin 
was  begun — approximately  eleven  hours  after  ad- 
mission. At  the  same  time,  penicillin  and  strepto- 
mycin were  discontinued  and  stool  cultures  were 
taken.  Urinary  output  in  the  first  twenty-four 
hours  was  100  cc.  Blood  pressure  rose  slowly 
over  the  next  two  days  and  varied  between  110- 
150/70-85.  Urinary  output  increased  to  between 
700  and  900  cc.  on  each  of  the  next  four  days. 
Respirations  and  pulse  remained  rapid.  Chest 
x-rays  were  read  as  normal  except  for  emphy- 
sema. His  temperature  continued  to  spike  to  105° 
and  required  frequent  sponging  to  keep  it  down. 
White  blood  count  on  admission  was  3500  with 
90  per  cent  polymorphonuclears  and  10  per  cent 
lymphocytes.  Hemoglobin  was  14  grams.  Chest 
x-ray,  EKG,  blood  electrolytes  and  spinal  fluid 


•Both  cases  are  from  University  Hospitals,  Iowa  Citj'.  Iowa. 


examinations  were  normal.  Stool  culture  was 
reported  as  showing  no  growth.  The  following 
day,  the  stool  was  cultured  for  staphylococci  and 
none  were  found.  Four  days  after  admission,  his 
blood  pressure  again  dropped  to  96/68.  His  respi- 
rations became  more  labored,  he  vomited,  aspirat- 
ed and  died  despite  administration  of  intravenous 
hydrocortisone,  penicillin  and  chlortetracycline. 

Autopsy  revealed  several  areas  of  marked 
thickening  of  the  bowel  wall  in  the  ileum  and 
jejunum.  In  two  of  these  areas — each  about  three 
inches  long — there  was  hyperemia  and  mild  hem- 
orrhage into  the  mucosa.  No  membrane  was  found. 
There  was  a small  diverticulum  full  of  greenish 
pus.  There  was  early  pneumonia. 

Hemolytic  staphylococcus  aureaus  was  cul- 
tured from  the  sputum  and  the  diverticulum. 
Sensitivity  tests  on  the  organism  revealed  that  it 
was  resistant  to  erythromycin  as  well  as  penicillin, 
streptomycin,  chlortetracycline,  oxytetracycline 
and  chloramphenicol. 

Comments:  This  case  illustrates  an  in- 
stance in  -which  the  disease  was  not  preceded 
by  a major  surgical  procedure.  The  diagnosis 
was  made  on  suscipion  alone  and  treatment 
instituted  despite  the  small  number  of  cocci 
found  in  the  fecal  smear.  Failure  of  treat- 
ment was  not  because  of  tardiness  in  its 
institution,  but  because  of  its  ineffectiveness. 
The  choice  of  antibiotics  was  made  empiri- 
cally because  we  were  unable  to  isolate  the 
organism  before  death.  Autopsy  showed  that 
staphylococci  had  been  replaced  in  the  in- 
testinal lumen  by  normal  flora  but  that 
staphylococci  were  still  flourishing  and  pre- 
sumably elaborating  enterotoxin  in  a small 
diverticulum  of  the  ileum.  Septic  spread  was 
probably  terminal  and  was  probably  aided 
by  the  cortisone  given  without  effective  anti- 
biotic control. 

Nasal  and  anal  smears  were  cultured  from 
all  patients  and  personnel  of  the  ward  where 
this  patient  was  treated.  Of  the  thirty-two 
subjects  tested,  twelve,  including  eight  pa- 
tients and  four  ward  staff  members,  were 
found  to  be  carriers  of  coagulase  positive 
hemolytic  staphylococci.  The  antibiotic  sen- 
sitivities of  those  organisms  are  seen  in 
Table  1.* 

Case  2:  A 62-year-old  white  man  was  admitted 
for  repair  of  inguinal  hernia.  On  admission  exam- 
ination, a small  sessile  polyp  was  found  in  the 
rectum!  This  was  biopsied  and  found  to  be  adeno- 


•Bacteriologic  surveys  done  through  the  cooperation  of  J.  M. 
Smith,  M.D.,  Director  of  Infectious  Disease  Laboratory,  and 
H.  Hasenclever,  Ph.D.,  Department  of  Bacteriology,  University 
Hospitals,  Iowa  City,  Iowa. 
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TABLE  1 

Antibiotic  sensitivity  of  coagulase  producing 
staphylococcus  aureus  strains  isolated  from 
medical  ward  at  University  Hospital 
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carcinoma.  Preoperatively,  he  was  given  procaine 
penicillin  and  streptomycin  for  five  days.  After 
abdominoperineal  resection  he  did  well  until  eight 
days  postoperatively  when  he  developed  intestinal 
obstruction.  He  was  re-explored  and  a loop  of 
bowel,  which  was  caught  in  a rent  in  the  pelvic 
floor,  was  released.  He  was  started  on  oxytetra- 
cycline  250  mgm  every  four  hours.  Postoperatively, 
he  became  distended  and  began  to  pass  large 
amounts  of  liquid  material  from  his  colostomy. 
Three  days  after  the  second  procedure,  his  tem- 
perature rose  to  102.6°  and  he  was  found  to  have 
a cellulitis  around  the  abdominal  wound.  His 
white  blood  count  rose  to  47,000  with  90  per  cent 
polymorphonuclears.  Antibiotics  were  discontinued 
and  mycostatin  was  started.  Temperature  fell  to 
normal,  but  then  rose  again  to  100.6°.  The  colos- 
tomy drainage  rose  to  between  3,000-4,400  cc.  of 
fluid  per  day.  Cultures  from  the  wound  infection 
and  the  stool  both  grew  out  hemolytic  staphylo- 
coccus aureaus  which  was  resistant  to  penicillin, 
streptomycin,  chlortetracycline,  oxytetracycline 
and  erythromycin,  and  sensitive  to  novobiocin  and 
bacitracin  and  chloramphenicol.  A proteus  organ- 
ism was  also  found  in  the  stool.  He  was  started 
on  novobiocin,  250  mgm  every  six  hours.  Forty- 
eight  hours  later  diarrhea  subsided  and  the  tem- 
perature returned  to  normal. 

Comment:  In  this  case,  diarrhea  was  the 
most  prominent  feature.  Neither  shock  nor 
hypotension  occurred.  The  problem  of  treat- 
ing an  infection  caused  by  an  organism  which 
was  resistant  to  most  antibiotics  available 


was  solved  by  using  an  antibiotic,  novobiocin, 
which  had  not  been  used  in  the  hospital  be- 
fore. 

Discussion 

Most  cases  reported  in  the  past  few  years 
are  instances  of  the  entity  which  Kramer 
first  described.  Although  some  authors  have 
reported  finding  no  pathogenic  organisms, 
only  in  the  past  few  years  have  media  been 
routinely  used  on  which  staphylococci  can 
be  isolated. 

Several  authors  believe  that  pseudomem- 
branous enterocolitis  and  staphylococcal  en- 
teritis are  different  entities.  Some  evidence 
for  this  was  given  in  a paper  by  Bearing  and 
Heilman'  from  the  Mayo  Clinic.  In  necropsy 
records  from  the  Mayo  Clinic  from  1927  to 
1936  when  no  antibiotics  were  available, 
forty-two  patients  died  of  pseudomembra- 
nous enterocolitis  while  from  1943  to  1952 
during  the  era  of  antibiotics,  thirty-seven 
patients  died  of  this  disease.  Other  authors 
have  stated  that  no  staphylococci  were  found 
in  their  cases.  Staphylococci  may  be  difficult 
to  find  even  when  looking  for  them  specifi- 
cally. It  is  conceivable  that  staphylococci 
have  caused  this  disease  in  many  or  even  all 
of  these  cases.  In  only  a few  reported  cases 
was  the  organism  looked  for  specifically  and 
not  found.  The  fact  that  many  cases  were 
reported  prior  to  the  antibiotic  era  proves 
that  the  disease  may  occur  in  the  absence  of 
antibiotic  therapy.  The  possibility  that 
staphylococci  may  have  caused  some  of  them 
is  suggested  by  the  finding  of  gram  positive 
cocci  in  Finney’s  case. 

Theoretic  consideration 

Two  types  of  disease  have  been  described. 
Childs’’  presented  one  case  of  each  type,  one 
of  pseudomembranous  enterocolitis  without 
antibiotics  or  surgery  in  which  no  staphylo- 
cocci were  found,  and  one  of  staphylococcal 
enteritis  following  antibiotics  and  surgery. 
He  stated  that  the  histopathology  and  the 
clinical  course  are  identical  and  that  only 
bacteriologic  studies  separate  the  two.  Ac- 
cording to  Bearing  and  Heilmang  the  clinical 
course  of  staphylococcal  enteritis  is  the  re- 
sult of  toxins  produced  by  the  staphylococcus 
aureus  growing  in  great  numbers  in  the  in- 
testinal tract. 


44 


Rocky  Mountain  Medic.al  Journal 


It  is  difficult  to  imagine  any  non-specific 
abnormality  of  the  intestinal  tract  causing  a 
severe,  often  fatal,  disease  which  is  clinically 
and  pathologically  identical  to  another  en- 
tity caused  by  the  absorption  of  the  staphylo- 
coccal enterotoxin.  It  is  more  in  keeping  with 
known  facts  that  all  these  cases  are  caused 
by  staphylococcal  enterotoxin  but  that  the 
staphylococcus  is  difficult  to  isolate  in  many 
cases  and  has  disappeared  by  the  time  of 
death  in  others. 

We  may  assume,  then,  that  the  cause  of 
most,  if  not  all,  of  these  cases  is  the  over- 
growth of  an  antibiotic  resistant  strain  of 
hemolytic  staphylococcus.  It  is  suspected  that 
this  disease  will  become  progressively  more 
common  as  more  resistant  strains  of  staphylo- 
cocci are  produced.  A hint  of  the  adaptability 
of  this  organism  is  found  in  some  figures 
from  the  Mayo  Clinic.^  In  1949,  all  staphylo- 
cocci studied  were  sensitive  to  terramycin 
and  aureomycin.  In  1951,  9 per  cent  were 
resistant.  Later  in  1951,  35  per  cent  were 
resistant  and  in  1953,  45  per  cent  were  re- 
sistant. The  importance  of  this  adaptability 
in  the  treatment  of  staphylococcal  enteritis 
will  be  discussed. 

It  has  been  shown  that  there  is  a ready 
reserve  of  antibiotic  resistant  staphylococci 
in  hospital  personnel.  The  cause  of  the  over- 
growth of  this  organism  is  usually  the  sup- 
pression of  normal  bacterial  flora  by  anti- 
biotics. Administration  of  such  antibiotics 
may  cause  elimination  of  E.  coli  by  the  fourth 
day,  after  which  a staphylococcus  or  other 
organism  resistant  to  the  antibiotic  may  re- 
place the  normal  flora.  The  possibility  of  this 
chain  of  events  occurring  is  more  likely  if 
antibiotics  are  administered  orally  than  if 
they  are  given  parenterally,  but  many  cases 
have  been  reported  following  parenteral  ad- 
ministration. 

Diagnosis 

The  diagnosis  of  this  condition  depends 
almost  entirely  upon  a high  index  of  sus- 
picion. Staphylococcal  enteritis  is  one  of  the 
few  real  medical  emergencies.  Early  diagno- 
sis is  essential  to  successful  therapy.  The 
diagnosis  should  be  made  by  the  clinical 
features  and  a fecal  smear  which  may  con- 
tain large  numbers  of  gram  positive  cocci. 


The  important  clinical  features  include  (1) 
shock  or  hypotension,  (2)  oliguria  or  renal 
shutdown,  (3)  fever — often  going  as  high  as 
106°,  (4)  diarrhea  which,  it  must  be  stressed, 
is  an  inconstant  feature  occurring  in  about 
half  of  the  cases.  The  diarrhea  may  be  mas- 
sive, necessitating  fluid  replacement  of  up 
to  1,000  cc./hour  or  it  may  be  trivial  and 
easily  overlooked.  Other  symptoms  include 
abdominal  pain  and  abdominal  distention. 

Shock  is  often  the  most  striking  clinical 
feature.  It  may  be  rapidly  progressive,  re- 
sistive to  supportive  measures,  and  accom- 
panied by  renal  shutdown.  Speedy  diagnosis 
is  most  important.  Suspicion  is  adequate 
cause  for  beginning  treatment.  If  therapy 
with  a broad  spectrum  antibiotic  is  continued 
in  the  face  of  this  syndrome,  the  bacterio- 
logic  condition  will  remain  the  same  and  the 
patient  will  probably  die. 

Treatment 

Treatment  is  aimed  at  elimination  of  the 
staphylococcus.  To  accomplish  this,  it  is  nec- 
essary to  stop  administration  of  the  anti- 
biotic being  used,  so  that  normal  flora  can 
replace  the  invading  organism.  In  the  past 
most  authors  recommended  giving  erythro- 
mycin since  it  was  supposed  to  be  effective 
against  only  gram  positive  organisms, 
staphylococci  in  particular  (and  therefore 
should  not  continue  to  suppress  the  intestinal 
flora) . In  1953  Bearing  and  Heilman'  stated 
that  the  substitution  of  erythromycin  for 
the  antibiotic  being  used  produced  prompt 
disappearance  of  the  untoward  symptoms 
and  of  the  micrococci  from  the  intestinal 
tract.  Unfortunately,  however,  the  problem 
is  no  longer  so  simple.  In  a report  in  1954, 
Martin®  stated  that  7 per  cent  of  all  staphylo- 
cocci isolated  at  the  Mayo  Clinic  were  resis- 
tant to  erythromycin.  Between  March  1952 
and  February  1954,  thirty-seven  cases  of  in- 
fection by  staphylococci  resistant  to  erythro- 
mycin were  found.  Thirty-two  of  these  were 
in  the  last  year  of  study.  In  a Chicago  hos- 
pital where  erythromycin  was  used  routinely 
instead  of  penicillin,  cultures  of  the  throats 
of  hospital  personnel  five  months  after  the 
use  of  erythromycin  was  begun,  revealed 
that  70  per  cent  of  the  staphylococci  were 
resistant  to  it. 
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Thus  erythromycin  is  no  longer  an  ob- 
vious drug  of  choice  for  enterocolitis.  Be- 
cause of  this,  other  antibiotics  such  as  chlo- 
ramphenicol, neomycin,  polymyxin  and  baci- 
tracin have  been  suggested  in  an  attempt  to 
combat  this  superinfection.  However,  since 
chloramphenicol,  neomycin  and  polymyxin 
are  also  effective  against  normal  intestinal 
flora,  using  them  against  a resistant  staphy- 
lococcus would  probably  be  catastrophic. 

Bacitracin  and  novobiocin 

Bacitracin  deserves  special  mention.  In 
the  group  of  twelve  staphylococcal  organisms 
isolated  from  the  patients  and  ward  person- 
nel of  a medical  ward  of  University  Hospital 
the  organisms  showed  universal  sensitivity 
to  only  two  antibiotics,  bacitracin  and  novo- 
biocin. Bacitracin  was  used  only  occasionally 
in  this  hospital  and  rarely  on  a medical 
ward. 

Use  of  bacitracin  in  staphylococcic  enter- 
itis has  two  theoretic  advantages  in  a locale 
in  which  it  is  rarely  used  otherwise.  Baci- 
tracin is  known  to  be  effective  against  only 
gram  positive  organisms  and  should  not  con- 
tinue to  suppress  the  intestinal  flora.  Also, 
bacitracin  may  be  given  orally  with  no  in- 
testinal absorption  and,  therefore,  with  no 
danger  of  toxicity.  The  suggested  oral  dosage 
in  this  condition  would  be  in  the  range  of 
20,000  to  50,000  units  every  six  hours.  It  must 
be  remembered,  however,  that  if  a staphylo- 
coccal septicemia  is  also  present  an  absorb- 
able drug  must  also  be  used. 

Novobiocin  is  a relatively  new  antibiotic 
and  at  the  time  of  the  study  had  never  been 
used  in  the  University  Hospital.  The  status 
of  novobiocin  is  probably  equivalent  to  that 
of  erythromycin  when  it  first  appeared  on 
the  market.  Although  most  staphylococci  are 
now  sensitive  to  this  drug,  it  can  be  expected 
that  the  organisms  will  develop  resistance 
to  it  if  they  are  exposed  to  it  frequently. 

The  antibiotic  of  choice  ' against  the 
staphylococcus,  therefore,  depends  upon  the 
sensitivity  pattern  of  the  staphylococcal  or- 
ganisms in  the  vicinity.  However,  no  anti- 
biotic which  is  known  to  be  effective  against 
gram  negative  organisms  should  be  used  un- 
less sensitivity  tests  point  to  its  specificity. 


Supportive  therapy 

Supportive  treatment  such  as  control  of 
fever,  use  of  noradrenaline  to  control  shock 
and  good  fluid  balance  control,  especially  in 
the  presence  of  severe  diarrhea,  are  well 
recognized  and  play  an  essential  part  in  the 
treatment.  The  use  of  papaverine  hydro- 
chloride in  an  attempt  to  reverse  oliguria  or 
anuria,  as  suggested  by  Johnstone^®  may  be 
considered. 

The  development  of  an  antitoxin  against 
the  staphylococcal  enterotoxin  would  prob- 
ably be  of  great  value  in  the  treatment  of 
this  disease.  As  it  now  stands,  the  lag  period 
between  the  diagnosis  and  the  eradication 
of  the  enterotoxin  is  often  too  great  and  the 
patient  dies  despite  institution  of  otherwise 
adequate  therapy.  The  effects  of  the  entero- 
toxin are  seen  for  from  twenty-four  to  sev- 
enty-two hours  after  starting  treatment.  An 
effective  antitoxin  might  cut  this  figure  con- 
siderably. However,  development  of  such  an 
antitoxin  would  be  quite  difficult.  It  is  felt 
that  the  enterotoxin  is  a separate  and  indi- 
vidual factor  to  which  man  is  particularly 
suspectible.  Laboratory  animals  resist  high 
doses  of  this  material  and  the  clinical  syn- 
drome of  staphylococcal  enteritis  in  animals 
has  been  described  only  in  chinchillas.  Then, 
too,  the  antigenicity  of  the  enterotoxic  prin- 
ciple has  never  been  proven. 

Prophylaxis 

Many  prophylactic  measures  have  been 
mentioned  in  the  literature  and  some  are 
worthy  of  note:  All  patients  should  be  in 
strict  isolation  since  eradication  of  hemo- 
lytic staphylococci  from  carriers  is  difficult. 
Finland^  found  that  purgatives  tended  to 
precipitate  staphylococcal  enteritis.  He  also 
showed  that  giving  broad  spectrum  antibi- 
otic in  doses  which  are  smaller  than  usual 
lessened  the  danger  of  toxic  effects.  If  chlor- 
tetracycline  or  oxytetracycline  are  given  in 
oral  doses  much  greater  than  1 gram  per  day, 
much  of  the  antibiotic  remains  unabsorbed 
and  causes  local  irritation  of  the  gut.  He 
recommended  using  the  broad  spectrum  anti- 
biotic in  dosages  of  250  mgm  every  four 
hours  orally  for  routine  infections  and  sup- 
plementing this  with  500  mgm  intravenously 


46 


Rocky  Mountain  Medical  Journal 


once  or  twice  daily  for  more  severe  infec- 
tions. 

Other  practical  measures  which  may  be 
of  help  include  avoiding  elective  surgical 
procedures  if  the  patient  has  had  a recent 
upper  respiratory  infection,  and  sterilization 
of  anesthetic  mask,  laryngoscopes,  endotra- 
cheal tubes  used  at  operation  as  these  may 
introduce  staphylococci.®  The  most  important 
measure  that  we  can  take  to  decrease  the 
incidence  of  this  disease  is  to  be  more  re- 
strained in  the  use  and  choice  of  anti- 
biotics. This  applies  especially  to  surgery  for 
antibiotics  are  often  used  prophylactically  in 
surgery.  For  example,  70  per  cent  of  all  post- 
operative patients  on  the  surgical  wards  of 
University  Hospital  at  the  time  of  writing 
were  receiving  either  a combination  of  peni- 
cillin and  streptomycin  or  a broad  spectrum 
antibiotic. 

McKittrick^^  has  shown  that  there  is  a 
little  evidence  that  routine  use  of  postopera- 
tive antibiotics  lessens  postoperative  mor- 
bidity. The  danger  inherent  in  the  use  of 
these  drugs  is  becoming  more  apparent  and 
as  more  staphylococci  develop  resistance  to 
these  drugs,  the  risk  will,  no  doubt,  increase. 


The  only  conclusion  that  can  be  drawn, 
therefore,  is  that  routine  use  of  antibiotics, 
especially  in  hospitahzed  patients  and  par- 
ticularly postoperatively,  is  ill  advised,  for 
we  are  trying  to  prevent  relatively  minor 
infections  at  the  risk  of  exposing  such  pa- 
tients to  an  often  fatal  disease. 

Summary 

Two  cases  of  staphylococcal  enteritis  are 
presented.  The  symptoms  are  caused  by  the 
elaboration  of  a potent  enterotoxin  within 
the  gut.  The  main  symptoms  are  shock,  fever, 
diarrhea,  oliguria,  abdominal  pain  and  dis- 
tention. If  the  disease  is  suspected,  antibiotics 
must  be  stopped  immediately.  Because  of 
the  increasing  number  of  antibiotic  resistant 
staphylococci,  we  can  expect  to  see  a higher 
incidence  of  staphylococcal  enteritis.  This 
infection  occurs  more  often  in  hospitals  than 
outside  because  of  the  high  carrier  rate  of 
antibiotic  resistant  hemolytic  staphylococci 
in  hospital  personnel.  The  possibility  of  the 
occurrence  of  this  often-fatal  infection  must 
be  considered  whenever  antibiotics  are  pre- 
scribed. * references  on  104 


★ *★*★★****★  Creeping  socialism 

Presidential  address^' 

H.  B.  Anderson,  M.D.,  Casper,  President,  Wyoming  State  Medical  Society 


So  FAR  THE  MEDICAL  PROFESSION  has  been  for- 
tunate in  avoiding  socialized  medicine  as 
proposed  in  the  Wagner-Murray-Dingell  bill. 
But  other  bills  such  as  the  Forand  bill  are 
constantly  in  the  hopper  and  may  accomplish 
piecemeal  what  others  were  unable  to  do  in 
a total  program.  The  Forand  bill  is  being 
called  up  for  consideration  in  the  House 
Ways  and  Means  Committee  on  June  16,  the 
Monday  after  this  House  of  Delegates  ad- 
journs. So  when  we  next  meet  there  is  a 

‘Presented  at  the  Annual  Meeting,  June  11-14,  1958,  at 

Moran,  Wyoming. 
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strong  possibility  that  we  may  have  a partial 
system  of  socialized  medicine  in  force  as  the 
law  of  the  land. 

A very  active  campaign  was  waged  against 
the  Wagner  - Murray  - Dingell  bill  by  the 
A.M.A.  but  since  this  program  was  disbanded 
by  the  A.M.A.  there  has  been  too  much  com- 
placency by  the  medical  profession  in  gen- 
eral. And  little  has  been  done  by  organized 
medicine  to  combat  socialization  or  to  offer 
a positive  program  of  our  own,  instead  of  a 
system  of  socialized  medicine. 


47 


The  House  Appropriations  Committee  on 
May  28,  1958,  voted  a substantial  reduction 
in  funds  for  the  civilian  phase  of  the  Defense 
Department’s  Medicare  program,  from  a re- 
quested $71.9  million  to  $60  million.  Unless 
reversed  on  the  House  floor  or  in  the  Senate, 
the  action  means  a limitation  on  the  free 
choice  of  physicians  and  hospitals  that  has 
prevailed  since  Medicare  was  started  in  De- 
cember, 1956.  In  the  vicinity  of  military 
medical  facilities,  the  effect  probably  will  be 
to  wipe  out  civilian  Medicare.  This  is  a good 
example  of  the  attitude  of  government  in 
curbing  the  free  choice  of  physicians  after 
it  once  gets  its  foot  in  the  door.  The  Texas 
Medical  Association  acted  to  combat  this  by 
refusing  to  renew  its  contract  with  Medicare. 

Also  being  presented  is  H.R.  3764,  Rep. 
DingelTs  compulsory  health  insurance  plan 
first  authored  by  his  father,  on  which  hear- 
ings have  not  yet  been  held;  and  H.R.  6141 
which  authorized  medical  care  for  federal 
civilian  employees  and  their  dependents  liv- 
ing overseas  and  which  is  now  pending  in  the 
House. 

Divide  and  conquer 

The  Forand  bill  provides  more  or  less 
automatically  for  prevention  of  free  choice 
of  physician,  as  it  provides  for  hospitalization 
and  specified  surgical  benefits,  if  the  surgical 
services  are  performed  by  a board-certified 
surgeon  or  a member  of  the  American  Col- 
lege of  Surgeons.  (This  is  certainly  a nice 
built-in  device  for  dividing  the  medical  pro- 
fession and  conquering  it.)  If  this  bill  should 
become  law,  and  it  probably  will  if  reported 
out  of  committee.  Socialism  will  be  assured 
in  the  United  States  as  it  is  estimated  that 
within  twenty-five  years,  thirty  to  forty 
million  Americans  will  be  dependent  upon 
the  government  for  their  health  care  and 
practically  all  persons  past  65  will  receive 
Social  Security  checks. 

Other  physicians  are  doing  something  to 
combat  the  spread  of  Socialism.  The  Santa 
Barbara  County  Medical  Society  of  Califor- 
nia has  started  a non-participation  program 
throughout  the  State  of  California  in  refus- 
ing to  go  along  with  the  state  medical  care 
program  for  the  indigent.  As  of  March,  1958, 
one-fourth  of  all  California  County  Medical 


Societies  have  adopted  resolutions  rejecting 
and  refusing  to  cooperate  with  the  state 
medical  welfare  program.  These  physicians 
are  acting  as  ethical  physicians  to  protect 
their  patients  from  a scheme  of  bad  medical 
care — but  they  have  not  withdrawn  their 
services  from  their  welfare  patients.  They 
state:  “Where  any  person  or  member  of  his 
family  is  financially  unable  to  pay  for  medi- 
cal service,  we  will  continue  to  provide  this 
service  free  of  charge.”  I believe  that  no 
matter  how  unusual  or  controversial  the 
step  may  be,  if  a physician’s  motive  is  ethical, 
honorable  and  a protective  measure  for  his 
patient,  the  public  will  react  favorably  and 
give  solid  support.  And  this  has  proved  to 
be  the  case  in  California  as  they  have  not 
received  undue  public  criticism. 

Dr.  Dwight  H.  Murray,  Past  President  of 
the  A.M.A.,  in  his  speech  to  the  House  of 
Delegates  at  the  Clinical  Meeting  of  the 
A.M.A.  in  Seattle,  Washington,  on  November 
27,  1956,  stated:  “In  my  travels  around  the 
country  as  your  representative,  I must  re- 
port that  I have  seen  too  much  complacency 
over  governmental  encroachment  into  medi- 
cal affairs.  And  I am  deadly  serious  when  I 
say  to  you  that  apathy  by  the  few,  or  by  the 
many,  can  be  detrimental  to  all.” 

Practice  controlled 

England,  as  you  know,  has  had  socialized 
medicine  for  some  time.  “All  doctors  engaged 
in  general  practice  in  the  National  Health 
Service  are  now  subject  to  a tribunal  ap- 
pointed under  the  National  Health  Service 
Act.  Of  the  three  members  of  a tribunal,  only 
one  is  a medical  man;  the  chairman  must 
be  a practicing  lawyer;  and  the  third  member 
is  appointed  by  the  Minister  of  Health.  This 
tribunal  has  the  power  to  remove  a doctor’s 
name  from  the  list  of  those  entitled  to  prac- 
tice in  the  National  Health  Service.  If  this 
is  done,  the  doctor  concerned  is  then  unable 
to  engage  in  general  practice  or  to  obtain  a 
hospital  appointment.  This  removal  can  be 
for  an  offense  which  would  not  necessarily 
be  regarded  by  the  General  Medical  Council 
as  infamous  conduct  or  a crime.  This  means 
that  the  British  medical  profession  can  be 
dominated  by  bodies  which  are  not  primarily 
medical  in  character  and  which  may  be 
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affected  by  political  influences.  It  also  means 
that  a doctor  can  be  fined  or  deprived  of  his 
livelihood  for  acts  not  punishable  by  com- 
mon law  and  not  regarded  as  offenses  by  the 
General  Medical  Council.”  (GP  Aug.  1957.) 

If  these  things  can  happen  in  England 
under  socialized  medicine  why  can  it  not 
happen  in  the  United  States  of  America? 

This  same  type  of  thinking  and  regulation 
is  provided  for  in  the  Forand  bill  when  it 
provides  that  surgical  services  must  be  per- 
formed by  a board-certified  surgeon  or  by 
a member  of  the  American  College  of  Sur- 
geons. This  completely  bypasses  the  general 
practitioner  who  is  a member  of  neither 
group,  and  punishes  him  for  not  being  a 
specialist. 

Do  we  then,  as  honorable  physicians,  both 
general  practitioners  and  specialists,  want 
to  participate  in  a government  program  that 
dictates  whom  patients  may  consult  and  how 
they  may  be  treated  by  a physician,  who 
may  not  be  the  physician  of  their  choice? 

To  illustrate  how  widespread  is  legisla- 
tion in  medicine,  250  health  and  medical  bills 
were  introduced  in  the  82nd  Congress,  407 
in  the  83rd  Congress  and  571  in  the  84th  Con- 
gress. With  this  many  bills  being  introduced, 
although  many  never  get  out  of  committee, 
it  is  easy  to  see  that  by  sheer  force  of  numbers 
many  bills  will  be  passed  that  regulate  the 
patient’s  free  choice  of  physician  and  the 
physician’s  right  to  practice  medicine  as  he 
was  trained  to  do. 

It  seems  as  though  the  expansion  of  medi- 
cal and  health  programs  will  go  on  and  on, 
but  it  may  well  be  that  the  government  will 


eventually  run  out  of  taxpayers  to  support 
all  of  the  Welfare  State  schemes. 

However,  we  in  organized  medicine  must 
have  a positive  program  to  offer,  not  just  a 
negative  attitude.  I suggest  that  the  medical 
profession: 

1.  Participate  in  community  life,  such  as 
the  Chamber  of  Commerce,  service  clubs  and 
politics.  Two  of  our  State  Society  members 
have  recently  been  elected  as  mayors  of  their 
communities. 

2.  Do  not  participate  in  welfare  schemes, 
as  without  the  active  aid  and  help  of  the 
medical  profession  socialization  cannot  work. 

3.  Have  membership  in  societies  to  be 
predicated  on  compliance  with  the  regula- 
tions of  the  parent  body,  but  these  regula- 
tions are  to  be  formulated  for  the  good  of  all, 
not  the  few. 

4.  Promote  voluntary  health  programs 
such  as  Blue  Shield  which  is  one  of  our  best 
safeguards  against  socialized  medicine.  And 
it  must  be  sold  on  a community  level,  not  on 
a group  level. 

5.  Support  good  legislation  in  the  state 
and  national  governments,  but  when  legis- 
lation is  against  the  best  interest  of  our  pa- 
tients we  must  fight  to  prevent  its  passage. 

Dr.  David  Long,  consulting  immunologist 
to  English  Ministry  of  Health,  stated  in 
Denver,  June  11,  that  American  physicians 
should  come  up  with  their  own  national 
health  plan  to  head  off  adoption  of  a more 
drastic  socialistic  program  by  the  politi- 
cians. But  I do  not  believe  that  we  should 
socialize  ourselves  just  because  the  politi- 
cians may.  • 


Presidential  address* 

Samuel  R.  Ziegler,  M.D.,  Espanola,  New  Mexico 


It  was  the  feeling  of  those  who  arranged 
this  program,  that  the  President  should  speak 
at  the  END  of  his  term  of  office,  instead  of 

‘Presented  before  the  General  Assembly  of  the  76th  Annual 
Meeting  of  the  New  Mexico  Medical  Society  in  Albuquerque, 
May  14,  1958. 
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giving  an  Inaugural  Address,  as  has  been  the 
custom,  giving  him  an  opportunity  to  sum 
up  the  experiences  and  ideas  which  had  ac- 
cumulated during  the  year.  With  this  I 
agreed,  and  granted,  that  it  should  be  tried 
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at  some  time  in  the  future.  My  good  friend, 
Jim  Sedgwick,  also  agreed  and  was,  I assume, 
very  happy  at  the  idea  of  having  a year  of 
grace  before  tackling  the  job  of  writing  his 
Presidential  Address.  In  any  event,  I am 
afraid  that  we  have  been  the  victims  of  a 
strong  political  collusion. 

I will  review  briefly,  the  events  of  the 
year,  and  incorporate  into  my  remarks  sug- 
gestions for  the  progress  and  improvement 
of  our  organization. 

Three  important  actions  were  taken  by 
last  year’s  House  of  Delegates. 

1.  The  State  Society  was  directed  to  take 
over  the  running  of  the  Annual  Meeting. 

2.  The  State  Society  has  assumed  respon- 
sibility for  collection  of  County,  State  and 
A.M.A.  dues,  and 

3.  The  Council  was  enlarged  by  the  addi- 
tion of  another  Councilor  District. 

The  first  two  of  these  actions  placed  more 
responsibility  at  State  level;  the  third,  in- 
creased representation  at  this  level.  The  plac- 
ing of  more  responsibility  on  the  State  So- 
ciety has  brought  criticism  from  some  areas, 
but  in  this  respect,  to  criticize  the  State 
Society  is  to  criticize  ourselves.  We  ARE  the 
State  Society,  a merger  of  the  local  County 
Societies,  into  a strong  organization  for  a 
greater  voice  in  affairs  which  affect  us  as  a 
group;  for  the  settling  of  interprofessional 
problems  that  cannot  be  handled  at  the  local 
level.  Also,  from  this  group  stems  our  voice 
in  national  affairs. 

You  are  experiencing  the  results  of  the 
State  Society  conducting  the  Annual  Meet- 
ing. By  the  direction  of  the  House  of  Dele- 
gates, a handbook  of  policies  and  procedures 
is  in  the  process  of  preparation.  This  will 
serve  as  a guide  in  the  handling  of  Annual 
State  Meetings.  It  should  prove  an  invaluable 
aid  to  future  committees  appointed  to  this 
task.  To  have  the  full  resources  of  the  State 
Society  available  will  produce  an  Annual 
Meeting  of  which  we  can  be  proud. 

The  collection  of  dues  by  the  State  Society 
has  shown  results  in  its  first  year.  As  of  the 
deadline  of  March  1st,  there  were,  by  far, 
fewer  delinquencies  than  in  previous  years. 


I recommend  this  to  you  as  a continued  func- 
tion of  our  State  Society. 

It  is  the  duty  of  the  Council  to  conduct 
the  interim  business  of  the  Society.  This  is 
not  a responsibility  taken  lightly.  It  means 
a great  sacrifice  of  time  and  resources  for 
each  Councilman.  Support  your  Councilman. 
Know  him,  understand  and  appreciate  his 
position.  The  creation  of  another  Councilor 
District  has  given  the  members  of  the  So- 
ciety more  representation  on  the  Council. 
The  Councilman  is  your  representative  and 
should  voice  your  desires.  This  he  can  do, 
if  you  are  interested  enough  to  give  him  your 
cooperation. 

Heretofore,  the  interim  actions  of  the 
Council  have  been  known  only  to  THEM, 
until  their  report  was  submitted  to  the  House 
of  Delegates,  at  the  Annual  Meeting,  unless, 
of  course,  these  actions  were  such  as  to  af- 
fect the  entire  membership  of  the  State  at  a 
very  definite  time,  and  in  a very  tangible 
way,  such  as  the  decision  concerning  the 
Department  of  Public  Welfare  of  January, 
1958. 

I make  this  recommendation.  That  the 
minutes  of  the  Council  Meetings  be  sent  to 
each  County  Society  for  open  reading.  I fur- 
ther recommend  that,  whenever  possible, 
each  County  Society  be  informed  sufficiently 
in  advance  of  all  Council  Meetings,  in  order 
that  they  may  contact  their  Councilman  con- 
cerning any  problems  which  they  wish  pre- 
sented, or  any  criticism  which  they  have  to 
offer.  The  Council  has  a difficult  job  and 
will  welcome  your  help  and  advice. 

In  this  respect,  do  not  be  too  quick  to 
judge  and  condemn  those  who  work  hard  to 
represent  you.  Many  are  content  to  sit  back 
and  let  the  other  fellow  do  the  work,  yet  are 
free  with  criticism  when  things  do  not  go 
according  to  their  liking. 

Each  month  the  State  Society  published 
a Newsletter  with  valuable  information  for 
you.  Much  of  the  material  is  an  attempt  to 
inform  you  of  coming  events  and  pending 
actions.  In  some  letters,  you  were  urged  to 
express  your  opinions  and  ideas  to  your 
Councilman  and  in  one  item,  even  presented 
questions  on  which  specific  answers  were 
requested.  I think  it  will  be  enough  to  say 
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that  at  no  time  were  any  of  the  Councilmen 
beseiged  with  any  answers  to  these  requests, 
and  in  one  case  when  no  opinions  were  forth- 
coming, a Councilman  had  to  take  a poll  by 
phone  to  get  any  idea  at  all  as  to  the  thinking 
of  those  within  his  district.  Gentlemen,  in- 
formation will  do  you  no  good  in  File  13.  It 
pays  to  be  informed. 


One  of  the  high  spots  of  the  year  was  our 
Mid-Winter  Medico-Legal  Seminar.  This  was 
enthusiastically  received  by  the  legal  pro- 
fession. It  was  a thrill  to  me  to  see  an  over- 
flowing conference  room  on  Sunday  morn- 
ing. There  was  a wealth  of  information  there 
for  all  of  us;  I am  sure  that  a fuller  under- 
standing was  developed  between  our  two 
great  professions.  I am  just  as  sure  that  we 
have  only  scratched  the  surface  of  the  prob- 
lems which  exist.  I do  not  know  whether  the 
A.M.A.  would  furnish  the  talent  for  such  an 
event,  year  after  year,  but  I am  certain  there 
is  a wealth  of  talent  within  the  state  both 
medically  and  legally  to  carry  on  well 
planned  medical-legal  conferences. 

In  my  own  experience,  and  in  talking 
with  others,  I am  sure  that  a groundwork  of 
new  understanding  has  been  established  be- 
tween the  two  professions.  There  are  many 
who  missed  this  experience.  I recommend 
that  the  State  Society  sponsor  a yearly  Med- 
ico-Legal Seminar.  This  project  should  con- 
tinue to  be  the  responsibility  of  the  Public 
Relations  Committee. 

From  the  public  relations  aspect,  the  State 
Society  should  continue  to  participate  in  sci- 
ence fairs.  The  contribution  we  make  at  the 
county  level  is  of  great  importance,  in  that 
it  brings  about  a closer  relationship  with  the 
youngsters  who  need  our  help  and  moral 
support  in  developing  their  projects.  What 
we  can  give  of  ourselves,  our  time,  is  im- 
portant in  stimulating  the  interest  of  worthy 
young  people,  in  medicine.  To  follow  through 
with  a scholarship  at  the  State  Science  Fair, 
worthy  of  the  effort  of  these  youngsters,  is 
but  a natural  culmination  of  our  interest  at 
the  county  level. 

One  of  the  major  problems  which  con- 
fronted us  during  the  year  was  the  public 
welfare  situation.  Every  attempt  was  made 


to  keep  you  advised  of  the  situation  and  to 
obtain  your  ideas  and  opinions.  I,  personally, 
presented  the  problems  to  many  County  So- 
cieties and  your  Councilman  approached 
many  of  you  on  the  subject.  Special  editions 
of  the  Newsletter  were  published  outlining 
the  reasons  for  the  dilemma,  giving  you  the 
Welfare  Department’s  proposal.  The  Advi- 
sory Committee  to  the  Department  of  Public 
Welfare  spent  many  hours  in  conference  be- 
fore submitting  to  the  Council  the  plan  of 
the  Department. 

The  background  briefly  is  this:  Ear- 
marked funds  have  been  taken  away  from 
DPW.  For  several  reasons,  the  last  Legisla- 
ture failed  to  appropriate  adequate  funds 
for  the  program.  Those  reasons  are  as  fol- 
lows: 

1.  Lack  of  interest  of  the  Legislature  in 
the  program. 

2.  Ineffective  presentation  of  the  problem 
to  the  Legislature,  and  lack  of  an  effective 
lobby. 

3.  Failure  to  take  into  consideration  in- 
crease in  welfare  clients  and,  more  impor- 
tant, increase  in  usage  of  the  medical  plan 
by  welfare  clients.  The  effect  was  that  the 
department  began  the  fiscal  year  1957-58 
with  a deficit  and  continued  to  run  a greater 
deficit  in  the  Medical  Pooled  Fund  each 
month  until  it  became  obvious  that  drastic 
measures  would  have  to  be  taken. 

The  plan,  which  was  submitted  to  us,  for 
meeting  this  crisis  was: 

1.  The  medical  profession  was  asked  to 
take  a 10  per  cent  cut  in  fees  under  $50.00, 
and  a 20  per  cent  cut  in  fees  over  $50.00. 

2.  We  were  asked  to  treat  only  those  pa- 
tients whom  we  would  certify  fell  into  five 
limited  categories. 

In  the  first  request,  we  were  asked  to  take 
cuts  in  fees  already  at  a bare  minimum. 
True,  these  cuts  would  be  insignificant  since 
the  fee  schedule  is  already  about  one-fourth 
of  our  average  fees.  To  analyze  the  situation, 
the  amount  saved  by  such  a move  would  not 
meet  the  growing  deficit  in  the  welfare 
needs.  An  example  of  how  little  it  would 
help  can  be  seen  in  a statement  by  the  De- 
partment of  Public  Welfare  concerning 
March  disbursements.  “Disbursements  from 
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the  Medical  Pooled  Funds  for  March,  1958, 
amounted  to  $109,556.00,  compared  with  $113,- 
893.00  in  March,  1957,  which  is  a decrease 
of  $4,337.00  or  3.8  per  cent.  This  is  the  first 
month  of  fiscal  1958  that  disbursements  have 
been  lower  than  for  the  corresponding  month 
in  fiscal  1957.”  “Payments  to  physicians  in 
March,  1958,  amounted  to  only  $7,278.00,  com- 
pared with  $37,307.00  in  March,  1957,  a de- 
crease of  80.5  per  cent.”  In  spite  of  a saving 
of  80.5  per  cent  in  vendor  payments,  the  total 
expenditure  was  down  only  3.8  per  cent.  It 
becomes  obvious,  therefore,  that  vendor  pay- 
ments are  not  breaking  the  bank,  nor  is 
cutting  them  out,  entirely,  an  answer  to  the 
problem. 

Usage  of  the  plan  is  a far  more  important 
problem.  It  was  at  this  phase  that  the  second 
part  of  the  welfare  proposal  was  directed. 
Again,  the  physician  was  placed  in  an  unfair 
situation.  Actually,  we  were  placed  in  the 
position  of  running  the  medical  care  pro- 
gram for  the  department,  in  that  we  would 
have  to  decide  which  of  their  clients  would 
be  furnished  care  under  the  program. 

The  proposal  was  submitted  to  the  Coun- 
cil by  the  Liaison  Committee  to  the  DPW. 
This  committee  had  spent  many  hours  in 
session  with  the  department  officials  and  I 
am  sure  were  sincere  in  their  approach  to  a 
problem  which  actually  seemed  to  have  no 
real  answer.  However,  since  this,  committee 
has  no  function  other  than  liaison,  their  task 
was  finished,  once  the  report  was  submitted 
to  the  Council. 

Majority  opiniari:  - ^ 

I have  outlined  previously  how  informa- 
tion was  disseminated  by  the  Newsletter, 
and  the  attempt  of  the  officers  and  Council- 
men  to  get  an  expression  of  opinion  from 
throughout  the  state.  Armed,  therefore,  with 
what  was  felt  to  be  a majority  opinion,  the 
decision  of  the  Council,  which  you  know  so 
well,  was  reached  after  two  lengthy  sessions 
with  DPW  officials  and  the  State  Board  of 
Public  Welfare. 

Whether  the  answer  of  the  Council  was 
entirely  right  or  entirely  wrong  is  not  the 
major' issue.  Their  sincerity  and  desire  to  do 
the  right  thing  is  more  important.  Despite 
subsequent  censure  and  criticism,  their  deci- 
sion was  backed  by  a majority  feeling,  at 


least  a majority  feeling  of  those  who  had 
been  interested  enough  to  express  themselves 
prior  to  the  making  of  a final  decision. 

The  resolution  submitted  to  the  State 
Board  of  Public  Welfare  was  based  on  fact 
already  outlined.  These  I will  repeat. 

1.  The  small  reduction  of  already  mini- 
mal fees  would  in  no  manner  begin  to  make 
up  the  deficit. 

2.  Rather  than  be  placed  in  a position  of 
quibbling  about  fees,  it  was  felt  that  to 
render  service  for  no  fee  seemed  more  in 
keeping  with  the  heritage  of  medicine. 

3.  It  was  felt  that  the  physicians  of  the 
state  should  not  be  placed  in  a position  of 
running  the  Medical  Care  Program  by  de- 
ciding who  should  and  who  should  not  re- 
ceive care  as  clients  of  the  DPW. 


It  is  to  be  noted  that  the  second  paragraph 
of  the  resolution  presented  by  the  Council 
to  the  State  Public  Welfare  Board  stated, 
“The  Society  will  recommend  to  its  members 
that  they  furnish  essential  medical  care.”  It 
was  not  the  intention  of  the  Council  to  order 
participation,  but  to  enlist  cooperation  of  its 
members.  It  is  with  a sense  of  deep  pride 
that  I say  your  cooperation  in  a bad  situation 
has  been  worthy  of  commendation.  I feel  it 
speaks  again,  in  no  uncertain  terms,  for  the 
high  principles  of  our  profession. 

The  problem  is  not  solved.  Our  proposal 
extends  only  to  June  30,  1958.  Let’s  face  it. 
There  will  be  no  more  money  available  dur- 
ing the  second  year  of  the  biennium  than 
there  was  for  the  first  year.  There  is  no  in- 
dication that  usage  will  be  markedly  re- 
duced. In  this  vein,  I call  your  attention  to 
the  final  paragraph  of  the  resolution  pre- 
sented to  the  DPW.  It  recommends,  “that 
DPW  undertake  to  achieve  a reduction  of  its 
total  caseload  by: 

“1.  more  thorough  investigation  of  eli- 
gibility, and 

“2.  more  thorough  enforcements  in  local 
offices  of  established  policies  and  proce- 
dures.” 

On  quote  from  an  interoffice  memoran- 
dum from  Mr.  Robert  E.  Pritchett,  State  Di- 
rector of  the  DWP,  dated  January  20,  1958: 
“During  the  past  six  months,  we  have  con- 
centrated on  staff  development  in  terms  of 
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helping  the  County  Office  Staff  to  better 
understand  and  apply  established  policies 
and  procedures.  One  of  our  staff  is  now  de- 
voting full  time  to  staff  development.  The 
matter  of  both  the  development  of  policy 
and  the  development  of  staff  in  their  ability 
to  more  intelligently  and  effectively  use  pol- 
icy and  procedures  is  one  which  demands 
continuous  attention  and  effort.” 

While  on  this  subject,  I take  the  liberty 
of  expressing  a few  personal  ideas.  They  are 
things  which  we  should  seriously  consider 
as  we  look  forward  to  further  negotiations 
with  the  DPW.  If  the  State  of  New  Mexico  is 
to  run  a Public  Welfare  Program,  it  should 
face  the  problem  realistically,  and  not  treat 
it  as  a foster  child.  The  directorship  should 
be  taken  out  of  politics  and  made  a career 
position,  which  would  insure  some  continuity 
of  thinking  in  policies,  procedures  and  bud- 
get. I cannot  conceive  that  maximum  effi- 
ciency can  be  maintained  changing  directors 
with  each  administration,  some  coming  into 
the  position  completely  inexperienced.  The 
revocation  of  the  Lien  and  Relative  Respon- 
sibility Laws  were  steps  backward  and  have 
again  placed  the  taxpayer  in  the  position  of 
the  supporting  relative  of  many  indigents 
and  pseudo-indigents. 

To  quote  a good  friend  and  honored  col- 
league, I feel  that  under  the  present  arrange- 
ments we  are  rendering  charity,  not  to  the 
welfare  client  but  to  the  DPW  and  the  State 
of  New  Mexico.  We  share  the  tax  burden  of 
the  state  as  taxpayers,  but  under  the  present 
arrangements  actually  pay  an  additional  tax, 
in  time  and  energy,  by  caring  for  patients 
the  state  has  undertaken  to  support  with  tax 
money.  A realistic  fee  schedule  should  be 
worked  out,  based  on  consideration  of  the 
physician’s  time  and  service.  It  would  be 
well  to  seriously  consider  the  use  of  a Vol- 
untary Health  Insurance  Agency,  such  as 
Colorado  has  done  in  their  Old  Age  Assist- 
ance Program.  It  will  not  be  long  until  we 
can  gain  a great  deal  of  knowledge  from 
Colorado’s  experience.  DPW  wants  and  needs 
our  support  in  presenting  a realistic  medical 
care  budget  to  the  next  Legislature.  Through 
our  Liaison  Committee,  we  should  give  them 
our  support,  not  only  in  the  study  of  the 


budget  but  in  producing  an  effective  lobby. 

Last  and  perhaps  not  least,  the  Council 
should  be  given  a vote  of  confidence  in  en- 
tering into  future  negotiations  with  DPW. 
I recommend  that  the  Liaison  Committee  to 
DPW  be  so  appointed  as  to  have  one  member 
delegate  from  each  Councilor  District,  and 
that  this  committee  be  empowered  by  the 
House  of  Delegates  with  voting  power,  along 
with  the  Council,  in  matters  which  pertain 
to  renegotiation  with  the  State  Board  of  Pub- 
lic Welfare.  The  alternative  to  the  recom- 
mendation would  be  that  negotiations  be 
handled  by  a special  session,  or  sessions,  of 
the  House  of  Delegates.  More  could  be  said, 
but  the  time  allotted  to  me  makes  it  neces- 
sary to  go  on  to  other  subjects. 

At  the  direction  of  the  House  of  Delegates, 
the  Medico-Legal  Committee  has  worked  out 
a standard  insurance  form  which  has  been 
approved  by  the  Council,  pending  certain 
minor  changes  by  the  House.  This  is  an 
example  of  the  type  of  work  done  by  this 
committee.  They  are  constantly  alert  to  the 
problems  of  medical  insurance,  personal  in- 
surance, medical-legal  relationship.  They  are 
beginning  to  work  on  this  subject  of  work- 
men’s compensation  insurance. 

The  work  of  the  Public  Health  Committee 
has  insured  a healthy  continuance  of  rela- 
tionships between  the  State  Society  and  the 
State  Department  of  Public  Health.  As  di- 
rected, this  committee  has  continued  to  criti- 
cally examine  the  efforts  of  this  department. 
There  has  been  an  earnest  effort  on  the  part 
of  the  State  Director  to  cooperate  fully  with 
the  State  Society.  One  example  of  this  co- 
operation is  that  only  through  his  efforts 
were  we  able  to  send  our  Civil  Defense  Chair- 
man to  the  regional  meeting  of  the  A.M.A. 
Civil  Defense  Committee  in  Dallas. 

After  thorough  investigation,  the  Griev- 
ance Committee  reached  a final  decision  on 
the  subject  of  relationship  between  Doctors 
of  Medicine  and  Osteopaths.  This  was  done 
at  the  direction  of  last  year’s  House  of  Dele- 
gates. The  committee  recommended  that  the 
State  Society  reaffirm  the  Code  of  Ethics  of 
the  A.M.A.  in  that  Section  HI  expresses  the 
following  fundamental  concepts:  “There 
should  be  no  voluntary  professional  associa- 
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. . . in  Skin  DiS6SlS6S:  In  a study  of  26  patients  with  severe  der- 
matoses, ARiSTOCORT  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^, . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved^.,. absence  of  serious  side  effects  specifically  noted.^’^’® 


...in  HllGUniditOid  .Artliritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients'*. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARISTOCORT  therapy). 
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Triamcinolone  LEDERLE 


,..in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.'^ 

...in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®’®. ..  Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.^®’ Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.^® 
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Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  VI 
in  rheumatoid  arthritis,  by  Vs  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vs  to  Vz  in  inflammatory  and  allergic  skin  diseases. 
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tion  between  Doctors  of  Medicine  and  Osteo- 
paths.” It  was  the  feeling  of  the  Council  that 
it  is  impossible  to  spell-out  hypothetical  situ- 
ations, and  that  the  Grievance  Committee  in 
local  societies  may  interpret  questions  re- 
quiring individual  interpretations. 

We  have  one  full  year  of  Medicare  behind 
us.  From  the  technical  aspects  of  administra- 
tion, it  has  worked  fairly  smooth.  Thanks  to 
a hard  working  administrator  and  a hard 
working  and  conscientious  Adjudication 
Committee.  It  was  through  the  alertness  of 
our  Adjudication  Chairman  and  our  Contract 
Committee  that  a very  favorable  and  highly 
acceptable  contract  renegotiation  was  af- 
fected. 

Medicare  would  give  me  a good  oppor- 
tunity to  go  on  to  other  subjects  of  national 
scope,  such  as  the  “third  party”  in  medicine, 
and  the  Forand  Bill.  Time  permits  but  a 
resume  of  the  more  immediate  problems  at 
the  state  level. 

With  the  growth  in  numbers  and  the  in- 
crease in  responsibility  of  your  state  or- 
ganization, there  is  one  more  recommenda- 
tion which  I make.  It  is  one  to  which  we 
should  give  serious  consideration.  We  badly 
need  an  adequate,  readily  accessible  office 
for  our  State  Society  headquarters.  The  pres- 
ent office  is  inaccessible,  lacking  in  facilities 
for  adequate  filing,  and  accommodations  for 
committee  meetings.  Therefore,  this  Society 
should  take  immediate  steps  to  remedy  the 
situation.  We  should  own  our  own  building. 
This  is  not  an  impossibility.  All  of  us  would 
like  to  see  a state  office  building  of  which 
we  can  be  proud. 

In  closing,  I would  like  to  quote  Dr.  Julian 
P.  Price,  member  of  the  A.M.A.  Board  of 
Trustees,  who  had  this  to  say  in  a speech  de- 
livered in  October,  1957,  entitled  “The  Health 
of  the  Nation”: 

“In  the  great  family  of  medicine,  there 
are  many  individuals  and  organizations  with 
distinctive  functions  and  activities.  In  the 
course  of  their  work  they  come  in  close  con- 
tact with  other  members  of  the  family  and 
it  is  inevitable  that  there  be  arguments  and 
at  times  difference  of  opinion.  Such  discus- 


sion, if  carried  on  with  mutual  respect,  is 
healthy  and  makes  for  progress.  Unfortu- 
nately there  are  some  who  become  so  im- 
pressed with  their  own  importance  and  so 
convinced  of  their  own  omniscience  that  they 
become  highly  critical  and  at  times  hostile 
toward  those  who  do  not  agree  with  them. 
Such  an  attitude  has  helped  to  mar  the  good 
relations  which  should  exist  and  has  been 
one  of  the  weaknesses  of  our  medical  family 
life.  Individuals  and  organizations  in  medi- 
cine would  do  well  to  adopt  a simple  code 
of  conduct  for  the  conference  table — argue 
with  reason  and  not  with  emotion,  present 
facts  and  not  fiction,  give  others  credit  for 
being  intelligent,  respect  their  sincerity  and 
honesty,  and  be  courteous.” 

We  are  a small,  closely  knit  group  in 
New  Mexico.  Let  us  hope  that  the  attitude 
which  Dr.  Price  feels  is  a weakness  in  many 
medical  groups  does  not  become  our  weak- 
ness. 

In  looking  to  ourselves  as  individuals,  we 
are  fortunate  indeed  to  have  at  our  finger 
tips  the  best  training  in  the  world.  To  know 
that  we  are  fortunate,  one  has  only  to  look 
about  him  at  things  which  are  happening 
elsewhere  on  the  globe.  It  has  been  said  of 
us  that  our  greatest  assets  are  our  greatest 
weaknesses.  With  our  excellent  training  and 
abundant  knowledge;  with  the  freedom  as  it 
exists  for,  are  we  losing  touch  with  the  fact 
that  the  practice  of  medicine  is  an  act  and 
a profession  of  service?  Have  we  come  to 
regard  it  primarily  as  a science  and  a way 
to  make  a living?  Is  there  a tendency  to 
think  of  the  patient  as  a problem,  rather  than 
a person  to  be  helped?  Is  this  an  insidious 
influence  which  is  creeping  in  to  lower  the 
effectiveness  and  prestige  of  the  physician? 
Is  there  a tendency  to  rely  on  tools  and  tests 
and  not  enough  on  intelligence  and  reason, 
and  is  it  widening  the  gap  between  us  as 
physicians  and  our  patients? 

Let  us  certainly  be  men  of  science,  but 
more  than  that,  let  us  also  be  men  of  service, 
respecting  the  emotions  and  feelings  of 
others,  not  only  our  patients  but  our  fellow 
physicians.  Above  all,  let  us  respect  our 
ideals  and  be  willing,  as  individuals,  to  work 
to  see  that  these  ideals  survive.  • 
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Pro-Banthfne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthme  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
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Specific  Clinical  Applications:  Functional 
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table bowel) , biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
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THE 

WASHINGTON 

SCENE 


A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  A.M.A. 

After  five  months  of  almost  no  action  whatever 
on  health-medical  bills,  Congress  turned  toward 
them  late  in  the  session,  with  the  result  that  quite 
a number  may  be  passed  before  the  expected  mid- 
August  adjournment. 

Most  important,  the  House  Ways  and  Means 
Committee  held  two  weeks  of  hearings  on  the 
Forand  bill  and  other  Social  Security  issues.  The 
Forand  bill  is  a highly  controversial  piece  of  legis- 
lation that  first  came  before  Congress  in  another 
form  six  years  ago  but  on  which  no  action  has 
been  taken.  The  bill,  strongly  opposed  by  the 
American  Medical  Association  and  most  other  pro- 
fessional groups,  would  offer  up  to  120  days  a 
year  of  hospital-nursing  home  care  plus  surgical 
services  to  Social  Security  beneficiaries. 

Critics  of  the  Forand  bill  list  among  their 
principal  objections  that  the  age  line  couldn’t  be 
held  once  the  program  were  set  up,  and  that  the 
result  eventually  would  be  total  national  com- 
pulsory health  insurance. 


There  was  no  indication  from  the  committee 
whether  it  really  was  serious  about  the  Forand 
bill  or  was  admitting  testimony  on  it  merely  be- 
cause there  was  no  easy  way  to  stop  such  testi- 
mony once  it  was  decided  to  open  up  the  Social 
Security  program.  There  was  evidence  that  the 
committee  probably  would  give  priority  to  in- 
creases in  public  assistance  payments,  in  view  of 
the  unusually  large  numbers  of  unemployed. 

There  was  also  an  unexpected  flare-up  over 
Medicare,  the  military  dependent  medical  care 
program  that  has  been  in  effect  for  eighteen 
months.  Here  the  House  Appropriations  Commit- 
tee, acting  on  misinformation,  decided  it  would 
save  tax  money  by  cutting  down  on  funds  for  the 
civilian  phase  of  Medicare,  thereby  forcing  more 
dependents  to  use  military  hospitals,  which  al- 
ready care  for  about  60  per  cent  of  them. 

However,  before  the  money  bill  passed  the 
House,  proponents  of  the  cut  were  convinced  that 
they  might  have  gone  too  far.  They  agreed  to 
adopt  in  conference  any  reasonable  amendments 
that  might  be  worked  out  with  the  Senate. 

American  Medical  Association,  American  Hos- 
pital Association  and  other  professional  groups 
carried  on  the  fight  to  save  Medicare. 

Late  in  the  session,  Senate  committee  decided 
to  approve  FHA-type  mortgage  insurance  for  pro- 
prietary nursing  homes.  This  proposal  had  been 
supported  by  the  American  Medical  Association. 
Speaking  for  the  Association,  Dr.  R.  B.  Robins 
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told  the  Senators  that  most  of  the  aged  population 
needs  a certain  amount  of  skilled  nursing  and 
medical  care,  but  not  necessarily  expensive  hos- 
pital care.  He  said  that  if  more  and  better  nursing 
homes  were  built,  one  of  the  major  problems  of 
the  aged  population  would  be  solved. 

Congress  also  indicated  it  would  enact  a num- 
ber of  other  health  bills,  including  the  following: 

A three-year  extension  of  the  Hill-Burton  hos- 
pital construction  program,  with  an  amendment 
to  allow  loans  in  place  of  grants  to  institutions 
that  objected  to  direct  government  aid  for  re- 
ligious reasons. 

Salary  increases  for  medical  personnel  in  Vet- 
erans Administration  and  general  pay  raises  for 
the  military,  which  would  benefit  doctors  in 
uniform. 

Authorization  for  grants  totaling  $1  million  a 
year  to  the  nation’s  schools  of  public  health;  this 
was  amended  to  rule  out  use  of  the  money  for 
ordinary  operating  expenses. 

A public  works  program,  under  which  com- 
munities would  be  eligible  for  grants  to  build 
schools,  hospitals,  nursing  homes  and  other  facili- 
ties. 

Notes: 

Congressmen  frequently  sound  out  voter  senti- 
ment through  the  well-used  poll  method.  A recent 
one  by  Rep.  Harold  Collier  (R.,  111.),  who  comes 
from  Chicago,  turned  up  some  interesting  views 


on  the  question  of  whether  the  Social  Security 
system  should  be  used  to  finance  medical  care  to 
all  those  under  the  program.  Opposed  were  73 
per  cent,  favoring  were  26  per  cent,  and  only  1 
per  cent  had  no  opinion.  On  the  question  of  ex- 
panding mandatory  Social  Security,  the  response 
was  47  per  cent  yes,  48  per  cent  no,  and  5 per  cent 
no  opinion. 

The  National  Health  Survey  has  found  in  a 
preliminary  study  that  twenty-five  million  per- 
sons in  the  country  were  injured  badly  enough 
in  the  second  half  of  1957  to  require  medical  at- 
tention or  to  limit  their  activities  for  at  least  a 
day.  Home  accidents  led  the  cause  of  injuries, 
40.3  per  cent;  work  accidents,  16.7  per  cent;  motor 
accidents,  9.8  per  cent,  and  others  (including  vio- 
lence), 33.1  per  cent. 

The  A.M.A.  has  gone  to  bat  for  the  post  of 
Assistant  Secretary  of  Defense  for  health  and 
medical  affairs.  Under  proposals  of  the  adminis- 
tration and  Congress,  the  job  would  be  down- 
graded to  that  of  special  assistant.  Dr.  F.  J.  L. 
Blasingame,  A.M.A.  general  manager,  told  Con- 
gress the  best  interests  of  the  military,  the  medical 
services  and  the  country  would  be  served  by 
continuing  the  post. 

Dr.  James  V.  Lowry  has  been  named  Chief  of 
the  Bureau  of  Medical  Services.  He  has  served  as 
Deputy  Chief  under  the  late  Dr.  John  Cronin. 
Dr.  Lowry  is  a graduate  of  the  University  of  Wis- 
consin Medical  School. 


In  a recent  140-patient  study^  DIMETANE 
gave  “more  relief  or  was  superior  to 
other  antihistamines,”  in  63,  or  45%  of 
a group  manifesting  a variety  of  allergic 
conditions.  Gave  good  to  excellent  re- 
sults in  87%.  Was  well  tolerated  in  92%. 
Only  11  patients  (8%)  experienced  any 
side  reactions  and  5 of  these  could  not 
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Twentieth  Midsummer  Radiological 
Conference,  Rocky  Mountain 
Radiological  Society 

Shirley-Savoy  Hotel,  Denver,  Colorado 
August  14,  15,  16,  1958 

Thursday,  August  14,  1958 

Morning 

9 :00 — Registration. 

10:45 — Addresses  of  Welcome:  Rocky  Mountain 
Radiological  Society,  Angus  K.  Wilson,  M.D.,  Salt 
Lake  City,  President;  The  Radiological  Society  of 
North  America,  Leo  G.  Rigler,  M.D.,  Los  Angeles, 
California,  President;  The  American  Roentgen  Ray 
Society,  Wendell  Scott,  M.D.,  St.  Louis,  Missouri, 
President;  The  American  College  of  Radiology, 
Vincent  W.  Archer,  M.D.,  University,  Virginia, 
President;  Colorado  Radiological  Society,  James 
W.  Lewis,  M.D.,  Colorado  Springs,  President;  Colo- 
rado State  Medical  Society,  Clare  C.  Wiley,  M.D., 
Longmont,  Colorado,  President;  Denver  Medical 


Society,  James  M.  Perkins,  M.D.,  Denver,  Presi- 
dent. 

11:30 — Radiation  Hazards,  Leo  G.  Rigler,  M.D.,  Los 
Angeles. 

Afternoon 

12:00-1:15  — Luncheon  — Informal  meeting  with 
Guest  Speakers.  Angus  K.  Wilson,  M.D.,  President, 
Rocky  Mountain  Radiological  Society,  Presiding. 
1:15 — The  Amplifying  Fluoroscope  Screen,  B.  Ka- 
zan, RCA  Laboratories,  Princeton,  N.  J. 

1:45 — The  Amplifying  Fluoroscope  Screen  — Its 
Present  Use  and  Limitations,  Ellwood  W.  Godfrey, 
M.D.,  Princeton,  N.  J. 

2:05 — Question  and  Answer  Period — Mr.  Kazan 
and  Dr.  Godfrey  Presiding. 

2:20 — Doxinate  as  an  Adjunct  in  the  Roentgeno- 
logical Investigation  of  the  Digestive  Tract,  Angus 
K.  Wilson,  M.D.,  Salt  Lake  City. 

2:40 — Destructive  Changes  in  Bone,  Gwilym  S. 
Lodwick,  M.D.,  Columbia,  Missouri. 

3:10 — Visit  the  Exhibits. 

3:50 — Mr.  Robert  Morrison,  Eastman  Kodak  Com- 
pany, Rochester,  N.  Y. 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Rood  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 

E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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Sulfaguanidine 2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

Adults:  Initially  1 or  2 tablespoons  from  I 
four  to  six  times  daily,  or  1 or  2 tea-  L 
spoons  after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vz  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

Bottles  of  16  fl.  oz. 

Exempt  l4arcotic.  Available  on  Prescription  Only. 
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4:20 — Estimation  of  the  Duration  of  Human  Cancer 
Prior  to  Diagnosis,  Vincent  P.  Collins,  M.D.,  Hous- 
ton. 

5:00 — Executive  Session. 

Evening 

6:00 — Guest  Speakers’  Dinner — Informal.  All  mem- 
bers, visiting  radiologists  and  wives  invited.  Shir- 
ley-Savoy  Hotel. 

8:00 — Memorial  Lecture  in  Honor  of  Dr.  James  P. 
Kerby — Joint  Meeting  with  the  Denver  Medical 
Society.  A Review  of  the  Clinical  and  Radiographic 
Features  of  Infantile  Cortical  Hyperostosis,  John 
Caffey,  M.D.,  New  York. 

Friday,  August  15, 1958 

Morning 

9:00 — Some  Delayed  Radiation  Effects,  Gerald  S. 
Maresh,  M.D.,  Denver. 

9:20 — Recent  Advances  in  the  Chemotherapeusis  of 
Cancer,  Henry  D.  Diamond,  M.D.,  New  York. 

10:00 — E.  Dale  Trout,  Ph.D.,  General  Electric  X-ray 
Company,  Milwaukee. 

10:30 — Visit  the  Exhibits. 

11:00 — Beam  Quality  Studies.  I.  Human  Cells  in 
Vitro,  Arnold  Feldman,  M.S.,  Dimitry  Morkovin, 
M.D.,  John  S.  Bouslog,  M.D.,  and  Raymond  R. 
Lanier,  M.D.,  Denver. 

11:20 — A Three-step  Method  for  the  Nonsurgical 


Identification  of  Solitary  Pulmonary  Nodules,  L. 
Henry  Garland,  M.D.,  San  Francisco. 

Afternoon 

12:00 — Two  separate  luncheons  with  half  of  the 
guest  speakers  in  each  room. 

1:30 — The  Well-balanced  Foot:  Variations  and 
Anomalies,  Ellwood  W.  Godfrey,  M.D.,  Princeton, 
New  Jersey. 

2:10 — Estimation  of  the  Effects  of  Cancer  Treat- 
ment, Vincent  P.  Collins,  M.D.,  Houston. 

2:50 — Normal  Variants  in  the  Growing  Skull;  Their 
Significance  in  the  Radiographic  Diagnosis  of 
Trauma,  John  Caffey,  M.D.,  New  York. 

3:30 — Visit  the  Exhibits. 

3:40 — Experiences  in  the  Clinical  Radiotherapy  of 
the  Lymphomas,  L.  Henry  Garland,  M.D.,  San 
Francisco. 

4:20 — Lymphosarcoma:  A Total  Experience  at  Me- 
morial Center,  Henry  D.  Diamond,  M.D.,  New 
York. 

5:00 — Executive  Session. 

Evening 

6:00 — Social  Hour — Shirley-Savoy  Hotel. 

7 :00 — Banquet  — Informal  — Shirley-Savoy  Hotel. 
Angus  K.  Wilson,  M.D.,  President,  Rocky  Moun- 
tain Radiological  Society,  Presiding.  The  Shadow 
of  Research,  L.  Henry  Garland,  M.D.,  San  Fran- 
cisco. 
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Each  fabler  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 
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Also  available  as 

PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


AYERST  LABORATORIES  • New  York  16,  New  York  ♦ Montreal,  Canada 

"Premarin®"  conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pot.  No.  2,724,720 


No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


5830 


62 


Rocky  Mountain  Medical  Journal 


Saturday,  August  16,  1958 

Morning 

9:00 — Achondroplasia  of  the  Growing  Pelvis  and 
Spine,  John  Caffey,  M.D.,  New  York. 

9:40 — Visit  the  Exhibits. 

10:15 — Roentgen  Film  Diagnoses: 

Moderator:  L.  Henry  Garland,  M.D. 

Panel — 

Vincent  P.  Collins,  M.D.;  Elwood  W.  Godfrey, 
M.D.;  John  Caffey,  M.D.;  Gwilym  S.  Lodwick, 
M.D.;  Lois  C.  Collins,  M.D.,  Houston. 

Afternoon 

12:15 — Luncheon  with  the  Guest  Speakers. 
Evening 

Trip  to  Central  City 

5:30 — Social  Hour — Teller  House. 

6:30 — Dinner  at  the  Teller  House,  Central  City, 
Colorado. 

8:15 — Play — Central  City  Opera  House. 

Note:  Anyone  desiring  a ride  to  Central  City 
and  anyone  who  can  take  extra  passengers,  please 
contact  Mrs.  Bemis  at  the  Registration  Desk  as 
soon  as  possible. 


— The  Road  Toll  by  The  Travelers  Insurance  Companies,  1958 
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Proceedings  of  the 
House  of  Delegates 
Montana  Medical  Association 

Eleventh  Interim  Session 
March  28,  1958 
Helena 

The  Eleventh  Interim  Session  of  the  House  of 
Delegates  of  the  Montana  Medical  Association  was 
called  to  order  by  John  A.  Layne,  M.D.,  President, 
in  the  Ballroom  of  the  Placer  Hotel,  Helena,  by 
declaring  a quorum  present  at  8:40  a.m. 

It  was  regularly  moved,  seconded  and  carried 
that  the  reading  of  the  minutes  of  the  79th  An- 
nual Meeting  held  in  Missoula,  September  19-21, 
1957,  be  dispensed  with  inasmuch  as  these  min- 
utes were  published  in  the  December,  1957,  issue 
of  the  Rocky  Mountain  Medical  Journal.  The 
minutes  of  the  Annual  Meeting  held  in  Missoula, 
September  19-21,  1957,  were  then  approved  by 
vote  as  published  in  the  Rocky  Mountain  Medical 
Journal. 

Raymond  F.  Peterson,  M.D.,  Delegate  to  the 
American  Medical  Association,  reported  at  length 
upon  the  actions  of  the  House  of  Delegates  of  that 
Association  at  its  Clinical  Session  in  Philadelphia, 
Pennsylvania,  during  December,  1957.  The  report 
of  the  Delegate  was  referred  by  President  Layne 
to  the  Reference  Committee  on  Officers,  Meetings 
and  Administration  for  study. 

It  was  regularly  moved,  seconded  and  carried 
that  S.  C.  Pratt,  M.D.,  be  seated  as  a delegate  from 
the  Southeastern  Montana  Medical  Society. 

The  following  report  of  the  Secretary-Treas- 
urer, T.  R.  Vye,  M.D.,  was  received  and  referred 
to  the  Reference  Committee  on  Officers,  Meetings 
and  Administration  by  President  Layne  for  study: 

The  Executive  Office  of  your  Association  under  the  capable 
leadership  of  our  Executive  Secretary  and  his  staff  has  indeed 
been  a busy  place  since  our  Annual  Meeting  in  Missoula 
during  September,  1957.  Two  full-time  employees  now  assist 
our  Executive  Secretary  in  handling  the  ever  increasing 
amount  of  correspondence  and  reports  which  are  constantly 
being  received  and  sent  to  component  societies  or  to  indi- 
viduals. Reports  from  the  A.M. A.  offices  in  Chicago  and 
Washington  are  constantly  being  received  and  acted  upon 
or  made  available  to  assist  you  as  individual  members  of 
the  Association  and  I would  like  to  urge  you  to  utilize  its 
services  whenever  necessary.  If  the  information  you  desire 
is  not  readily  available,  I am  sure  the  personnel  of  the 
Executive  Office  will  do  all  in  its  power  to  obtain  it  for  you. 

We  have  attempted  through  our  monthly  Bulletin  to  keep 
you  informed  both  on  the  local  and  national  level  and  from 
time  to  time  to  bring  to  you  some  special  comment  that 
seems  especially  pertinent.  We  welcome  your  suggestions  and 
comments.  It  is  your  Bulletin,  so  do  not  hesitate  to  speak  up. 

The  Montana  Medical  Association  is  enjoying  a constant 
growth.  In  1953  we  had  460  members;  in  1954  there  were  472; 
in  1955,  503;  in  1957,  544.  To  date  (3/13/58),  407  members 
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have  remitted  their  dues  for  1958.  If  any  of  you  are  aware 
of  any  physician  practicing  in  your  community  who  is  not 
a member  of  the  Association,  it  would  be  greatly  appreci- 
ated if  you  would  make  it  a special  project  to  obtain  his 
membership.  The  advantages  of  a united  body  are  self-evi- 
dent and  perhaps  a friendly  word  may  be  all  that  is  needed. 

The  Clinical  Session  of  the  American  Medical  Association 
held  in  Philadelphia  during  December,  1957,  was  attended 
by  your  Executive  Secretary  and  Secretary,  as  well  as  by 
your  delegate  and  alternate  delegate.  To  become  acquainted 
with  currently  active  problems  and  to  bring  back  to  this 
Association  that  information  which  will  be  beneficial  and 
helpful  is  constantly  our  goal.  Your  Executive  Secretary  has 
attempted  whenever  possible  to  accompany  our  President  on 
his  visits  to  each  component  society.  If  your  society  has  not 
yet  been  visited  I am  sure  you  may  expect  one  in  the  near 
future. 

As  your  Treasurer,  I would  like  to  submit  the  following 
report  upon  the  financial  condition  of  your  Association.  Dur- 
ing the  calendar  year,  1957,  the  income  and  expenses  of  the 
Association  were  as  follows: 

Income: 

1957  Dues  Income  $28,883.00 

1956  Dues  Income  during  1957 

Interest  on  bonds  and  savings  account 
Income  from  sale  of  exhibit  space  at 

Annual  Meeting  

Miscellaneous  Income  

(Rental  and  reimbursement  for  sup- 
plies from  Montana  State  Dental 
Association;  sale  of  Insurance  forms; 

1 per  cent  rebate  from  American 
Medical  Association  for  dues  col- 
lection.) — 

TOTAL  $33,861.68 

Expenses: 

Office  expense,  including  salaries,  sta- 
tionery, postage,  rent,  telephone  and 

telegraph,  etc.  $17,800.41 

Expenses  of  officers,  committees,  dele- 
gates and  alternate  delegates 4,712.18 

Expenses  of  Annual  and  Interim  Meet- 
ings   3,553.94 


Subscriptions  to  Rocky  Mountain  Med- 
ical Journal  for  members 1,252.50 

Memberships  in  Public  Health  League 

of  Montana  1,503.00 

Contribution  to  budget  of  Woman’s 

Auxiliary  1,380.00 

Expenses  for  legal  counsel  and  audit 

services  1,210.00 

Taxes  267.60 

Dues  and  contributions  to  other  groups  343.00 

Miscellaneous,  including  printing  of 

certain  booklets  630.88 

Total  cost  for  binding  and  distribution 
of  Average  Fee  Schedule  and  for 
binders  2,129.91 


TOTAL  34,783.42 


Excess  of  expenses  over  income ($  921.741 


As  indicated  above,  your  Association  during  1957  operated 
at  a deficit  of  slightly  over  $900.00.  This  deficit  is  the  result 
of  several  unanticipated  and  unusual  expenses  that  occurred 
during  1957;  for  instance,  it  cost  your  Association  approxi- 
mately $2,130.00  to  print  and  distribute  the  new  Average  Fee 
Schedule  to  all  members  and  to  supply  the  very  attractive 
three-ring  binder  for  this  Schedule  that  was  provided  to  each 
member  in  good  standing.  During  the  last  seven  years,  1951 
through  1957,  the  average  excess  of  income  over  expenses  for 
the  operation  of  your  Association  has  been  $2,192.73. 

Despite  the  fact  that  your  Association  operated  at  a loss 
slightly  over  $900.00  during  1957.  it  is  still  in  excellent  fi- 
nancial condition.  As  of  January  1,  1958,  your  Association  had 
a balance  in  its  checking  account  of  $3,443.93  and  in  its 
savings  account  of  $8,844.53.  In  addition,  your  Association 
has  investments  in  United  States  Treasury  Bonds  with  a 
maturity  value  of  $15,000.00. 

At  the  January  meeting  of  the  Executive  Committee,  a 
budget  of  income  and  expense  was  adopted  for  the  year  1958. 
Your  Treasurer  is  of  the  opinion  that  the  budget  adopted  is 
a reasonably  accurate  forecast  of  the  anticipated  income  and 
expenses  during  1953.  It  is  anticipated  in  this  budget  that  the 
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salicylate  benefits  with 
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Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema—comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
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tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 
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operation  of  your  Association  in  the  current  year  will  result 
in  an  excess  of  income  over  expenses  of  slightly  over 
$1,100.00.  This  excess  of  income  over  expenses  will  increase 
somewhat  if  the  number  of  active  members  of  this  Associa- 
tion increases  as  much  during  the  present  calendar  year  as  it 
has  increased  in  previous  years. 

As  your  Secretary-Treasurer,  I would  like  to  urge  that  all 
members  of  this  House  of  Delegates  make  every  effort  to 
encourage  all  physicians  in  their  area  to  become  active 
members  of  this  Association  and  the  American  Medical  Asso- 
ciation. 

Executive  Committee  Report 

The  following  report  of  the  Executive  Commit- 
tee was  then  received  and  referred  to  the  Refer- 
ence Committee  on  Officers,  Meetings  and  Ad- 
ministration by  the  President  for  study: 

Since  the  Annual  Meeting  of  your  Association  in  Missoula 
last  September,  the  Executive  Committee  of  your  Association 
has  met  on  several  occasions  to  transact  important  business 
of  the  Association,  ad  interim. 

At  a meeting  of  the  Executive  Committee  in  Missoula  on 
September  21,  President  Layne  discussed  Informally  with  the 
other  members  of  the  Committee  his  appointments  to  the 
various  standing  and  special  committees  of  this  Association. 
During  this  discussion,  it  was  agreed  that  the  Executive  Com- 
mittee recommend  to  the  House  of  Delegates  at  its  Interim 
Session  that  the  By-Laws  of  this  Association  be  amended  to 
abolish  the  Auditing  Committee  as  a standing  committee. 
The  Executive  Committee  recommends  appropriate  action  to 
amend  the  By-Laws  to  abolish  the  Auditing  Committee  be- 
cause, in  its  opinion,  the  Auditing  Committee  no  longer  seems 
to  perform  a useful  and  necessary  function.  The  books  of 
account  of  the  Association  are  audited  each  year  by  certified 
public  accountants  and  full  information  upon  this  audit  is 
available  to  members  or  to  component  societies  through  the 
Executive  Office  at  any  time.  In  addition,  the  Secretary- 
Treasurer  of  the  Association,  in  his  annual  report  to  the 
House  of  Delegates,  includes  complete  information  about  the 
financial  condition  of  the  Association.  The  By-Laws  of  the 
Association  do  provide  that  the  Secretary-Treasurer  shall 


subject  the  accounts  “to  such  examinations  as  the  House  of 
Delegates  may  order  and  he  shall  annually  render  a state- 
ment showing  the  disbursement  of  funds  for  the  past  year 
and  the  financial  condition  of  the  Association.”  Since  the 
House,  many  years  ago,  did  order  an  annual  audit  of  the 
books  of  account  of  the  Association  by  a certified  public 
accountant,  it  hardly  seems  necessary  that  an  Auditing  Com- 
mittee be  appointed  to  duplicate  this  service.  Your  Executive 
Committee,  therefore,  recommends  that  the  By-Laws  be 
amended  as  follows: 

Amend  Article  XI,  Section  1,  by  deleting  the  letter 
and  words,  “J.  Auditing  Committee”  and  changing  the 
lettered  prefix  before  the  words  “Mediation  Committee” 
from  “K”  to  “J”. 

Amend  Article  XI,  Section  4,  by  deleting  all  of 
paragraph  “J,  Duties  of  the  Auditing  Committee,”  and 
by  relettering  all  of  the  committees  listed  thereafter  so 
that  they  shall  be  in  proper  sequence. 

All  component  societies  were  notified  of  this  proposal  to 
amend  the  By-Laws  well  in  advance  of  this  Session  so  that 
final  action  may  be  taken  by  the  House  of  Delegates  at  this 
March  meeting. 

The  Executive  Committee,  at  its  meeting  on  September  21, 
also  voted  to  assign  the  duties  of  the  Joint  Commission  for 
the  Improvement  of  the  Care  of  the  Patient  to  the  Interpro- 
fessional Relations  Committee  of  the  Association.  This  action, 
like  the  recommendation  of  the  Committee  on  the  discharge 
of  the  Auditing  Committee,  was  taken  to  eliminate  duplica- 
tion and  the  appointment  of  apparently  unnecessary  com- 
mittees. 

At  the  September  meeting  of  the  Executive  Committee, 
the  financial  position  and  resources  of  the  Woman’s  Auxiliary 
to  this  Association  were  also  discussed.  It  seemed  apparent 
during  this  discussion  that  the  Woman’s  Auxiliary  needed  a 
somewhat  larger  operating  fund  and  budget  than  had  been 
allotted  to  it  during  previous  years.  It  was  voted  by  the 
Executive  Committee  that  beginning  in  1958,  the  Secretary- 
Treasurer  be  instructed  to  pay  to  the  Auxiliary,  in  January 
of  each  year  as  the  annual  financial  contribution  from  this 
Association,  an  amount  of  money  equal  to  $3.50  for  each 
active  member  of  the  Montana  Medical  Association  whose 
dues  are  paid  in  full  as  of  December  31  of  the  previous  year. 
This  action,  in  the  opinion  of  the  Executive  Committee,  will 
provide  adequate  funds  to  the  Woman’s  Auxiliary  to  this 
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She’s  just  one  of  more  than  a million  patients  who  have  been  treated  with 
Ultrasound  by  the  more  than  20,000  physicians  using  Ultrasonics  in  their 
practices.  If  you  are  thinking  of  buying  an  Ultrasonic  examine  the 

mechanical  features:  look  at  the  transducer.  Is  it  adaptable  (adjustable) 
to  all  five  of  the  recommended  treatment  positions  ? Is  the  crystal  small 

enough  (SCM^  is  the  experts’  choice)  to  treat  the  concave  areas  ? Is  the 
electronic  circuit  stable  so  that  output  remains  constant  throughout 

treatment  ? Is  the  dosage  always  what  reads  on  the  meter  ? Is  the 
manufacturer  experienced  in  producing  equipment  for  the  medical 

profession  ? Does  he  have  dealers  everywhere  to  give  you  service  when 
you  need  it?  You  owe  it  to  yourself  to  know  the  answers  to  these  questions. 

In  all  sincerity  we  believe  that  every  Birtcher  MEGASON  Ultrasonic 
(there  are  four  models,  you  know)  will  meet  your  every  qualification. 
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after  investigator  report! 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  ". . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  168:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


I n "Chlorothiazide : A New  Type  of  Drug  for  the  T reatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 
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as  simple  as 
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INITIATE  THERAPY  WITH  'DIURIL'.  'oiuRiL'  is  given  in  a dosage  range  of  from  250 
mf.  tvrice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  M/ill  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION. The  patient  must  be  frequently  observed  and 
eareful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL*  is  a trade-mark  of  Merck  & Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIU 
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Association  and  will  permit  it  to  plan  and  budget  its  program 
of  activities  more  definitely. 

At  the  meeting  of  the  Executive  Committee  on  January  18, 
the  President  of  the  Woman’s  Auxiliary  to  this  Association, 
Mrs.  Scott  L.  Walker,  of  Anaconda,  suggested  that  the  Auxil- 
iary needed  the  support,  interest  and  guidance  of  this  Associa- 
tion to  increase  its  influence  and  recognition.  It  was  suggested 
that  the  President  of  the  Woman’s  Auxiliary  be  invited  to 
submit  a report  of  the  objectives  and  accomplishments  of 
the  Auxiliary  to  the  House  of  Delegates  at  its  annual  meet- 
ing each  year.  This  suggestion  was  approved  by  the  Execu- 
tive Committee  and  it  is  recommended  to  the  House  of 
Delegates  that  it  agree  to  receive  such  a report  from  the 
Woman’s  Auxiliary  during  the  Annual  Meeting. 

Because  of  the  necessity  of  completing  arrangements  for 
the  Annual  Meetings  of  this  Association  more  than  a year 
in  advance  and  to  permit  the  Vice  Chairman  of  the  Program 
Committee  to  correspond  with  the  prospective  clinicians  ' to 
participate  in  the  scientific  program,  it  was  voted  by  the 
Executive  Committee  that  the  1959  Annual  Meeting  of  this 
Association  be  scheduled  on  Thursday,  Friday  and  Saturday, 
September  17-18-19.  This  Annual  Meeting  of  the  Association 
is  scheduled  to  be  held  in  Butte.  It  is  the  recommendation  of 
the  Executive  Committee  that  the  House  of  Delegates  con- 
firm the  dates  proposed  for  the  1959  Annual  Meeting. 

During  1956,  the  House  of  Delegates  voted  to  confirm  a 
recommendation  of  the  Executive  Committee  that  the  Mon- 
tana Medical  Association  be  authorized  to  contract  with  the 
Federal  government  for  medical  services  to  dependents  of 
the  armed  forces  and  that  the  Montana  Physicians’  Service 
be  delegated  by  the  Association  to  serve  as  the  fiscal  agent 
of  this  program,  more  generally  known  as  Medicare.  The 
Association  did,  as  all  members  of  the  House  of  Delegates 
know,  contract  with  the  Federal  government  for  services  to 
dependents  of  the  armed  forces  and  did  negotiate  an  agree- 
able schedule  of  allowances.  The  current  Medicare  contract 
of  this  Association  with  the  government  will  expire  during 
August,  1958,  and  the  contract  will  be  renegotiated  at  that 
time.  The  Office  of  Dependents’  Medical  Care  has  extensively 
revised  and  amended  the  nomenclature  in  the  schedule  of 
allowances  and  it  appears  necessary  that  this  schedule  be 


thoroughly  reviewed  by  a special  committee  of  this  Associa- 
tion in  advance  of  the  renegotiation  of  the  Medicare  contract. 
With  the  approval  of  the  Executive  Committee,  President 
Layne  has  appointed  Leonard  W.  Brewer,  M.D.,  Vice  Presi- 
dent of  this  Association  and  a member  of  the  previous 
negotiating  committee,  to  review  the  new  schedule  of  allow- 
ances and  to  negotiate  it  with  the  Office  of  Dependents’ 
Medical  Care.  Dr.  Brewer,  as  Chairman  of  this  Committee, 
will  seek  the  advice  and  consultation  of  other  members  of 
the  Association  in  determining  the  fees  for  the  many  pro- 
cedures in  the  proposed  new  schedule  of  allowances  and 
will  select  another  member  to  assist  him  during  the  actual 
renegotiation  in  Washington.  The  basis  for  the  determination 
of  these  fees  will,  of  course,  be  the  Average  Fee  Schedule  of 
this  Association.  For  the  information  of  the  delegates,  the 
Executive  Office  of  this  Association  has  received  reports  from 
other  state  medical  associations  which  have  renegotiated  their 
contracts  and  schedules  of  allowances  with  the  Office  of 
Dependents’  Medical  Care.  These  reports  indicate  that  the 
Office  of  Dependents’  Medical  Care  seems  most  willing  to 
accept  the  recommendations  of  the  negotiating  committee  of 
the  state  medical  associations  and  to  approve  a schedule  o 
fees  that  is  equitable  and  generally  charged  in  the  state 
concerned. 

At  the  last  meeting  of  the  House  of  Delegates,  it  was 
voted  that  the  medical-legal  institutes  sponsored  by  this 
Association  and  the  Montana  Bar  Association  be  held  only 
in  Billings,  Great  Falls  and  Butte.  It  is  the  opinion  of  the 
Executive  Committee  that  other  Montana  communities  and 
the  physicians  and  attorneys  in  other  communities  may  de- 
sire to  serve  as  hosts  to  these  institutes.  Your  Executive 
Committee,  therefore,  recommends  that  this  action  of  the 
House  of  Delegates  be  rescinded  and  that  authority  be  given 
to  the  Executive  Committee  to  determine  finally  the  city  in 
which  future  medical-legal  institutes  are  to  be  held. 

For  the  information  of  the  House  of  Delegates,  the  Board 
of  Examiners  of  the  State  of  Montana,  during  October,  1957, 
voted  to  authorize  the  heads  of  the  various  state  institutions 
and  schools  to  cooperate  with  a proposed  committee  ap- 
pointed by  the  Montana  Medical  Association.  This  action  of 
the  Board  of  Examiners  in  effect  was  a request  to  the  Presi- 
dent of  this  Association  to  appoint  a special  committee  or 
state  institutions  to  cooperate  with  and  advise  the  chief 
administrator  of  each  of  the  custodial  institutions  in  Montana. 
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President  Layne  selected  the  following  members  of  this 
Association  to  serve  as  members  of  this  Advisory  Committee 
on  State  Institutions: 

Amos  R.  Little,  Jr.,  M.D.,  Chairman,  Helena 
George  J.  Gelernter,  M.D.,  Great  Falls 
Philip  D.  Pallister,  M.D.,  Boulder 
Paul  J.  Seifert,  Jr.,  M.D.,  Libby 
Robert  J.  Spratt,  M.D.,  Warm  Springs 
This  Committee  has  already  inspected  several  state  insti- 
tutions and  plans  to  inspect  others  during  the  coming  months. 
A full  report  of  its  activities  and  recommendations  will  no 
doubt  be  submitted  to  this  House  of  Delegates  at  its  Septem- 
ber meeting. 

The  Executive  Committee  would  like  to  take  this  oppor- 
tunity to  recommend  that  whenever  possible,  members  of 
this  House  of  Delegates  encourage  government  agencies,  as 
well  as  various  medical  specialty  groups,  to  submit  any  re- 
quests they  may  have  for  advice  and  counsel  through  the 
Executive  Committee  since  it  and  this  House  of  Delegates  are 
the  only  bodies  authorized  to  speak  in  behalf  of  the  entire 
profession  in  Montana. 

At  the  meeting  of  the  House  of  Delegates  in  Helena  on 
March  30,  1957,  the  following  report  of  Reference  Committee  B 
was  adopted  by  the  House: 

The  Executive  Committee,  in  its  supplemental  re- 
port, recommended  that  the  House  of  Delegates  approve 
a proposal  under  which  this  Association  would  under- 
take and  initiate  the  establishment  of  a liaison  commit- 
tee with  the  Montana  State  Dental  Association,  the 
Montana  Hospital  Association,  physical  therapists  and 
other  interested  health  groups  for  the  purpose  of  re- 
viewing the  need,  and,  if  desirable,  for  re-writing  both 
the  Medical  Practice  Act  and  the  Hospital  Act  of 
Montana,  to  develop  proper  legislation  which  may,  if 
desirable,  be  presented  to  the  legislature  in  1959  for 
enactment.  Because  of  the  report  of  the  Executive 
Committee  that  other  groups  contemplate  the  study  of 
Montana  hospital  laws  and  because  any  revision  of  these 
laws  will,  of  course,  be  of  primary  Interest  and  con- 
cern to  the  medical  profession,  your  Reference  Com- 
mittee concurs  in  the  proposal  of  the  Executive  Com- 
mittee to  undertake  and  initiate  the  establishment  of  a 
liaison  committee  with  all  interested  health  groups. 

As  a result  of  this  action  of  the  House  of  Delegates, 
President  Layne  met  during  October  with  representatives  of 
the  Montana  Hospital  Association  and  of  the  Montana  Con- 
ference of  Catholic  Hospitals.  In  November,  1957,  and  again 
in  February,  1958,  President  Layne  met  with  representatives 
of  the  following  health  groups: 

Montana  State  Dental  Association 
Montana  Hospital  Association 
Montana  Conference  of  Catholic  Hospitals 
Montana  State  Nurses  Association 
Montana  State  Practical  Nurses  Association 
Montana  State  Pharmaceutical  Association 
Montana  Chapter,  American  Physical  Therapy 
Association 

Montana  Association  of  Chiropodists 
Montana  Optometric  Association 
Montana  Osteopathic  Association 
Montana  Chiropractic  Association 
Both  of  these  meetings  with  representatives  of  these 
groups  were  very  well  attended  and  the  problems  of  each 
very  frankly  discussed  at  each  meeting. 

At  the  meeting  of  these  representatives  during  February, 
1958,  individuals  representing  the  Montana  Osteopathic  Asso- 
ciation presented  the  following  legislative  proposals: 

The  Montana  Osteopathic  Association  feels  that  the 
educational  requirements  and  qualifying  standards  main- 
tained by  the  osteopathic  profession  in  this  country  war- 
rant legislative  changes  in  Montana  which  will  increase 
the  scope  of  practice  under  the  law. 

Briefly,  in  a broad  outline,  their  goal  is  that  the  Mon- 
tana Practice  Act  be  re-written  in  such  a manner  that 
those  osteopathic  physicians  now  licensed  in  Montana  will 
be  permitted  to  qualify  themselves  to  prescribe  drugs  and 
to  do  minor  surgery  and  that  graduates  who  meet  the 
Montana  standards  will,  in  addition,  be  allowed  to  qualify 
themselves  to  do  major  surgery.  This  outline  would  bring 
the  Montana  law  into  conformity  with  the  practice  acts 
of  the  majority  of  the  other  states. 

The  osteopathic  profession  of  Montana  wants  it  under- 
stood that  it  has  no  desire  to  change  the  practice  law  of 
the  state  in  any  way  that  would  force  the  governing 
boards  of  hospitals  to  allow  osteopathic  physicians  to 
admit  their  patients  to  said  hospitals.  They  do  feel,  how- 
ever, that  if  and  when  the  time  would  come  that  thej’ 
would  build  their  own  hospitals,  the  law  should  be  such 


that  there  would  be  no  legal  bar  to  their  doing  such 

building. 

Some  of  the  problems  created  by  these  proposed  changes 
in  the  Montana  law  are  as  follows: 

1.  Composition  of  the  medical  examining  board — we  do 
not  advocate  a double  standard  of  requirements  of  ability 
for  licensing  in  Montana.  We  are  not  averse  to  a composite 
medical  examining  board  (as  has  been  adopted  in  some 
states).  If  a basic  science  law  were  deemed  desirable  to  im- 
prove medical  practice  standards  in  Montana,  we  would  no", 
be  averse  to  such  adoption. 

2.  Minor  surgical  provision — the  medical  board  should  be 
allowed  to  promulgate  rules  under  a suitable  definition  of 
minor  surgery  in  order  that  office  surgery  and  other  office 
procedures  could  be  kept  within  reasonable  bounds  within 
the  healing  profession. 

3.  Qualifying  provisions  for  osteopathic  physicians  now 
licensed  in  Montana: 

a.  Postgraduate  work  specified  under  American  Osteopathic 
Association  approved  colleges  of  osteopathy  and  sur- 
gery or 

b.  A specified  series  of  lecture  postgraduate  studies  in 
pharmacology  and  minor  surgery. 

4.  The  protection  of  hospital  accreditation— this  program 
should  be  made  more  secure  than  it  is  now. 

In  view  of  these  proposals  it  is  the  opinion  of  your 
President  and  of  your  Executive  Committee  that  all  members 
of  this  House  of  Delegates  should  discuss  them  with  their 
constituents,  in  confidence,  and  be  prepared  to  determine 
the  position  which  this  Association  will  take  upon  them  at 
the  next  annual  meeting  of  the  House  in  Billings  during 
September,  1958.  A definite  policy  upon  these  proposals  should 
be  adopted  by  this  House  next  September  for  the  guidance 
of  our  Legislative  Committee. 

The  Executive  Committee  will  meet  in  Helena  on  Thurs- 
day evening,  March  27,  and  will  no  doubt  present  a supple- 
mental report  to  the  House  of  Delegates  following  this 
meeting. 

Supplemental  Report 

T.  R.  Vye,  M.D.,  Secretary-Treasurer,  then  read 
the  following  supplemental  report  of  the  Execu- 
tive Committee,  which  was  referred  by  President 
Layne  to  the  Reference  Committee  on  Officers, 
Meetings  and  Administration  for  study: 

At  a meeting  of  the  Executive  Committee  on  Thursday, 
March  27,  the  recent  meetings  of  representatives  of  various 
health  groups  and  the  proposals  of  the  osteopaths  outlined 
in  the  report  of  the  Executive  Committee  were  further  dis- 
cussed. The  proposals  of  the  osteopaths  are  outlined,  for  the 
information  of  the  House  of  Delegates,  in  detail  in  the  report 
of  the  Executive  Committee  which  is  included  in  the  file  of 
each  delegate.  Because  of  these  rather  specific  proposals  of 
the  osteopaths,  it  seems  to  your  Executive  Committee  that 
it  will  be  advisable  to  appoint  a special  liaison  committee  of 
this  Association  to  meet  with  a similar  committee  of  the 
Montana  Osteopathic  Association  as  a fact-finding  group  to 
ascertain  if  there  is  any  basis  for  agreement  in  an  area  of 
common  interest  on  any  portion  of  their  proposals.  This 
special  fact-finding  and  liaison  committee  will  be  appointed 
by  the  President  with  definite  instructions  to  further  in- 
vestigate the  proposals  of  the  Montana  Osteopathic  Associa- 
tion and  will  be  requested  to  submit  its  report  to  this  House 
of  Delegates  for  final  consideration  and  action  at  the  Annual 
Meeting  in  Billings  during  September. 

Your  Executive  Committee  has  reviewed  with  care  a pro- 
posal that  this  Association  sponsor  for  its  members  a group 
life  insurance  plan  to  be  underwritten  by  the  Northwestern 
National  Life  Insurance  Company  of  Minneapolis.  In  the 
opinion  of  your  Committee,  this  plan  seems  to  have  merit 
and  will  offer  certain  definite  advantages  to  the  members 
of  this  Association  interested  in  purchasing  additional  life 
insurance  policies.  The  plan  provides  a basic  term  life  insur- 
ance policy  of  $10,000,  which  may  be  increased  an  additional 
$10,000  under  a supplemental  policy  for  members  of  this 
Association  under  the  age  of  65  at  an  unusually  low  premium. 
The  annual  premium  for  a $10,000  policy  for  a member  of 
this  Association  under  the  age  of  30  is  $37;  for  members 
between  the  age  of  30  through  39,  $47;  ages  40  through  49. 
$88.20;  50  through  54,  $149.20;  55  through  59,  $215.40;  60 
through  69,  $481.40.  This  plan  requires  participation  of  275 
members  of  this  Association  and  when  the  group  qualifies 
the  insurance  will  be  renewable  through  the  age  of  70.  It 
will  provide  waiver  of  premium  due  to  disability  and  acci- 
dental death  benefits.  Another  principal  feature  which  is 
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most  attractive  to  this  policy  is  that  it  may  be  converted  at 
any  time  to  other  forms  of  life  insurance  without  evidence  of 
insurability.  If  the  group  qualifies  through  the  participation 
of  275  members  of  this  Association,  all  applicants  for  this 
life  insurance  plan  will  be  accepted  without  evidence  of 
insurability.  It  is  the  recommendation  of  your  Executive 
Committee  that  this  Association  agree  to  sponsor  this  group 
life  insurance  plan  and  that  the  insurance  agent,  the  Preston 
Agency  of  Great  Falls,  be  authorized  to  contact  our  members 
in  an  effort  to  qualify  the  group.  If  the  group  is  qualified, 
all  applicants,  as  indicated,  will  be  accepted  without  evidence 
of  insurability  and  the  Executive  Office  of  your  Association 
will  serve  as  the  administrator  and  will  bill  members  for 
their  premiums  either  annually  or  semi-annually  as  desired. 

On  Thursday,  the  Executive  Committee,  after  due  con- 
sideration and  in  the  interest  of  economy,  voted  to  authorize 
the  purchase  of  a medium  weight  automobile  at  a cost  not 
to  exceed  $3,500,  to  be  owned  and  operated  by  the  Associa- 
tion for  the  use  of  its  Executive  Secretary  and  the  other 
officers  of  this  Association.  Several  other  state  medical  asso- 
ciations during  recent  years  have  adopted  such  a proposal 
and  it  has  proven  economical  and  beneficial  to  the  Associa- 
tion and  its  officers.  This  action  of  the  Executive  Committee 
is  to  a degree  an  indirect  method  of  authorizing  an  increase 
in  the  annual  remuneration  of  our  Executive  Secretary. 

Your  Executive  Committee  reviewed  a communication  sub- 
mitted to  it  through  the  Yellowstone  Valley  Medical  Society 
from  William  A.  Dorsey,  M.D.,  Area  Medical  Director  of  the 
United  Mine  Workers  Welfare  and  Retirement  Fund  in  which 
a physician  was  denied  participation  in  the  Fund.  Doctor 
Dorsey’s  communication  stated  that  “The  current  policy  of 
the  Fund  Is  to  utilize  the  services  of  only  those  physicians 
who  are  necessary  and  essential  to  provide  services  to  bene- 
ficiaries. It  was  for  this  reason  that  we  revised  our  list  of 
participating  physicians  last  October.  Basically,  the  program 
of  the  Fund  is  now  oriented  toward  specialist  care  and  it  is 
our  intention  to  provide  general  practitioner  care  only  when 
it  is  impracticable  for  the  patient  to  be  transferred  to  a 
community  where  an  adequate  range  of  specialist  care  is 
available.  We  are  aware  that  this  is  not  a popular  policy 
with  general  practitioners  but  past  experience  in  other  com- 
munities has  shown  this  to  be  in  the  best  interest  of  both 
the  patient  and  the  Fund.  . . . We  shall  be  unable  to  add  your 
name  to  our  list  of  participating  physicians.”  The  Executive 
Committee  proposes  and  recommends  the  adoption  of  the 
following  resolution  to  the  House  of  Delegates  to  reaffirm 
the  opposition  of  the  medical  profession  to  all  forms  of  closed 
panel  practice  which  violate  the  principles  of  free  choice  of 
physician; 


Resolution 

WHEREAS,  The  best  quality  of  patient  care  requires 
personal  relationship  between  physician  and  patient, 
and 

WHEREAS,  Free  choice  of  patient  and  physician  is 
essential  to  this  relationship,  and 

WHEREAS,  An  Informed  public  and  profession  will 
recognize  the  value  and  insist  on  maintaining  this 
American  system  of  free  choice,  and 

WHEREAS,  The  Montana  Medical  Association  is  In  a 
position  to  recognize  any  threat  to  this  system  and 
should  alert  its  members  as  well  as  the  public  to  such 
danger  whenever  it  occurs,  and 

WHEREAS,  In  Montana  recently  there  has  been  initi- 
ated an  industry-wide  closed  panel  medical  care  plan 
which  denies  to  Its  employees,  and  their  dependents, 
the  free  choice  of  doctor:  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  reaffirm  its  unalterable 
opposiiton  to  this  and  all  similar  plans,  and  reaffirm 
its  faith  in  and  support  of  the  principle  of  free  choice 
between  physician  and  patient. 

Early  this  year,  the  President  of  your  Association  received 
a request  from  a member  of  the  State  Board  of  Education  for 
the  advice  and  counsel  of  this  Association  upon  the  feasibility 
of  offering  at  Montana  State  University  a degree  course  in 
physical  therapy.  Upon  the  receipt  of  this  request,  your 
Executive  Office  addressed  letters  of  inquiry  to  a large 
number  of  Montana  orthopedists,  internists,  surgeons,  the 
American  Medical  Association  and  the  American  Physical 
Therapy  Association.  While  the  factual  information  received 
in  reply  to  these  inquiries  is  not  conclulsve,  it  is  the  opinion 
of  your  Executive  Committee  that  the  proposal  to  offer  a 
degree  course  at  the  University  has  certain  merit.  Your  Com- 
mittee recognizes  the  advantages  of  offering  training  facilities 
for  additional  purposes  in  this  ancillary  field  and  suggests 
that  this  Association  approve  the  initiation  of  such  courses 
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at  the  University.  It  is  assumed  that  the  proposed  school  of 
ph.vsical  therapy  will  be  eligible  for  accreditation  by  the 
Council  on  Medical  Education  and  Hospitals  of  the  American 
Medical  Association  and  that  the  necessary  moneys  and  per- 
sonnel are  or  will  become  available. 

Upon  motion  regularly  seconded  and  carried, 
the  following  members  of  this  Association  were 
seated  as  delegates  to  represent  the  component 
society  indicated:  Robert  K.  West,  M.D.,  North- 
central  Montana  Medical  Society;  George  G.  Sale, 
M.D.,  and  E.  S.  Murphy,  M.D.,  Western  Montana 
Medical  Society;  Herbert  T.  Caraway,  M.D.,  Yel- 
lowstone Valley  Medical  Society;  and  John  R. 
Burgess,  M.D.,  Lewis  and  Clark  Medical  Society. 

Routine  Reports  Received 

President  Layne  announced  that  the  reports  of 
the  various  standing  and  special  committees  and 
of  representatives  of  this  Association  to  other 
groups,  as  well  as  the  several  resolutions  included 
in  the  file  presented  to  each  delegate,  would  be 
considered  as  business  introduced  to  the  House  of 
Delegates  for  consideration  and  that  these  reports 
were  hereby  referred  to  the  reference  committee 
indicated  in  each  report  or  resolution. 

Resolutions  Proposed 

Louis  W.  Allard,  M.D.,  introduced  a resolution 
proposing  that  this  Association  encourage  the 
Montana  Association  for  Rehabilitation  in  its  pro- 
jected activities  and  that  it  offer  its  assistance 
to  improve  physical  medicine  and  rehabilitation 
services  to  citizens  of  Montana.  This  resolution 
was  referred  to  the  Reference  Committee  on  Reso- 
lutions and  New  Business  by  President  Layne  for 
study. 

Dr.  Allard  then  introduced  a resolution 
suggesting  that  this  Association  endorse  principles 
for  the  construction,  maintenance,  and  operation 
of  comprehensive  rehabilitation  services  in  the 
larger  population  centers  to  more  economically 
serve  both  in-  and  out-patients.  This  resolution 
was  referred  to  the  Reference  Committee  on  Sci- 
entific Work  for  study  by  President  Layne. 

James  J.  McCabe,  M.D.,  introduced  a resolution 
proposing  that  this  House  of  Delegates  oppose 
passage  of  HR  9467  (the  Forand  Bill).  This  resolu- 
tion was  referred  to  the  Reference  Committee  on 
Resolutions  and  New  Business  for  study  by  Presi- 
dent Layne. 

Mr.  Joe  D.  Miller,  a member  of  the  American 
Medical  Association  Legislative  Committee  Task 
Force,  was  introduced  to  the  House  of  Delegates 
by  President  Layne.  Mr.  Miller  spoke  briefly  upon 
the  plans  of  the  American  Medical  Association 
to  combat  HR  9467  (the  Forand  Bill). 

Reference  Committee  Reports 

The  following  report  was  presented  by  James 
D.  Morrison.  M.D.,  on  behalf  of  the  Chairman  of 
the  Reference  Committee  on  Officers,  Meetings 
and  Administration,  M.  A.  Gold,  M.D. 

Delegate  to  the  American  Medical  Association:  This  report, 


like  all  of  the  reports  received  from  our  Delegate,  is  complete 
and  excellently  summarized.  There  are  no  recommendations 
included  in  it;  no  action  is  necessary  by  this  House  of  Dele- 
gates. Your  Reference  Committee,  therefore,  suggests  that 
this  report  be  received  and  placed  on  file. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

Secretary-Treasurer:  T.  R.  Vye,  M.D.,  Secretary-Treasurer 
of  this  Association,  in  his  report,  submitted  no  recommenda- 
tions for  action  by  this  House  of  Delegates.  The  report,  how- 
ever, contains  much  information  of  interest  to  members  of 
this  Association  and  your  Reference  Committee  urges  all 
delegates  to  review  it  carefully.  Your  Reference  Committee, 
therefore,  recommends  that  the  report  be  received  and  placed 
on  file! 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

Auditing  Committee:  The  Auditing  Committee  has  studied 
the  audit  of  the  books  of  account  of  the  Association  by  its 
certified  public  accountant.  The  books  were  found  in  order 
and  all  funds  of  the  Association  were  properly  accounted  for 
and  entered  in  the  financial  records.  The  Auditing  Committee 
recommends  that  the  proposed  amendment  to  the  Constitution 
and  By-Laws  of  this  Association  discharging  it  as  a standing 
committee  be  approved  by  the  House  of  Delegates.  This  pro- 
posed amendment  will  be  considered  when  the  report  of  the 
Executive  Committee  is  discussed.  Your  Reference  Committee 
now  recommends  that  the  report  of  the  Auditing  Committee 
be  received  and  placed  on  file. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

The  Executive  Committee:  The  Executive  Committee  be- 
lieves that,  since  the  books  of  account  of  the  Association  are 
audited  each  year  by  certified  public  accountants  and  since 
the  information  in  this  audit  is  available  to  all  members  or 
component  societies  at  any  time,  the  Auditing  Committee  no 
longer  performs  a useful  and  necessary  function.  The  Execu- 
tive Committee  recommends  that  the  By-Laws  be  amended 
as  follows: 

Amend  Article  XI,  Section  1,  by  deleting  the  letter 
and  words,  “J.  Auditing  Committee”  and  changing  the 
lettered  pre-fix  before  the  words  “Mediation  Commit- 
tee” from  “K”  to  “J”. 

Amend  Article  XI,  Section  4,  by  deleting  all  of 
paragraph  “J.  Duties  of  the  Auditing  Committee,”  and 
by  relettering  all  of  the  committees  listed  theerafter  so 
that  they  shall  be  in  proper  sequence. 

Your  Reference  Committee  approves  of  these  recommenda- 
tions to  amend  the  By-Laws  and  suggests  their  adoption  by 
the  House. 

It  was  moved  by  Dr.  Morrison  and  seconded 
that  this  portion  of  the  report  of  the  Reference 
Committee  be  adopted.  During  the  discussion  of 
this  motion,  several  delegates,  on  behalf  of  the 
members  of  their  component  societies,  questioned 
the  advisability  of  amending  the  By-Laws  to  dis- 
charge the  Auditing  Committee.  These  members 
expressed  the  opinion  that  it  may  be  a wise  safe- 
guard to  continue  the  review  of  the  books  of 
account  by  a committee  of  this  Association.  The 
motion  was  then  voted  upon  and  carried  21  to  10. 

The  Executive  Committee  voted  to  assign  the  duties  of 
the  Joint  Commission  for  the  Improvement  of  the  Care  of 
the  Patient  to  the  Interprofessional  Relations  Committee  to 
eliminate  duplication  and  the  appointment  of  an  apparently 
unnecessary  committee.  Your  Reference  Committee  concurs 
in  this  action  of  the  Executive  Committee  and  recommends 
its  approval. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

The  Executive  Committee  voted  to  instruct  the  Secretary- 
Treasurer  to  remit  to  the  Woman’s  Auxiliary  to  the  Montana 
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Medical  Association,  in  Januarj’^  of  each  year  as  the  total 
annual  financial  contribution  from  this  Association,  an  amount 
of  money  equal  to  $3.50  for  each  active  member  of  the 
Montana  Medical  Association  whose  dues  are  paid  in  full  as 
of  December  31  of  the  previous  year.  The  Executive  Com- 
mittee also  voted  to  approve  a proposal  that  the  President 
of  the  Woman’s  Auxiliary  to  the  Montana  Medical  Association 
be  invited  to  submit  a report  of  its  objectives  and  accom- 
plishments to  this  House  of  Delegates  at  its  Annual  Meeting 
each  year.  Your  Reference  Committee  concurs  in  both  of 
these  actions  and  recommends  their  approval  by  the  House. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

The  Executive  Committee  voted  that  the  1959  Annual 
Meeting  of  this  Association  be  scheduled  on  Thursdayi  Friday 
and  Saturday,  September  17,  18  and  19,  in  Butte,  Montana, 
Your  Reference  Committee  concurs  with  this  action  of  the 
Executive  Committee  and  recommends  its  approval  by  this 
House. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

In  its  report,  the  Executive  Committee  also  recommended 
that  the  previous  action  of  the  House  of  Delegates  limiting 
the  site  of  the  medical-legal  institutes  to  the  cities  of  Billings, 
Great  Falls  and  Butte  be  rescinded  and  that  instead  this 
House  authorize  the  Executive  Committee  to  finally  determine 
the  Montana  city  in  which  future  medical-legal  institutes  are 
to  be  scheduled.  This  Reference  Committee  approves  this 
recommendation  of  the  Executive  Committee  and  suggests 
that  the  House  of  Delegates  concur. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

The  Executive  Committee,  in  its  supplemental  report, 
which  was  read  to  the  members  of  the  House  this  morning, 
suggested  that  a special  liaison  committee  of  this  Association 


be  appointed  to  meet  with  a similar  committee  of  the 
Montana  Osteopathic  Association  as  a fact-finding  group  to 
ascertain  if  there  is  any  basis  of  agreement  in  an  area  of 
common  interest  in  ans’  of  the  proposals  of  the  Montana 
Osteopathic  Association.  The  proposed  special  fact-finding 
and  liaison  committee,  to  be  appointed  by  the  President  of 
this  Association,  will  be  given,  it  is  planned,  a rather  specific 
outline  of  its  duties  and  will  be  requested  to  submit  a report 
to  the  House  of  Delegates  for  final  consideration  and  action 
at  the  Annual  Meeting  in  Billings  during  September.  The 
Reference  Committee  approves  this  proposal  and  the  appoint- 
ment of  this  special  committee  and  recommends  concurrence 
by  the  House. 

Dr.  Morrison  moved  that  this  portion  of  the 
report  of  the  Reference  Committee  be  adopted. 
This  motion  was  seconded  and  carried. 

In  its  supplemental  report,  the  Executive  Committee  also 
recommended  that  the  Association  sponsor  a group  life  in- 
surance plan  for  its  members  underwritten  by  the  North- 
western National  Life  Insurance  Company  of  Minneapolis  and 
that  the  Preston  Agency,  Great  Falls,  be  authorized  to  con- 
tact individual  members  in  an  effort  to  qualify  the  group 
plan.  Your  Reference  Committee  concurs  in  this  proposal 
and  recommends  its  approval. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
During  the  discussion  of  this  motion,  several  of 
the  delegates  requested  additional  information 
about  the  participation  of  the  Executive  Office 
in  the  plan  and  the  number  of  physicians  neces- 
sary to  qualify  it.  The  delegates  were  informed 
that  it  is  customary  in  all  such  group  plans  that 
the  premiums  for  this  type  of  insurance  be  billed 
and  collected  through  a central  office  and  that 
the  group  would  qualify  with  participation  of  275 
members.  Since  one  of  the  features  of  the  insur- 
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Mazola®  Corn  Oil... a palatable  food 

■ I 

effective  in  the  management  and  control 


of  serum 


erol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Com  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient’s  daily  meals — no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol-low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Com  Oil. 


I IN  COOKING  OR  SAL.ADS  1 

Mazola  Corn  Oil  is  a superlative  cooking 
oil  as  well  as  a delicious  salad  oil. 
Adequate  amounts  can  be  eaten  daily — 
in  a wide  variety  of  salad  dressings  and 
in  a great  number  of  fried  and  baked 
foods. 

I ' Wf^T  eF(PE0TIVE~l 

Pure,  clear,  bland  and  odorless.  Mazola 
Corn  Oil  is  stable  and  dependable,  pro- 
viding the  full  measure  of  cholesterol- 
lowering unsaturated  fatty  acids  char- 
acteristic of  corn  oil. 


Mazola  Corn  Oil  is  sold  in  grocery  stores 
throughout  the  country,  is  available 
everywhere.  Its  comparatively  low  cost 
makes  it  as  economical  as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


MAZOLA*  CORN  OIL  is  a rich  source  of  un- 
saturated fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  un- 
saturated oil  as  a part  of  the  daily  meals. 

EACH  TABLESPOONEUL  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THAN: 

Linolelc  Acid 7.4  Gm. 

Sitosterols  130  mg. 

Natural  Tocopherols 15  mg. 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  calorie  diet  3 tablespoonsful 

For  a 3000  calorie  diet  2.5  tablespoonsfu! 

For  a 2000  calorie  diet  1.5  tablespoonsfu! 

*Reg.  U.  S.  Pat.  Off. 
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ance  plan  was  its  conversion  privilege,  the  poli- 
cies converted  would  be  included  in  the  number 
necessary  to  qualify  and  maintain  the  group.  Fol- 
lowing further  discussion,  a substitute  motion  was 
presented  that  the  President  be  authorized  to  ap- 
point a special  committee  of  three  to  further  study 
this  proposal  and  report  upon  it  at  the  Annual 
Meeting  in  Billings.  This  substitute  motion  was 
seconded  but  upon  vote,  failed  to  carry.  The 
original  motion  was  then  voted  upon  and  carried. 

The  Executive  Committee  reported  to  the  House  that,  at 
its  last  meeting,  it  had  voted  to  authorize  the  purchase  of 
a medium  weight  automobile,  at  a cost  not  to  exceed  $3,500, 
to  be  owned  and  operated  by  the  Association  for  the  use  of 
its  Executive  Secretary  and  other  officers.  This  authorization 
was  voted  by  the  Executive  Committee  in  the  interest  of 
economy  since  the  Committee,  after  its  investigation,  de- 
termined that  it  would  be  less  expensive  to  own  and  retain 
an  equity  in  an  automobile  operated  by  the  Association  than 
to  make  reimbursement  for  mileage  and  travel  expenses. 
Your  Reference  Committee  approve  this  proposal. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and,  after  a brief  dis- 
cussion, carried. 

The  Executive  Committee,  in  its  supplemental  report, 
recommended  the  adoption  of  a resolution  to  reaffirm  the 
opposition  of  the  medical  profession  to  all  forms  of  panel 
practice  which  violate  the  principles  of  free  choice  of  physi- 
cian. Your  Reference  Committee  heartily  concurs  with  this 
recommendation  and  urges  that  the  House  of  Delegates  adopt 
the  resolution  proposed  by  the  Executive  Committee. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and,  following  a brief 
discussion  upon  the  status  of  physicians  who  may 
presently  be  employed  or  retained  by  contract 
with  industrial  organizations,  carried. 

The  Executive  Committee,  in  its  supplemental  report, 
advised  the  members  of  this  House  that  the  State  Board  of 
Education  had  written  to  it  to  seek  advice  and  counsel  upon 
the  feasibility  of  offering,  at  Montana  State  University,  a 
degree  course  in  physical  therapy.  As  a result  of  this  request, 
the  Executive  Committee  consulted  with  a large  number  of 
Montana  orthopedists,  internists,  surgeons,  the  American 
Medical  Association  and  the  American  Physical  Therapy 
Association.  While  the  information  received  in  reply  to  these 
inquiries  was  not  conclusive,  the  Executive  Committee  agreed 
that  the  proposal  to  offer  degree  courses  at  the  University 
had  merit.  The  Committee  recognized  the  advantages  of 
offering  training  facilities  for  additional  persons  in  this  an- 
cillary field  and  suggests  that  this  Association  approve  the 
initiation  of  such  courses  at  the  University.  It  is  assumed 
that  the  proposed  school  of  physical  therapy  may  become 
eligible  for  accreditation  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical  Association  and 
that  the  necessary  moneys  and  personnel  are  or  will  become 
available.  Your  Reference  Committee  endorses  the  proposal 
of  the  Executive  Committee  and  recommends  that  this  House 
concur. 

Dr.  Morrison  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
During  a discussion  of  this  report,  it  was  pointed 
out  that  the  officers  of  the  University  were  fa- 
miliar with  the  requirements  for  accreditation  of 
a school  of  physical  therapy  and  that  they  were 
apparently  not  interested  in  initiating  such  courses 
unless  they  were  fully  accredited.  It  was  also 
pointed  out  that  the  University  is  already  offering 
a three-year  course  in  physical  therapy  but  that 
the  students  enrolled  in  it  transfer  to  another 
school  to  obtain  their  degree.  Dr.  Pratt  moved 
that  the  report  of  the  Reference  Committee  be 


amended  and  that  this  Association  approve  the 
initiation  of  such  courses  if  the  proposed  school 
of  physical  therapy  is  accredited  by  the  Council 
on  Medical  Education  and  Hospitals  of  the  Ameri- 
can Medical  Association  and  if  the  necessary 
moneys  and  personnel  are,  or  will  become,  avail- 
able. This  motion  was  seconded  and  carried,  after 
which  the  original  motion  to  approve  the  report, 
as  amended,  was  voted  upon  and  carried. 

Dr.  Morrison  then  moved  the  adoption  of  the 
report,  as  amended,  of  the  Reference  Committee 
on  Officers,  Meetings  and  Administration  as  a 
whole.  This  motion  was  seconded  and  carried. 

By  vote,  Louis  W.  Allard,  M.D.,  and  Elizabeth 
Grimm,  M.D.,  were  seated  as  delegates  from  the 
Yellowstone  Valley  Medical  Society. 

Wyman  J.  Roberts,  M.D.,  introduced  a resolu- 
tion suggesting  that  the  appropriate  committee 
of  this  Association  encourage  passage  of  legisla- 
tion to  limit  the  use  of  hypnotism  for  treatment 
and  diagnostic  purposes  to  qualified  physicians, 
psychiatrists  and  dentists.  This  resoultion  was  re- 
ferred by  President  Layne  to  the  Reference  Com- 
mittee on  Legal  Affairs  and  Professional  Rela- 
tions for  study. 

Reference  Commitee  Report 

The  following  report  was  presented  by  F.  D. 
Hurd,  M.D.,  Chairman  of  the  Reference  Commit- 
tee on  Legislation  and  Public  Relations: 

This  Reference  Committee  reviewed  the  brief  reports  of 
the  Public  Relations  Committee  and  of  the  Mediation  Com- 
mittee. Inasmuch  as  the  reports  contained  no  recommenda- 
tions, your  Reference  Committee  suggests  that  they  be  re- 
ceived and  placed  on  file. 

Dr.  Hurd  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Your  Reference  Committee  on  Legislation  and  Public  Re- 
lations reviewed  with  interest  a report  of  the  Rural  Health 
Committee  which  suggested  that  this  House  of  Delegates  en- 
dorse and  give  its  moral  support  to  a plan  to  disseminate 
health  information  and  Instruction  to  the  rural  people  of 
Montana.  The  plan  proposed  by  the  Rural  Health  Committee 
would  include  the  appointment  of  a state  advisory  committee 
composed  of  all  organizations  interested  in  rural  health  and 
the  rural  health  program  to  be  instituted  by  this  advisory 
committee  in  cooperation  with  the  Rural  Health  Committee 
would  include  the  following: 

Institution  of  first  aid  courses. 

Programs  of  immunization. 

Study  and  dissemination  of  information  on  home  and 
farm  accidents. 

Study  of  insurance  for  health  protection. 

Dissemination  of  information  on  the  medical  facilities 
available  in  Montana  and  how  to  use  them  advantageously. 

Dissemination  of  information  upon  the  use  and  dangers 
of  insecticides  and  weed-killing  agents. 

Discussion  of  automobile  accidents  and  safety  promo- 
tion. 

Dissemination  of  information  about  the  activities  and 
duties  of  the  State  Board  of  Health  and  its  responsibility 
to  citizens. 

Your  Reference  Committee  endorses  this  proposal  of  the 
Rural  Health  Committee  and  recommends  its  approval  by  this 
House. 

Dr.  Hurd  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Your  Reference  Committee  on  Legislation  and  Public  Re- 
lations reviewed  with  interest  the  report  of  Dr.  T.  L.  Hawkins, 
the  representative  of  this  Association  to  the  Legis^tive 
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Committee  of  the  American  Medical  Association,  This  report 
contains  much  information  of  interest  and  value  to  physi- 
cians and  your  Reference  Committee  urges  that  all  members 
of  this  House  review  it  carefully.  Since  the  report  contains 
no  recommendations,  your  Reference  Committee  suggests 
that  the  report  be  received  and  placed  on  file. 

Dr.  Hurd  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Dr.  Hurd  then  moved  the  adoption  of  the  re- 
port of  the  Reference  Committee  on  Legislation 
and  Public  Relations  as  a whole.  This  motion  was 
seconded  and  carried. 

The  following  report  was  presented  by  E.  C. 
Segard,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Legal  Affairs  and  Professional  Rela- 
tions: 

Committee  on  Necrology  and  History  of  Medicine:  This 
Committee  reported  the  deaths  of  the  following  physicians 
in  Montana  since  the  1957  Annual  Meeting  of  this  Association; 
Mary  Martin,  M.D.,  Billings,  March  31,  1957 
Neil  M.  Leitch,  M.D.,  Kalispell,  October  6,  1957 
Frank  I.  Terrill,  M.D.,  Galen,  December  21,  1957 
Richard  R.  Sigler,  M.D.,  Bozeman,  January  2,  1958 
Paul  L.  Eneboe,  M.D.,  Bozeman,  January  9,  1958 
Dorsey  Lenz,  M.D.,  Bigfork,  February  2,  1953 
Eri  M.  Farr,  M.D.,  Billings,  February  9,  1958 
Marcus  H.  Watters,  M.D.,  Helena 

Let  us  rise  and  pause  in  a moment  of  silence  in  memory 
of  ©ur  departed  colleagues. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Economic  Committee:  This  Committee  recommends  that 
the  Average  Fee  Schedule  of  the  Montana  Medical  Association 
remain  unchanged  until  further  experience  in  its  use  has 


been  obtained.  It  urges  that  the  members  of  this  Association 
express  to  the  Economic  Committee  their  opinions  upon  any 
inconsistencies  or  inequities  in  the  Average  Fee  Schedule 
prior  to  the  next  Annual  Meeting  in  Billings  during  Sep- 
tember. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

The  Economic  Committee  recommends,  as  pertains  to 
Medicare,  that  the  Average  Fee  Schedule  of  the  Montana 
Medical  Association  and  the  practically  identical  maximum 
schedule  of  allowances  of  the  Medicare  program  represent 
exactly  what  they  are  labeled  and  should  be  the  suggested 
guides  for  medical  and  surgical  services  in  Montana. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Report  Tabled 

The  Economic  Committee  also  recommends  that  the  special 
committee  which  will  renegotiate  the  Medicare  contract  of 
the  Association  with  the  Office  of  Dependents’  Medical  Care 
urge  the  elimination  of  all  payments  for  out-patient  drugs. 

It  was  moved  by  Dr.  Segard  and  seconded  that 
this  portion  of  the  report  of  the  Reference  Com- 
mittee be  adopted. 

During  a discussion  of  this  motion,  the  regula- 
tions of  the  Medicare  program  for  the  provision 
of  drugs  to  its  beneficiaries  was  discussed.  It  was 
pointed  out  that  under  the  present  provisions  of 
the  Medicare  plan,  drugs  will  be  paid  for  only  if 
they  are  included  on  the  claim  of  the  physician. 
There  are  no  provisions  under  the  Medicare  pro- 
gram to  reimburse,  directly,  either  the  patient  or 


a druggist  for  the  cost  of  drugs  supplied.  The 
Economic  Committee  is  apparently  of  the  opinion 
that  physicians  should  not  be  responsible  for  drug 
charges  and  that  these  charges  should  not  be 
included  on  their  claim  forms.  Following  this  dis- 
cussion, it  was  moved,  seconded  and  carried  that 
the  motion  to  adopt  this  portion  of  the  Reference 
Committee  report  be  tabled. 

The  Economic  Committee  continues  to  urge  the  adoption 
of  the  Average  Fee  Schedule  of  the  Montana  Medical  Asso- 
ciation as  the  schedule  for  payments  to  physicians  by  the 
Montana  Physicians’  Service.  Your  Reference  Committee  is 
of  the  opinion  that  no  specific  action  upon  this  proposal  of 
the  Economic  Committee  is  in  order  by  this  House  of  Dele- 
gates. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

The  Economic  Committee,  in  its  report,  recommended  that 
an  assignment  form  be  added  to  the  standard  insurance  re- 
porting form  distributed  by  the  Executive  Office  of  the 
Montana  Medical  Association,  which  will  direct  the  insurance 
company  to  issue  a check  payable  to  the  claimant  and  to 
the  physician.  This  assignment  form  may  be  attached  either 
to  the  present  form  or  may  be  an  entirely  separate  form  so 
that  its  use  will  be  optional.  The  suggested  wording  of  the 
assignment  form  is  as  follows: 

You  are  instructed  to  remit  by  check,  payable  jointly 
to  the  physician  and  the  claimant,  the  amount  of  claim 
covered  by  this  insurance  for  all  professional  services  in- 
cluded in  this  claim. 

I understand  that  I am  financially  responsible  to  the 
physician  for  all  professional  services  not  covered  by  this 
insurance. 

This  authorizes  my  physician  to  release  information  to 
the  insurance  company  pertaining  to  this  illness. 

Your  Reference  Committee  is  of  the  opinion  that  a claim- 
ant’s signature  for  joint  assignment  is  an  authorization  to 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


the  insurer  to  include  the  physician’s  name  on  the  check  and 
thereby  relieves  the  insurer  of  o’oligation  to  the  claimant. 
Your  Reference  Committee  concurs  m this  recommendation 
of  the  Economic  Committee  and  suggests  its  adoption  by 
the  House. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and,  after  discussion,  carried. 

The  Economic  Committee  wishes  to  remind  the  House  of 
Delegates  that  the  recent  changes  in  the  Federal  law  supply- 
ing matching  funds  to  the  counties  for  the  medical  care  of 
indigents  is  not  now  operating  to  its  full  effect  in  Montana. 
Delegates  will  remember  that  one  of  the  requirements  for 
the  law  was  that  the  State  Department  of  Public  Welfare 
be  used  as  a vending  agency  for  the  State  as  a whole,  and 
that  each  county  in  the  State  establish  a medical  care  plan 
with  the  physicians  and  submit  it  to  the  State  Department  of 
Public  Welfare  for  approval.  Several  counties,  and  several 
other  medical  societies,  have  not  done  this  for  various  indi- 
vidual and  local  reasons  and,  as  a result,  there  are  no  such 
Federal  funds  on  a matching  basis  vended  through  the  State 
to  the  counties.  A number  of  the  county  commissioners  now 
feel  that  they  are  being  denied  Federal  assistance  for  welfare 
costs  to  which  they  are  justly  entitled.  There  is  a definite 
feeling  in  the  State  to  transfer  medical  care  of  welfare  re 
cipients  from  a responsibility  of  the  counties  to  a responsi- 
bility of  the  State  Welfare  Department.  Your  Committee  sees 
this  as  one  more  step  toward  centralization.  It  behooves  all 
members  of  this  Association  to  work  for  a cordial  relation- 
ship with  their  local  governmental  units  and  to  aid  them  in 
handling  their  problems.  The  profession  must  be  cooperative 
and  avoid  giving  an  impression  of  assuming  a negative  atti- 
tude: then,  possibly  we  will  have  fewer  spectacles  of  county 
governments  charging  off  under  their  own  power  and  enter- 
ing into  the  practice  of  medicine  as  an  employer  of  physi- 
cians on  a salary  basis  and  building  competing  hospitals. 
Your  Reference  Committee  urges  that  members  of  this  Asso- 
ciation bend  every  effort  to  present  in  their  community  th 
positive  advantages  of  the  private  practice  of  medicine,  a 
fee  for  service,  and  free  choice  of  physician,  rather  than  just 
being  against  socialized  medicine. 

The  Economic  Committee  held  considerable  conversation 
upon  the  problems  of  supplying  medical  care  to  pensioners 
of  the  social  security  scheme,  and  it  felt  that,  while  the 
physicians  could  possibly  supply  some  type  of  a Blue  Shield 
contract  for  a low  premium  and  at  a discount  for  the  services 
of  the  physician,  there  would  be  no  way  that  these  recipients 
could  handle  the  mounting  problem  of  hospital  costs.  Added 
to  this  would  be  the  expense  of  selling  the  contract.  It  is 
the  feeling  of  the  Economic  Committee  that  physicians  must 
arrive  at  some  conclusion,  which  is  realistic  and  positive,  tc 
meet  the  growing  need  for  adequate  medical  coverage  of 
this  low  income  pension  group.  If  the  profession  does  not 
supply  some  answer,  then  the  Forand  Bill  will  have  definite 
merit.  This  pension  group  is  a fact  and  was  created  by  law. 
The  Economic  Committee  will  appreciate  any  positive  ideas 
from  any  of  the  members  of  this  Association.  Your  Reference 
Committee  concurs  in  these  expressions  of  principle. 

It  was  moved  by  Dr.  Segard  and  seconded  that 
this  portion  of  the  report  of  the  Reference  Com- 
mittee be  adopted.  During  the  discussion  of  this 
motion,  several  of  the  delegates  inquired  if  the 
report  of  the  Reference  Committee  implied  ap- 
proval of  Federal  funds.  It  was  the  opinion  of 
the  Committee  that  the  report  did  not  state  a 
particular  opinion  upon  the  use  of  Federal  funds 
and  did  not  revise  the  present  policy  of  the  Asso- 
ciation which  is  that  the  position  of  the  profession 
upon  the  welfare  programs  involving  the  use  of 
Federal  funds  is  to  be  determined  by  the  counties 
and  component  medical  societies  concerned.  It 
was  reported  that  representatives  of  the  State 
Welfare  Department  are  presently  evolving  a new 
plan  for  the  care  of  the  indigents  whereby  the 
State  Department  may  be  able  to  obtain  certain 
Federal  funds  for  the  use  of  the  various  counties. 
The  motion  to  adopt  the  Reference  Committee 
report  was  then  voted  upon  and  carried. 


78 


Rocky  Mountain  Medical  Journal 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (4.) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (be  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (4)  it  lowers  gas- 
tric secretion  while  it  tranqmlizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (4)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Ssorup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


for  July,  1958 
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The  Economic  Committee,  being  cognizant  of  some  conflict 
of  opinion  between  physicians  and  the  Industrial  Accident 
Board,  or  certain  individuals  employed  by  the  Board,  rec- 
ommends the  appointment  of  a consultative  body,  or  claims 
committee,  by  the  President  of  the  Montana  Medical  Associa- 
tion to  include  representatives  from  the  various  specialties 
of  medicine.  This  committee  is  to  act  as  an  advisory  com- 
mittee to  the  Industrial  Accident  Board  and  as  a mediation 
board  for  claims  and  differences  of  opinion.  This  committee 
is  to  be  the  main  contact  between  the  Montana  Medical 
Association  and  the  Industrial  Accident  Board  in  order  to 
avoid  confusion  and  duplication  of  effort.  Your  Reference 
Committee  believes  the  appointment  of  such  a new  committee 
is  advisable  and  recommends  the  approval  of  the  proposal 
by  the  House. 

It  was  then  moved  by  Dr.  Segard  and  seconded 
that  this  portion  of  the  report  of  the  Reference 
Committee  be  adopted.  During  the  discussion  of 
this  motion,  several  members  of  the  House  of 
Delegates  questioned  the  advisability  of  establish- 
ing another  new  committee.  It  was  then  moved  by 
Dr.  Caraway  and  seconded  that  the  motion  be 
amended  and  that  the  special  advisory  committee 
be  appointed  from  the  membership  of  the  Eco- 
nomic Committee  and  the  Fracture  and  Ortho- 
pedic Committee.  After  a brief  discussion  of  this 
amendment,  a substitute  motion  was  offered  by 
Dr.  Brewer  that  the  advisory  committee  be  com- 
posed of  a chairman  of  the  Economic  Committee, 
of  the  Rehabilitation  Committee,  and  of  the  Frac- 
ture and  Orthopedic  Committee.  During  the  dis- 
cussion of  this  substitute  motion,  it  was  pointed 
out  that  the  functions  and  duties  of  the  proposed 
liaison  committee  were  extremely  important  and 
that  the  members  of  this  committee  should  not  be 
burdened  with  a variety  of  responsibilities.  The 
substitute  motion  of  Dr.  Brewer  was  then  voted 
upon  but  failed  to  carry.  The  amendment  of  the 
original  motion  by  Dr.  Caraway  was  voted  upon 
but  also  failed  to  carry,  after  which  the  original 
motion  to  adopt  the  recommendation  of  the  Eco- 
nomic Committee  and  of  the  Reference  Committee 
was  voted  upon  and  adopted. 

The  Economic  Committee  reports  that  the  Secretary  of 
the  Industrial  Accident  Board  is  willing  to  address  component 
societies,  when  feasible,  about  the  problems  of  the  Industrial 
Accident  Board.  Your  Reference  Committee  appreciates  this 
action  by  the  Industrial  Accident  Board  but  does  not  feel 
that  specific  action  by  this  House  of  Delegates  is  necessary 
upon  it. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Legal  Affairs  Committee;  Your  Reference  Committee  has 
reviewed  the  report  of  the  Legal  Affairs  Committee,  which 
was  received  by  the  House  at  its  opening  session.  Inasmuch 
as  delegates  do  not  have  a copy  of  this  report,  your  Reference 
Committee,  without  establishing  a precedent,  will  present  it 
in  its  entirety  and  will  recommend  approval  of  the  proposals 
contained  in  it. 

The  Legal  Affairs  Committee  of  the  Montana  Medical 
Association  met  in  Helena  at  7:30  p.m.,  March  27,  1958.  There 
were  four  members  of  the  committee  in  attendance  and  as 
invited  guests,  two  representatives  from  the  state  office  of 
the  Aetna  Casualty  and  Surety  Company  and  one  represent- 
ative from  U.  S.  Fldelty  & Guaranty  Companv.  These  rep- 
resentatives of  the  chief  insurance  carriers  of  the  State  were 
invited  to  serve  as  advisors  to  the  committee. 

The  chief  purpose  of  this  particular  meeting  was  to  define 
more  clearly  the  purposes  of  the  Legal  Affairs  Committee  and 
to  explore  possible  means  of  broadening  the  scope  of  its 
activities,  particularly  upon  the  initiative  the  committee 
should  or  should  not  undertake  in  instituting  an  investiga- 
tion of  the  medical  facts  when  notified  of  a threatened  or 
instituted  professional  liability  action. 


— The  Road  Toll  by  The  Travelers  Insurance  Companies,  1958 


In  the  past,  the  committee  has  functioned  primarily  as  an 
advisory  body,  acting  only  upon  request  from  the  defendant 
physician,  his  insurance  carrier  or  his  attorney.  In  this  role 
the  committee  has,  through  the  years,  provided  a most  valu- 
able service  to  the  medical  profession  and  to  all  concerned 
in  professional  liability  actions.  It  is  felt  that,  if  the  com- 
mittee is  to  attempt  to  further  minimize  the  number  of 
claims,  it  should  possibly  of  its  own  initiative  become  more 
active  in  each  instance. 

A very  stimulating  discussion  of  many  aspects  of  this 
problem  was  conducted.  While  no  definite  or  final  conclusions 
were  proposed,  all  present  felt  that  the  various  ideas  pre- 
sented would  serve  as  a basis  for  specific  decisions  at  subse- 
quent meetings.  In  addition,  the  several  following  specific 
conclusions,  less  general  in  scope,  were  agreed  upon: 

I.  The  various  insurance  carriers  will  be  requested  to  sub- 
mit quarterly  reports  to  this  committee.  Such  reports  will 
Indicate: 

1)  New  claims  arising  during  the  report  period  with  a 
brief  evaluation  of  status  and  importance. 

2)  Disposition  of  all  claims  terminated  during  the  report 
period  with  a notation  about  the  date  of  initial  report. 

3)  A brief  statement  of  any  change  in  the  status  of 
claims  previously  reported. 

4)  A notation  of  the  number  of  claims  referred  to  this 
committee. 

II.  As  of  the  moment,  the  committee  will  act  only  upon 
request.  When  it  becomes  aware  of  a potential  liability  action, 
the  Chairman  will: 

1)  Acknowledge  receipt  of  notification  from  the  physi- 
cian involved. 

2)  Offer  the  services  of  the  committee  to  him,  his  in- 
surance carrier  and  his  attorney. 

3)  Remind  him,  if  necessary,  of  his  obligation  to  notify 
his  ipsurance  carrier  promptly. 

III.  The  committee  will  communicate  with  the  Mediation 
Committee  and  urge  that  that  committee  make  it  a policy  to 
notify  insurance  carriers  promptly  when  it  becomes  aware 
of  any  situation  which  suggestions  the  possibility  of  a future 
professional  liability  action. 

IV.  Extend  the  educational  function  of  the  committee  as 
follows: 

1)  In  order  to  contact  more  directly  as  many  physicians 
of  the  State  as  possible,  it  is  recommended  that  at  least 
one  regular  meeting  of  each  of  the  local  medical  groups 
each  year  be  devoted  to  the  subject  of  professional  liability. 
At  such  a meeting,  an  experienced  representative  of  an 
insurance  carrier  and  a member  of  the  Legal  Affairs  Com- 
mittee or  a physician  delegated  by  the  committee  should 
be  present.  In  some  eases,  such  meetings  should  utilize  the 
facilities  of  a hospital  staff  meeting  or,  in  others,  a meet- 
ing of  a component  society.  The  basis  of  decision  should 
be  the  goal  of  reaching  the  largest  number  of  physicians 
in  any  given  area. 

V.  When  this  committee  becomes  aware  of  a potential 
professional  liability  action,  it  will  not,  as  of  the  moment, 
enter  into  the  problem  unless: 

1)  Invited  to  do  so  by  the  physciian  concerned,  by  his 
insurance  carrier  or  by  his  attorney,  or 

2)  Approval  to  initiate  participation  in  a given  case 
has  been  granted  by  the  insurance  carrier  or  its  attorney. 

VI.  The  committee  feels  that  further  joint  exploration  and 
more  specific  definition  of  its  preventive  potentialities  should 
be  considered  at  future  meetings. 
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Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  following  some  discus- 
sion of  the  responsibilities  of  the  Mediation  Com- 
mittee as  related  to  the  duties  of  the  Legal  Affairs 
Committee,  carried. 

Resolution  Adopted 

Your  Reference  Committee  carefully  reviewed  the  follow- 
ing resolution  which  was  introduced  by  James  J.  McCabe, 
M.D.,  of  Helena,  and  recommends  its  adoption  by  this  House: 

WHEREAS,  The  Lewis  and  Clark  Medical  Society  has 
been  informed  that  the  Industrial  Accident  Board  of 
the  State  of  Montana  has  granted  lump  sum  settlements 
in  disability  cases  without  medical  consultation:  There- 
fore be  it 

RESOLVED,  That  the  House  of  Delegates  of  this 
Association  request  the  appropriate  committee  to  en- 
deavor to  insure  that  medical  consultation  is  obtained 
in  all  Industrial  Accident  Board  cases  involving  lump 
sum  settlements. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

The  following  resolution  which  was  introduced 
by  Wyman  J.  Roberts,  M.D.,  was  reviewed  care- 
fully by  your  Reference  Committee  and  the  Com- 
mittee recommends  its  adoption: 

Resolution  Adopted 

WHEREAS,  The  value  of  hypnotism  in  the  fields  of 
psychiatry,  medical  diagnosis,  medical  treatment,  sur- 
gical anesthesia  and  dentistry  is  rapidly  being  recog- 
nized and  used  by  licensed  physicians  and  dentists,  as 
well  as  by  schools  of  medicine  and  dentistry,  and 

WHEREAS,  In  the  past,  physicians  have  been  re- 
luctant to  use  this  form  of  therapy  because  of  its 
utilization  by  non-medical  persons  of  theatrical  and 
fraudulent  types:  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  request  its  legal  counsel 
to  investigate  the  laws  governing  the  use  of  hypnotism 
in  Montana  and  that  it  instruct  the  appropriate  com- 
mittee of  this  Association  to  encourage  passage  of 
legislation  to  limit  the  use  of  hypnotism  for  diagnostic 
and  treatment  purposes  to  qualified  physicians,  psychi- 
atrists and  dentists. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Dr.  Segard  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Legal 
Affairs  and  Professional  Relations  as  a whole. 
This  motion  was  seconded  and  carried. 


Welfare  Department  Discussion 

Paul  J.  Cans,  M.D.,  a delegate  from  the  Fergus 
County  Medical  Society,  suggested  that  all  com- 
ponent societies  of  this  Association  be  informed, 
if  possible,  upon  the  various  plans  for  providing 
medical  care  in  the  several  Montana  counties  to 
indigent  or  welfare  patients.  He  requested  this  in- 
formation so  that  it  may  be  available  to  all  com- 
ponent societies  for  their  guidance  during  their 
negotiations  on  welfare  plans  with  the  county 
commissioners  of  their  own  county.  It  was  sug- 
gested that  the  Gallatin  County  Medical  Society 
had  developed  a program  in  cooperation  with  the 
Gallatin  County  commissioners  that  provided  good 
medical  care  to  the  indigent  patients  and  per- 
mitted these  patients  a free  choice  of  physician. 
For  the  information  to  the  House  of  Delegates, 
D.  C.  Epler,  M.D.,  reported  that  until  about  eight 
years  ago,  the  commissioners  in  Gallatin  County 
had  contracted  with  one  physician  to  provide 
medical  care  to  indigent  persons.  Since  most  of 
the  physicians  in  Gallatin  County  rendered  care 
to  these  patients,  the  component  society  entered 
into  a contract  with  the  commissioners  to  provide 
the  necessary  care  for  the  amount  that  had  been 
paid  previously  to  the  designated  county  physi- 
cian. Since  that  time  the  Gallatin  County  Medical 
Society  has  negotiated  a new  contract  with  the 
commissioners  each  year.  The  payments  to  physi- 
cians under  the  contract  has  been  increased  10 
per  cent  during  each  year,  as  permitted  under  the 
law.  All  of  the  physicians  in  the  county  participate 
in  the  plan  and  indigent  patients  may  receive  care 
from  the  physician  of  their  choice.  The  physician, 
in  turn,  submits  a regular  statement  to  a com- 
mittee of  three,  appointed  by  the  component  so- 
ciety, to  handle  all  claims  under  the  plan.  The 
committee  prorates  the  statements  of  the  physi- 
cians in  accordance  with  the  money  paid  by  Galla- 
tin County  for  medical  services  to  indigent  per- 
sons. At  the  present  time,  the  component  society 
receives  approximately  $900  per  month  for  care 
by  its  members  to  indigents.  The  physicians  in  the 
county  serve  patients  in  the  nursing  home  and  the 
county  rest  home  as  private  patients  and  submit 
the  bill  for  their  services  to  these  patients  to  the 
committee  for  payment.  The  commissioners  pay 
the  hospital  or  the  rest  home  for  its  usual  charges 
which  are  negotiated  with  the  commissioners  by 
the  hospital  administrators. 

This  session  of  the  House  of  Delegates  recessed 
at  12:45  p.m. 


The  concluding  meeting  of  the  11th  Interim 
Session  of  the  House  of  Delegates  of  the  Montana 
Medical  Association  was  called  to  order  by  John 
A.  Layne,  M.D.,  President,  at  2:00  p.m.,  Saturday, 
March  29,  in  the  Ballroom  of  the  Placer  Hotel. 

By  vote,  J.  E.  Kress,  M.D.,  was  seated  as  a 
delegate  from  the  Western  Montana  Medical  So- 
ciety. 

The  following  report  of  the  Reference  Commit- 
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tee  on  Resolutions  and  New  Business  was  pre- 
sented by  the  Chairman,  George  G.  Sale,  M.D. 

Your  Reference  Committee  reviewed  six  resolutions  which 
had  been  submitted  to  it  and  received  testimony  upon  them 
from  seven  interested  members  of  this  Association  who  at- 
tended the  committee  meeting.  The  members  of  this  Com- 
mittee wish  to  express  their  sincere  thanks  to  these  members 
for  their  assistance. 

Resolution  Adopted 

Your  Reference  Committee  recommends  the  adoption  of 
the  following  resolution  about  the  relationship  between  physi- 
cians and  attorneys,  introduced  by  H.  M.  Clemmons,  M.D., 
of  Butte: 

WHEREAS,  We  in  the  profession  of  medicine  are 
highly  desirous  of  improving  relations  and  producing 
accord  between  the  legal  and  medical  professions,  and 

WHEREAS,  We  are  cognizant  that  to  do  so  will  ne- 
cessitate understanding  of  mutual  problems:  Therefore 
be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  at  this  11th  Interim  Ses- 
sion held  on  March  29,  1958,  in  Helena,  Montana,  does 
hereby  adopt  the  following  “Statement  of  Principles  of 
Physician-Lawyer  Relationships”;  and  be  it 

RESOLVED  further.  That  a copy  of  these  following 
Principles  be  sent  to  the  Montana  Bar  Association  for 
consideration  and  adoption  by  its  governing  body: 

Statement  of  Principles  of 
Physician- Lawyer  Relationship 

1.  Each  organization  shall  appoint  three  members  from 
its  profession  who  shall  serve  on  a committee,  one  to  serve 
for  a term  of  one  year,  another  for  a term  of  two  years,  and 
the  third  for  a term  of  three  years,  and  thereafter  members 
shall  be  appointed  for  a term  of  three  years,  and  said  six 
individuals  shall  constitute  the  Joint  Medical-Legal  Commit- 
tee. Such  Committee  shall: 

a.  Promulgate  such  suggestions  as  may  be  necessary  to 
carry  into  effect  the  principles  hereby  adopted. 

b.  Jointly  attempt  to  mediate  and  arbitrate,  in  the 
first  instance,  any  disputes  arising  between  individual 
physicians  and  lawyers  or  between  the  two  professions. 

c.  Report  annually  to  each  of  said  organizations  the 
work  of  the  committee  during  the  year  and  make  such 
recommendations  to  said  organizations  as  the  committee 
deems  desirable. 

2.  No  lawyer  should  request  and  no  physician  should  fur- 
nish any  information  concerning  the  history,  physical  condi- 
tion, diagnosis,  or  prognosis  of  a patient  to  any  person  except 
upon  the  written  authorization  of  the  patient,  provided  that 
this  principle  shall  not  affect  the  submission  of  written  medi- 
cal reports  to  the  Industrial  Accident  Board  of  Montana  on 
behalf  of  patients  whose  treatment  or  whose  examination  is 
to  be  paid  for  by  the  Industrial  Accident  Board  of  Montana. 

3.  All  records  of  the  attending  physicians  and/or  surgeons 
made  in  connection  with  the  treatment  and  care  of  the 
patient  in  the  office,  home  or  hospital,  including  radiographs 
and  reports  of  diagnostic  and  therapeutic  procedures,  are  the 
property  of  the  physician  and/or  surgeons  in  charge  of  such 
patient,  or,  as  the  case  may  be,  of  the  physician  preparing 


or  making  the  radiographs,  diagnostic  or  therapeutic  tests  or 
procedures. 

4.  If  a medical  examination  is  requested  or  arranged  by 
a party  adverse  to  the  individual  being  so  examined,  or  by 
a prospective  employer  as  a pre-employment  examination,  a 
report  shall  be  made  directly  to  the  person  arranging  for 
such  examination.  Such  report  shall  be  and  become  the 
property  of  the  person  arranging  for  and  paying  for  such 
special  examination. 

5.  The  patient  or  his  attorney,  as  his  duly  authorized  agent, 
shall  be  entitled,  upon  written  request,  to  a prompt  report 
from  the  attending  or  treating  physician  and/or  surgeon 
concerning  the  history,  findings,  treatment  rendered,  diagnosis 
and  prognosis,  irrespective  of  whether  or  not  a governmental 
agency  is  made  responsible  for  medical  care  and  compensa- 
tion to  the  patient  or  whether  or  not  an  insurance  carrier 
or  third  party  has  contracted  to  assume  financial  responsi- 
bility for  the  patient’s  care  or  a portion  thereof,  in  the 
absence  of  contractual  provisions  to  the  contrary.  The  physi- 
cian shall  be  entitled  to  charge  a reasonable  fee  for  the 
preparation  of  detailed  reports  requiring  an  analysis  or  study 
of  his  records,  or  for  a consultation  with  the  patient’s  attor- 
ney, but,  in  the  absence  of  unusual  circumstances,  simple 
status  reports  or  simple  reports  in  the  nature  of  a proof  of 
loss  shall  be  made  available  without  charge.  It  is  suggested 
that  a better  report  will  be  secured  by  the  attorney  if  he 
ineludes  in  his  request  any  specific  medical  or  disability  ques- 
tions or  a specific  request  for  an  examination  covering  cer- 
tain conditions. 

6.  No  member  of  the  legal  profession  should  request,  and 
no  member  of  the  medical  profession  should  agree  to  accept, 
an  expert  witness  fee  wholly  or  partially  contingent  upon 
the  outcome  of  the  matter  in  which  such  expert  testimony 
is  offered. 

7.  Reasonable  expert  witness  fee  is  a proper  and  necessary 
item  of  expense  in  litigation  involving  medical  questions,  and 
payment  thereof  shall  ultimately  be  made  by  the  client;  but, 
in  every  instance  in  which  the  lawyer  makes  arrangements 
for  expert  testimony,  it  shall  be  the  obligation  of  such  lawyer 
to  see  that  adequate  arrangements  for  payment  of  such 
expert  witness  fee  shall  have  been  made. 

8.  A lawyer,  in  disbursing  money  either  after  settlement 
or  after  a judgment  has  been  obtained,  has  an  obligation  to 
use  every  legitimate  means  to  see  that  the  eharges  of  the 
attending  physician,  cost  of  examinations,  and  expert  wit- 
ness fees  are  paid  by  the  client. 

9.  Recognizing  that  practitioners  in  each  profession  have 
qualified  for  practice  by  specialized  training  and  demonstra- 
tion of  the  necessary  character  and  integrity,  members  of 
the  legal  profession  shall  abstain  from  giving  medical  advice 
to  their  clients  and  members  of  the  medical  profession  shall 
abstain  from  giving  legal  advice  to  their  patients. 

10.  It  is  the  duty  of  each  profession  to  present  fairly  and 
adequately  the  medical  questions  involved  in  controversies. 
To  that  end,  the  practice  of  pre-trial  discussion  between  the 
physician  and  lawyer  of  the  medical  questions  involved  shall 
be  encouraged,  and  in  all  instances  a frank  discussion  of  the 
issues  and  opinions  between  the  client’s  physician  and  the 
client’s  attorney  shall  be  encouraged  for  the  purpose  of  ob- 
taining a complete  understanding  on  the  part  of  both  as  to 
the  medical  and  legal  issue  involved. 

11.  Each  profession  shall  recognize  that  the  time,  advice, 
knowledge  and  skill  of  the  other  is  the  means  by  which 
each  earns  his  livelihood,  and  in  order  to  permit  the  most 
efficient  use  thereof,  consultations  with  physicians  and  law- 
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. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL’  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  ’DiURiL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective-even  On  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


Diuril  is  a trade-mark  of  Merck  & Co.,  InC; 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  iNC.,  Philadelphia  1,  Pa. 
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yers  and  appearances  in  court  shall,  so  far  as  is  possible,  be 
arranged  to  accomplish  a minimum  disruption  of  the  practice 
of  the  members  of  each  profession. 

12.  No  lawyer  shall  charge  a fee  to  the  physician  for  the 
collection  of  the  bill  for  medical  services  collected  in  personal 
injury  litigation  for  the  client-patient. 

13.  It  is  suggested  that  in  the  event  a proposed  settlement 
or  actual  recovery  is  insufficient  to  cover  all  the  expenses 
and  the  attorney  on  behalf  of  the  client-patient  wished  to 
propose  a proportionate  reduction  of  the  medical  or  hospital 
bill,  or  both,  the  attorney  should  present  in  writing  the  pro- 
posed or  actual  gross  receipt  of  funds  and  the  proposed  plan 
of  settlement,  including  the  normal  or  contractual  attorney 
fee  and  the  actual  amount  the  attorney  proposes  to  charge 
in  such  instance. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

Your  Reference  Committee  recommends  that  action  upon 
the  following  resolution  on  physical  therapy  be  deferred  until 
the  Annual  Meeting  of  the  House  of  Delegates  in  September 
and  that,  in  the  meantime,  the  resolution  be  submited  to  the 
Council  on  Physical  Medicine  of  the  American  Medical  Asso- 
ciation for  its  recommendations  and  suggestions; 

Resolution  Postponed 

WHEREAS,  Many  states  now  have  laws  that  establish 
minimum  qualifications  and  regulations  for  the  practice  of 
physical  therapy  within  their  borders,  and 

WHEREAS,  The  members  of  the  Montana  Medical  Associa- 
tion believe  that  all  citizens  of  Montana  must  be  protected 
and  assured  that  the  professional  services  received  from  a 
physical  therapist  are  administered  by  a person  who  is 
properly  educated,  trained  and  registered  according  to  the 
laws  of  our  State:  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  at  this  Eleventh  Interim  Session  in 
Helena,  Montana,  on  the  29th  day  of  March,  1958,  does  hereby 
endorse  and  support  a bill  for  “An  Act  Regulating  the  Prac- 
tice of  Physical  Therapy”  in  Montana  providing  that  anyone 
who  represents  himself  as  a Registered  Physical  Therapist, 
and/or  physical  therapist  or  physiotherapist  in  Montana, 
must: 

1)  Apply  to  the  Board  of  Medical  Examiners  for  registra- 
tion and/or  licensure; 

2)  Pay  an  adequate  filing  or  registration  fee; 

3)  Have  been  graduated  from  a school  of  physical  therapy 
approved  by  the  appropriate  council  of  the  American  Medical 
Association; 

4)  Prove  to  the  satisfaction  of  the  State  Board  of  Medical 
Examiners  either  by  examination  (oral,  written  and  demon- 
stration) or  by  registration  with  a legally  constituted  board 
of  another  state  with  standards  approved  by  the  State  Board 
of  Medical  Examiners,  his  fitness  for  registration; 

5)  Renew  his  registration  annually,  paying  an  adequate 
renewal  fee,  the  amount  of  which  shall  be  set  by  the  State 
Board  of  Medical  Examiners; 

6)  Practice  only  upon  the  prescription  or  direction  of  a 
person  or  persons  licensed  to  practice  medicine  and  surgery 
in  the  State  of  Montana. 
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Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

Your  Reference  Committee  recommends  the  adoption  of 
the  following  resolution  upon  the  two-year  education  program 
for  registered  nurses,  submitted  by  R.  D.  Mason,  M.D.,  Con- 
rad, and  George  D.  Waller,  M.D.,  Cut  Bank: 

Resolution  Adopted 

WHEREAS,  Montana  State  College  has  recently  pub- 
licly advocated  a two-year  program  for  the  education 
of  registered  nurses  in  the  hospitals  with  which  it  is 
affiliated,  and 

WHEREAS,  The  duration,  as  well  as  the  quality, 
of  nursing  schools  in  our  State  has  a direct  bearing 
upon  the  quality  of  medical  care  which  the  members 
of  this  Association  can  give,  and 

WHEREAS,  There  is  at  least  a question  as  to  the 
comparative  value  of  a graduate  of  this  type  of  pro- 
gram as  opposed  to  the  person  who  has  been  required 
to  have  three  years  of  schooling,  and 

WHEREAS,  There  will  possibly  be  a loss  of  reci- 
procity between  other  states  for  our  nursing  graduates, 
and 

WHEREAS,  This  type  of  program  will  prevent  many 
young  women  from  attending  nursing  school  because 
of  losing  the  privilege  of  working  for  their  “board  and 
room,”  and 

WHEREAS,  This  type  of  program  will  require  the 
affected  hospitals  to  hire  many  additional  registered 
nurses  who  are  not  now  available:  Therefore  be  it 

RESOLVED,  That  the  Montana  Medical  Association, 
through  its  Executive  Committee,  request  the  State 
Board  of  Nursing  Examiners  and  Montana  State  College 
to  advise  the  members  of  this  Association  of  the  ad- 
vantages of  this  program  together  with  proposed  solu- 
tions to  problems  inherent  in  its  operation;  and  be  it 

RESOLVED  further.  That  a member  of  this  Associa- 
tion be  appointed  by  the  President  to  serve  as  a liaison 
between  this  Association  and  the  State  Board  of  Nursing 
Examiners  to  aid  in  a better  understanding  of  this  and 
possibly  future  undertakings  of  mutual  interest. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

After  careful  study,  your  Reference  Committee  recom- 
mends the  adoption  of  the  following  resolution,  which  was 
introduced  by  John  A.  Newman,  M.D.,  Butte,  and  E.  C. 
Segard,  M.D.,  Billings,  defining  the  practice  of  pathology  as 
the  practice  of  medicine  and  clarifying  the  ethics  of  the 
practice  of  pathology. 

Resolution  Adopted 

WHEREAS,  A wise  and  foresighted  legislature  has 
seen  fit  to  define  a practitioner  of  medicine  in  the 
State  of  Montana  as  any  person  who  publicly  professes 
on  his  own  behalf  or  on  the  behalf  of  any  other  to 
cure,  treat,  relieve  or  palliate  any  ailment,  disease, 
etc.,  and 

WHEREAS,  Practitioners  of  pathology  and  laboratory 
medicine  must  so  practice  as  to  conform  with  the  ethics 
of  and  the  professional  and  governmental  regulations 
bearing  upon  the  practice  of  medicine,  including  licen- 
sure by  the  Montana  State  Board  of  Medical  Examiners, 
and 

WHEREAS,  The  American  Medical  Association  has 
repeatedly  studied  the  problem  and  has  stated  in  1943 
that  the  “House  of  Delegates  of  the  American  Medical 
Association  is  opposed  to  the  division  of  any  branch 
of  medical  practice  into  so-called  technical  and  profes- 
sional fractions”  and  later  in  1951,  that  “the  practice  of 
anesthesiology,  pathology,  physical  medicine  and  radi- 
ology are  an  integral  part  of  the  practice  of  medicine 
in  the  same  category  as  the  practice  of  surgery,  in- 
ternal medicine  or  any  other  designated  field  of  medi- 
cine,” and  in  1955  reaffirmed  its  position  on  these 
matters,  and 

WHEREAS,  Anatomical  pathology  and  clinical  pa- 
thology, including  laboratory  medicine,  deals  with  the 
diagnosis,  treatment,  observation  and  understanding 
leading  to  the  curing,  treatment,  relief  or  palliation  of 
disease  or  ailment  in  the  human  subject  by  means  of 
information  obtained  by  morphological,  microscopic, 
chemical,  microbiologic,  serologic,  immunologic,  hemato- 
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I’m  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON^ 

HEMATINIC 

when  anemia  comphcates  pregnancy 


And  Fm  getting  brittle 


\ 


NEOBON® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


ROETINIC^ 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA^  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 
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logic  or  other  types  of  laboratory  examination  made 
on  the  patient  or  on  any  material  obtained  from  the 
human  body;  it  includes  the  testing,  analysis,  and/or 
observation  of  a patient  or  of  any  material  obtained 
from  the  human  body,  in  order  to  determine  the  cause, 
nature  and  effects  of  disease  and  to  distinguish  the 
normal  from  the  abnormal;  it  embraces  all  procedures 
necessary  to  accomplish  the  above  functions,  and 

WHEREAS,  Pathology  and  laboratory  medicine  is 
both  technical  and  interpretative,  the  technical  procedures 
may  be  delegated  to  trained  individuals  only  under 
the  direct  supervision  of  a practitioner  of  medicine  and 
under  no  circumstances  shall  any  trained  individual  not 
a practitioner  of  medicine  to  whom  the  performance  of 
a technical  procedure  may  be  delegated  be  responsible 
for  or  be  permitted  to  prepare  or  issue  any  interpreta- 
tion of  the  results  of  that  procedure,  the  interpretative 
function  of  pathology  being  exercised  only  by  a prac- 
titioner of  medicine.  The  practitioner  of  laboratory 
medicine  is  and  must  be  completely  responsible  for  the 
entire  performance  of  his  practice,  whether  or  not  tech- 
nical portions  of  it  are  delegated  to  other  individuals, 
and 

WHEREAS,  The  American  Medical  Association  and 
the  Montana  Pathological  Society  and  most  of  the 
physicians  of  the  State  of  Montana  are  of  the  opinion 
that  the  fragmentation  of  the  practice  of  pathology 
and  laboratory  medicine  would  be  accomplished  and 
thus  all  medicine  would  be  in  danger  of  being  so 
divided  to  the  detriment  of  the  patient:  Therefore  be  it 
RESOLVED,  That  the  practice  of  pathology  and  all 
allied  branches  including  anatomical  pathology,  clinical 
pathology,  laboratory  medicine  and  other  such  branches 
as  it  may  embrace  be  declared  the  practice  of  medicine 
with  all  the  rights,  privileges  and  responsibilities  there- 
of and  that  no  part  of  it  can  be  separated  from  the 
practice  of  medicine. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

A resolution  about  the  fee  for  insurance  examinations  was 
submitted  to  this  House  for  consideration  by  the  members 
of  the  C^llatin  County  Medical  Society.  After  careful  study, 
your  Reference  Committee  recommends  the  adoption  of  the 
following  resolution  as  submitted  by  this  component  society: 

Resolution  Adopted 

WHEREAS,  The  present  fee  for  insurance  history, 
physical  examination,  urinalysis  and  form  completion 
was  established  at  $7.50  in  June,  1950;  and 

WHEREAS,  Since  June,  1950,  the  Montana  Medical 
Association  has  twice  revised  its  average  fee  schedule 
with  a resulting  increase  of  fees  for  both  physical 
examinations  and  urinalysis,  and 

WHEREAS,  The  present  accepted  and  established  fee 
for  physical  examination,  urinalysis  and  report  filing  is 
$14.00.  (See  Montana  Medical  Association  Average  Fee 
Schedule  dated  March  30,  1957,  Code  016,  Page  3,  and 
Code  8934,  Page  75  (:  Therefore  be  it 

RESOLVED,  That  all  life  insurance  companies  be 
requested  to  bring  their  fees  into  line  with  the  fee 
for  service  as  established  by  the  Montana  Medical 
Association. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

The  following  resolution  about  the  appointment  of  mem- 
bers of  this  Association  to  its  standing  or  special  committees, 
which  was  submitted  by  R.  D.  Mason,  M.D.,  and  Porter  S. 
Cannon,  M.D.,  was  reviewed  thoughtfully  by  your  Commit- 
tee: 

Resolution  Rejected 

WHEREAS,  The  basic  unit  of  our  state  and  national  medi- 
cal organizations  is  the  county  medical  society,  and 

WHEREAS,  It  is  our  belief  that  any  physician  may  best 
serve  his  state  organization  after  obtaining  experience  in  the 
county  society,  and 

WHEREAS,  It  is  further  believed  that  the  aptitudes  and 
qualifications  of  any  member  may  best  be  judged  by  his 
closest  colleagues:  Therefore  be  it 

RESOLVED,  That  before  appointing  any  member  to  a 
position,  committee  or  office,  the  President  of  the  Montana 
Medical  Association  shall  be  required  to  obtain  the  sanction 


of  the  local  society  involved  and  that  such  sanction  shall  be 
required  each  time  a member  is  appointed  or  re-appointed 
to  the  same  or  a different  position,  committee  or  office. 

Your  Reference  Committee  recommendts  that  this  resolu- 
tion be  not  adopted.  It  is  the  opinion  of  your  Reference  Com- 
mittee that  the  methods  proposed  for  the  appointment  of 
committees  under  this  resolution  are  unwieldly  and  that  the 
President  of  the  Association  would  be  severely  handicapped 
in  completing  his  committee  appointments  under  this  method. 
The  Committee  believes,  however,  that  the  philosophy  of 
this  resolution  has  merit  and  it  suggests  that  another  resolu- 
tion outlining  a more  workable  method  of  appointing  com- 
mittees be  submitted  at  the  Annual  Meeting  next  September. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

The  following  resolution,  which  was  submitted  to  this 
House  at  its  previous  session  by  Louis  W.  Allard,  M.D., 
Billings,  encouraging  the  Montana  Association  for  Rehabilita- 
tion in  its  projected  program  activities  is  approved  by  your 
Reference  Committee  and  it  recommends  the  adoption  of  the 
resolution: 

Resolution  Adopted 

WHEREAS,  The  Montana  Association  for  Rehabilita- 
tion was  recently  formed  following  a series  of  state- 
wide conferences  by  professional,  official  and  voluntary 
agencies  interested  in  services  to  disabled  persons,  and 

WHEREAS,  The  Montana  Association  for  Rehabilita- 
tion is  concerned  with  the  problem  of  developing  and 
improving  rehabilitation  services  in  Montana  through 
the  integration  and  coordination  of  the  services  of  the 
agencies  which  initiated  the  organization,  including  the 
Montana  Medical  Association:  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  encourage  the  Montana 
Association  for  Rehabilitation  in  its  projected  program 
activities,  and  offer  its  assistance  in  bringing  about 
improved  physical  medicine  and  rehabilitation  services 
to  the  people  of  Montana. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

Your  Reference  Committee  recommends  the  adoption  of 
the  following  resolution  expressing  the  opposition  of  this 
Association  to  the  passage  of  HR  9467  (the  Forand  Bill), 
which  was  introduced  by  James  J.  McCabe,  M.D.,  Helena: 

Resolution  Adopted 

WHEREAS,  On  August  27,  1957,  there  was  intro- 
duced into  the  House  of  Representatives  of  the  United 
States  HR  9467,  which  was  referred  to  the  Commitee 
on  Ways  and  Means,  and 

WHEREAS,  This  Bill  proposes,  “To  amend  the 
Social  Security  Act  and  the  Internal  Revenue  Code  so 
as  to  increase  the  benefits  payable  under  the  federal 
old-age,  survivors,  and  disability  insurance  program, 
to  provide  insurance  against  the  costs  of  hospital, 
nursing  home,  and  surgical  services  for  persons  eligible 
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for  old-age  and  survivors  insurance  benefits,  and  for 
other  purposes,”  and 

WHEREAS,  This  Bill  would  amend  the  Social  Se- 
curity Act  to  provide  hospital  and  surgical  services  to 
beneficiaries  under  the  Social  Security  Act:  Therefore 
be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  go  on  record  as  opposing 
the  passage  of  HR  9467  (the  Forand  Bill)  and  further 
that  the  members  of  the  Montana  Congressional  delega- 
tion be  so  informed  by  an  appropriate  letter  from  the 
Secretary  of  this  Association. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

Dr.  Sale  then  moved  the  adoption  of  the  report 
of  the  Reference  Committee  on  Resolutions  and 
New  Business  as  a whole.  This  motion  was  sec- 
onded and  carried.  ^ 

Affiliated  Organizations 

The  following  report  of  the  Reference  Com- 
mittee on  Affiliated  Organizations  was  presented 
by  John  A.  Newman,  M.D.,  Chairman. 

Your  Reference  Committee  on  Affiliated  Organizations  has 
given  careful  consideration  to  the  reports  referred  to  it.  It 
should  be  noted  that  all  of  these  reports  are  from  represent- 
atives of  the  Montana  Medical  Association  to  various  volun- 
tary health  groups  and  are  not  reports  of  committees  of  the 
Montana  Medical  Association  per  se.  All  of  these  committees 
are  lay  committees  and  our  representatives  merely  bring  back 
the  report  of  their  activities.  The  Committee  on  Public  Health 
in  the  Basic  Nursing  Curriculum  did  not  meet  this  year  and 
hence  no  report  is  forthcoming  regarding  its  program.  The 
report  of  the  Public  Health  League  of  Montana  was  sub- 
mitted by  its  President,  E.  H.  Lindstrom,  M.D.,  Helena.  Dr. 
Lindstrom  gave  a very  complete  review  of  the  history  of  the 
organization  of  the  Public  Health  League,  its  financial  struc- 
ture and  its  aims  and  accomplishments  during  the  past 
fourteen  years.  Our  attention  was  particularly  drawn  to  the 
support  the  League  has  given  our  profession  in  helping  with 
problems  of  legislation  and  to  the  value  of  the  organization 
and  its  publication,  “Montana  Health,”  as  instruments  of 
public  relations  to  our  profession.  Dr.  Lindstrom’s  report 
indicated  that  these  services  are  provided  to  the  members 
of  the  Montana  Medical  Association  at  an  annual  cost  to  the 
individual  member  of  less  than  the  fee  of  one  office  call. 
Your  Reference  Committee  would  like  to  congratulate  this 
League  upon  its  efforts  to  maintain  Montana’s  high  medical 
standards  and  upon  the  continued  excellence  of  its  publica- 
tion, “Montana  Health.” 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

Our  representative  to  the  Montana  Committee  for  the 
Employment  of  the  Physically  Handicapped,  H.  M.  Clemmons, 
M.D.,  Butte,  reported  that  emphasis  was  placed  upon  the 


importance  of  inducing  the  public  to  realize  its  responsibility 
to  the  handicapped  person  by  accepting  him  and  aiding  him 
in  obtaining  remunerative  employment.  It  was  brought  out 
that  there  is  a mistaken  belief  among  employers  that  work- 
men’s compensation  rates  will  be  raised  upon  hiring  a handi- 
capped person.  This  is  particularly  true  in  states  such  as 
Montana  with  its  narrow  coverage.  This  Committee  recom- 
mends that  the  House  of  Delegates  of  the  Montana  Medical 
Association  endorse  action  to  broaden  the  Second  Injury  Law 
of  Montana  so  that  the  skills  and  abilities  of  our  handicapped 
citizens  are  not  wasted.  Your  Reference  Committee  concurs 
in  this  recommendation. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
The  motion  was  seconded  and  carried. 

W.  G.  Tanglin,  M.D.,  our  representative  to  the  Montana 
Health  Planning  Council,  reported  that  no  resolutions  of 
this  Council  are  forthcoming  but  recommends  that  our 
members  continue  to  respond  to  requests  to  speak  and  repre- 
sent the  Montana  Medical  Association  at  meetings  of  the 
Council  in  the  interest  of  better  public  relations  between 
it  and  other  organizations. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

AMEF  Report 

The  representatives  to  the  American  Medical  Education 
Foundation  met  in  Chicago  on  January  25-26,  1958.  This 
meeting  was  attended  by  the  Foundation  Chairman  in  Mon- 
tana, William  E.  Sullens,  M.D.  He  reports  that  the  meeting 
was  well  organized  and  that  plans  are  being  completed  for 
an  aggressive  campaign  this  fall.  Financial  pressures  have 
forced  many  medical  schools  to  increase  tuition  to  about 
$1,000  annually.  In  1957,  total  expenses  of  the  medical  schools 
were  approximately  $200,000,000,  and  during  the  past  year, 
the  American  Medical  Education  Foundation  distributed  $1,- 
072,336  to  medical  schools.  This  is  a considerable  increase 
over  previous  years.  In  Montana,  during  1957,  114  physicians 
and  groups  contributed  $3,740.15  to  the  Foundation.  During 
1956,  contributions  were  received  from  65  members  and 
affiliated  organizations  totaling  $3,128.  The  Woman’s  Auxiliary 
to  the  Montana  Medical  Association  raised  $600  for  Ameri- 
can Medical  Education  Foundation  in  1957  by  the  sale  of 
Christmas  cards.  It  is  satisfying  to  note  that  contributions 
from  Montana  are  proportionately  high.  It  is  further  noted, 
however,  that  if  voluntary  support  such  as  that  from  the 
American  Medical  Education  Foundation  cannot  be  greatly 
increased,  tax  supported  medical  schools  will  be  almost 
inevitable.  It  is  the  observation  of  at  least  one  member  of 
this  Committee  that  the  American  Medical  Education  Founda- 
tion is  lax  in  billing  potential  donors  quarterly  as  re- 
quested. Certainly  close  follow-ups  should  be  made  to  physi- 
cians who  elect  to  donate  quarterly  with  reminder  cards 
sent  promptly  and  on  time.  Some  states  have  plans  of 
compulsory  donations  by  assessment;  the  highest,  $20,  is  in 
Illinois.  It  is  the  recommendation  of  this  Committee  that 
the  House  of  Delegates  continue  its  approval  of  this  voluntary 
tax-free  investment  in  the  medical  schools  via  the  American 
Medical  Education  Foundation  and  that  it  urge  the  con- 
tinued support  to  that  end  by  all  members  of  the  Montana 
Medical  Association  as  long  as  a significant  increase  in 
contributions  can  be  obtained  each  year. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 

The  Advisory  Committee  on  Narcotic  and  Alcohol  Educa- 
tion has  held  two  meetings  during  the  past  year.  J.  R. 
Burgess,  M.D.,  your  representative  to  this  Committee,  re- 
ports that  it  continues  to  function  on  the  basis  that  the 
problem  of  alcoholism  is  “everybody's  business.”  The  Com- 
mittee is  making  an  effort  to  tie-in  all  of  the  broad  phases 
of  the  problem  into  a coordinated  plan  of  recognizing, 
handling  and  assisting  individuals  and  communities  to  meet 
this  problem.  This  program  is  probably  in  its  most  advanced 
stages  in  the  Great  Falls  area.  Of  great  interest  is  the  change 
of  attitude  of  the  medical  profession  and  hospitals  toward 
treating  the  alcoholic.  The  factual  teaching  of  our  young 
people  is  also  stressed.  It  is  the  recommendation  of  this 
Committee  that  the  Montana  Medical  Association  further 
cooperate  at  every  opportunity  in  developing  a public  under- 
standing of  the  problem  of  alcoholism  and  community  interest 
in  it.  Your  Reference  Committee  concurs  in  this  philosophy. 

Dr.  Newman  moved  the  adoption  of  this  por- 
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tion  of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

United  Public  Health  League 

Your  representative,  Raymond  F,  Peterson,  M.D.,  at- 
tended the  reactivation  meeting  of  the  United  Public  Health 
League  in  Reno,  Nevada,  in  February.  He  points  out,  in  his 
report,  several  of  the  legislative  problems  that  have  faced 
the  medical  profession  from  time  to  time  and  that  these 
problems  steadily  grow  more  acute.  It  is  the  feeling  of  your 
Reference  Committee  that  the  biggest  problem  facing  the 
medical  profession  at  the  present  time  is  one  of  complete 
complacency  and  apathy  toward  helping  or  opposing  any 
legislative  attempt  whether  it  be  on  a national,  state  or  local 
level.  It  is  our  belief  that  reports  such  as  this,  as  well  as 
other  similar  problems,  should  be  referred  to  the  Legislative 
Committee  of  this  Association  for  consideration,  and,  further, 
that  the  Legislative  Committee  should  make  a determined 
effort  to  find  some  method  of  arousing  the  interest  of  the 
physicians  of  the  State  of  Montana  to  these  various  problems. 
It  is,  therefore,  the  recommendation  of  your  Reference  Com- 
mittee that  the  appropriate  committees  of  the  American 
Medical  Association  and  the  Montana  Medical  Association 
study  new  methods  of  arousing  interest  and  action  of 
our  members  and  examine  ways  and  means  to  more  effec- 
tively bring  these  messages  to  our  members. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

Our  representative,  Earl  L.  Hall,  M.D.,  Great  Falls,  at- 
tended the  Sixth  Annual  National  Conference  on  Physicians 
and  Schools  held  in  Illinois  in  October,  1957.  He  remarks 
upon  the  progress  being  made  in  fitness  and  school  health 
and  recommends  that  the  Montana  Medical  Association  spon- 
sor another  state  school  health  conference  to  review  the  prog- 
ress in  Montana  and  study  the  plans  and  suggestions  of 
the  national  conference.  It  is  the  recommendation  of  your 
Reference  Committee  that  such  a school  health  conference 
be  called  and  sponsored  by  the  Montana  Medical  Association 
in  the  near  future. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  Reference  Committee. 
This  motion  was  seconded  and  carried. 

Dr.  Newman  then  moved  the  adoption  of  the 
report  of  the  Reference  Committee  on  Affiliated 
Organizations  as  a whole.  This  motion  was  sec- 
onded and  carried. 

Safety  Reports 

The  following  report  was  read  by  Paul  J. 
Cans,  M.D.,  Chairman  of  the  Reference  Committee 
on  Health  and  Well-Being: 

Only  two  reports,  one  from  the  Committee  on  Emergency 
Medical  Service  and  one  from  the  Committee  on  Highway 
Safety,  were  submitted  to  this  Reference  Committee  for 


review.  Since  both  of  these  reports  were  for  the  information 
of  members  of  this  House  of  Delegates  and  of  this  Associa- 
tion and  contain  no  recommendations  for  consideration,  your 
Reference  Committee  proposes  that  they  be  received  and 
ordered  placed  on  file. 

Dr.  Gans  moved  that  this  report  of  the  Refer- 
ence Committee  on  Health  and  Well-Being  be 
adopted.  This  motion  was  seconded  and  carried. 

The  following  report  of  the  Reference  Com- 
mittee on  Scientific  Work  was  presented  by  Eliza- 
beth Grimm,  M.D.,  Chairman: 

Your  Reference  Committee  reviewed  carefully  the  re- 
ports submitted  to  it  and  presents  the  following  suggestions 
and  recommendations  upon  them: 

Cancer  Committee:  This  Committee,  in  its  report,  submits 
the  following  recommendations  for  the  consideration  of  the 
House:  That  the  House  of  Delegates  approve  participation  by 
the  Montana  State  Board  of  Health  in  a study  of  air  pollution 
and  smoking  as  related  to  the  incidence  of  carcinoma  of 
the  lung.  This  study  is  a project  of  the  National  Cancer 
Institute  and  the  National  Office  of  Vital  Statistics  of  the 
United  States  Public  Health  Service.  It  is  estimated  that  data 
upon  approximately  fifteen  patients  from  the  State  of  Mon- 
tana will  be  all  that  is  required  for  the  study.  The  Cancer 
Committee  also  requests  that  the  House  of  Delegates  recon- 
sider the  value  of  a cancer  registry  conducted  by  the  State 
Board  of  Health  in  cooperation  with  Montana  hospitals, 
clinics  and  individual  physicians  throughout  Montana.  The 
Committee  points  out  that,  with  the  increased  staff  of  the 
office  of  the  State  Board  of  Health,  organization  of  the  data 
from  a good  registry  will  be  helpful  to  physicians  in  their 
follow-up  work  of  patients  and  that  the  cost  of  maintaining 
the  registry  is  not  large.  The  Cancer  Committee  recognizes 
that  the  value  of  such  a registry  is  in  direct  proportion  to 
the  cooperation  received  from  Montana  physicians.  It  wishes 
to  emphasize  that  the  information  concerning  any  cancer 
patients  is  confidential  and  that  it  is  planned  to  simplify  the 
reporting  forms.  Your  Reference  Committee  is  of  the  opinion 
that  the  reasons  of  the  Cancer  Committee  for  reversal  of  the 
previous  action  of  the  House  are  valid.  Your  Reference  Com- 
mittee recommends  the  adoption  of  these  recommendations 
of  the  Cancer  Committee. 

Dr.  Grimm  moved  that  this  portion  of  the  re- 
port of  the  Reference  Committee  be  adopted.  This 
motion  was  seconded  and  carried. 

Committee  Report  Re-referred 

Fracture  and  Orthopedic  Committee:  This  Committee  re- 
ports that,  in  compliance  with  the  request  of  this  House  of 
Delegates  at  its  1957  Annual  Meeting,  it  has  appointed  a 
sub-committee  to  meet  with  the  Secretary  of  the  Industrial 
Accident  Board  to  discuss  the  payment  of  separate  fees  in 
those  cases  where  more  than  one  physician  is  concerned  to 
effect  a more  equitable  payment  of  the  fee  for  services  of 
several  physicians.  This  sub-committee  will  cooperate  with 
the  Economic  Committee  of  this  Association. 

The  Fracture  and  Orthopedic  Committee  recommends  that 
a special  committee  composed  of  an  orthopedist,  a general 
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practitioner  and  a general  surgeon,  or  similar  specialists,  be 
appointed  to  negotiate  a plan  with  the  Industrial  Accident 
Board  under  which  fees  for  orthopedic  care  of  injured 
industrial  workers,  in  those  cases  where  more  than  one 
physician  is  concerned,  will  be  more  equitably  apportioned. 
Your  Reference  Committee  concurs  in  this  recommendation 
and  recommends  its  approval  by  the  House  of  Delegates. 

It  was  moved  by  Dr.  Grimm  and  seconded  that 
this  portion  of  the  report  of  the  Reference  Com- 
mittee be  adopted.  During  a discussion  of  this 
motion,  it  was  pointed  out  that  the  Economic 
Committee,  in  its  report,  had  recommended  the 
appointment  of  a special  liaison  committee  to  co- 
operate with  the  Industrial  Accident  Board  and 
that  this  proposal  of  the  Fracture  and  Orthopedic 
Committee  might  more  logically  be  referred  to 
this  liaison  committee.  As  a substitute  motion, 
J.  S.  Pennepacker,  M.D.,  moved  that  the  proposal 
of  the  Fracture  and  Orthopedic  Committee  be 
referred  to  the  special  liaison  committee  to  be  ap- 
pointed by  the  President.  This  motion  was  sec- 
onded and  following  a brief  discussion  carried. 

At  the  Annual  Meeting  of  this  House  of  Delegates  during 
1957,  the  following  recommendation  of  the  Fracture  and 
Orthopedic  Committee  was  adopted: 

That  inasmuch  as  it  is  desirable  for  the  same  ortho- 
pedist to  see  children  with  orthopedic  problems  for  several 
years  consecutively  rather  than  to  have  these  children  see 
different  orthopedists  at  the  time  of  the  crippled  children’s 
clinics  in  this  State,  the  Fracture  and  Orthopedic  Com- 
mittee recommends  that  the  House  of  Delegates  vote  to 
suggest  to  the  State  Board  of  Health  that  the  crippled 
children’s  clinics  be  discontinued  and  that  in  lieu  thereof 
the  patients  be  referred  to  the  nearest  available  orthopedist 
of  the  patient’s  choice  after  careful  study  by  the  appropri- 
ate social  agency. 

The  Fracture  and  Orthopedic  Committee  now  proposes 
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that  this  action  of  the  House  of  Delegates  be  rescinded  and 
that  the  crippled  children’s  clinics  be  continued,  with  the 
participation  of  qualified  orthopedists  serving  the  clinic  on 
a rotating  basis  when  feasible.  The  Committee  points  out 
that  this  is  in  accordance  with  a recent  action  of  the  Montana 
Chapter  of  the  Western  Orthopaedic  Association  concerning 
the  crippled  children’s  clinics.  The  reasons  given  by  the 
Committee  for  the  reversal  of  this  opinion  were  that  the 
great  distances  of  some  patients  from  the  offices  of  qualified 
orthopedists  constituted  a hardship  to  the  patient  and  that 
it  is  anticipated  crippled  children’s  clinics  now  be  held  only 
once  a year  since  there  will  be  more  careful  screening  of  the 
eligibility  of  patients  for  participation  in  these  clinics.  Your 
Reference  Committee  concurs  in  this  proposal  and  recom- 
mends its  adoption. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Maternal  and  Child  Welfare  Committee:  Your  Reference 
Committee  notes  that  the  Maternal  and  Child  Welfare  Com- 
mittee has  established  dates  for  another  series  of  two-day 
institutes  on  maternal  and  new  born  care.  It  is  hoped  that 
these  dates  will  be  publicized  and  the  institutes  will  be 
well  attended.  Your  Reference  Committee  would  also  like 
to  suggest  that  attendance  at  all  important  committee  and 
scientific  meetings  is  likely  to  be  better  if  the  dates  of  the 
meetings  do  not  conflict  with  those  of  other  major  meetings. 
If  the  dates  of  all  contemplated  committee  and  scientific 
meetings  are  reported  to  the  Executive  Office  of  the  Montana 
Medical  Association,  many  serious  conflicts  may  be  avoided. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Arthritis  and  Rheumatism  Committee:  The  Arthritis  and 
Rheumatism  Committee  reports  that  a dinner  meeting  was 
held  on  March  27  to  which  interested  physicians  and  laymen 
were  invited  to  meet  with  the  district  representative  of  the 
Arthritis  and  Rheumatism  Foundation.  The  purpose  of  this 
meeting  was  to  discuss  the  feasibility  of  organizing  a state 
chapter  of  the  Arthritis  and  Rheumatism  Foundation.  Since 
no  specific  recommendations  were  presented  by  this  Com- 
mittee, your  Reference  Committee  suggests  that  its  report 
be  received  and  placed  on  file. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Rheumatic  Fever  and  Heart  Committee:  The  Reference 
Committee  notes  that  the  Rheumatic  Fever  and  Heart  Com- 
mittee plans  to  study  a proposal  of  Pfizer  Laboratories  to 
institute  a penicillin  prophylaxis  program.  This  Reference 
Committee  would  like  to  remind  the  Rheumatic  Fever  and 
Heart  Committee  of  the  present  program  in  this  field  spon- 
sored by  the  Montana  State  Board  of  Health.  This  Reference 
Committee  also  wishes  to  commend  the  Sub-Committee  on 
the  Cardiac  Diagnostic  Center  for  its  very  excellent  report 
and  to  recommend  that  it  be  reprinted  in  the  Bulletin  of 
the  Montana  Medical  Association  so  that  it  may  be  read  by 
every  Montana  physician. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

Tuberculosis  Committee:  The  Tuberculosis  Committee,  in 
its  report,  advises  that  it  has  obtained  legal  counsel  and 
that  it  is  the  opinion  of  counsel  that  specific  legislation  must 
be  enacted  before  uncooperative  patients  wtih  active  tubercu- 
losis may  be  controlled  by  force.  The  Tuberculosis  Committee 
is  engaged  presently  in  the  process  of  drafting  suitable  legis- 
lation. It  contemplates  that  this  proposed  legislation  will  be 
ready  to  submit  to  this  House  of  Delegates  for  consideration 
at  its  meeting  in  September.  Since  this  report  of  the  Tubercu- 
losis Committee  is  informative  only,  your  Reference  Com- 
mittee recommends  that  it  be  received  and  placed  on  file. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried. 

The  resolution  on  rehabilitation  services  submitted  by 
Louis  W.  Allard,  M.D.,  at  the  previous  session  of  this  House 
was  referred  to  this  Reference  Committee  for  consideration. 
Inasmuch  as  rehabilitation  means  total  care  of  the  problems 
of  disease  or  abnormality  and  not  just  care  of  orthopedic 
defects,  it  is  the  opinion  of  your  Reference  Committee  that 
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this  resolution  should  be  submitted  to  the  following  com- 
mittees of  this  Association  for  further  consideration  and 
review;  Maternal  and  Child  Welfare  Committee;  Fracture  and 
Orthopedic  Committee;  Rheumatic  Fever  and  Heart  Com- 
mittee; Committee  on  Mental  Hygiene;  Industrial  Welfare 
Committee;  and  Arthritis  and  Rheumatism  Committee.  The 
opinions  of  the  various  committees  should  then  be  submitted 
in  writing  to  this  Reference  Committee  and  it  will  submit 
final  recommendations  upon  this  proposed  resolution  at  the 
Annual  Meeting  of  this  House  in  September.  This  Reference 
Committee  will  also  welcome  opinions  of  other  standing  o~ 
special  committees  of  this  Association  upon  this  proposed 
resolution  if  they  wish  to  submit  them. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  Reference  Committee.  This 
motion  was  seconded  and  carried.  Dr.  Grimm  then 
moved  the  adoption  of  the  report  of  the  Reference 
Committee  on  Scientific  Work  as  a whole.  This 
motion  was  seconded  and  carried. 

Medicare  Drugs 

There  being  no  supplemental  reports  of  any 
reference  committees,  President  Layne  called  for 
new  business.  S.  C.  Pratt,  M.D.,  reminded  members 
of  the  House  that  at  an  earlier  session  it  had 
voted  to  table  a portion  of  the  report  of  the  Refer- 
ence Committee  on  Legal  Affairs  and  Professional 
Relations  pertaining  to  the  recommendation  of 
the  Economic  Committee  urging  that  the  Office  of 
Dependents’  Medical  Care  eliminate  all  payments 
for  out-patient  drugs  in  the  contract  to  be  re- 
negotiated with  this  Association.  Dr.  Pratt  then 
moved  that  this  motion  be  taken  from  the  table 
and  considered  at  this  time.  This  motion  was  sec- 
onded and  carried.  During  the  discussion  of  the 
original  motion  of  the  Reference  Committee,  it 
was  pointed  out  that  the  recommendation  of  the 
Economic  Committee  was  appropriate  and  that 
the  renegotiating  team  of  this  Association  may 
properly  request  that  the  government  eliminate 
payment  for  all  out-patient  drugs  under  the  Medi- 
care program.  This  recommendation  is  not  in- 
tended to  imply  that  the  negotiating  team  ask 
the  Office  of  Dependents’  Medical  Care  to  insert 
such  a clause  in  our  contract.  It  implies  only  that 
this  Association  does  not  approve  of  the  present 
policy  of  the  Office  of  Dependents’  Medical  Care 
for  furnishing  drugs  to  out-patients  and  that  this 
Association  recommends  that  it  endeavor  to  amend 
this  policy.  Dr.  Pratt  then  moved  that  the  por- 


tion of  the  report  of  the  Reference  Committee 
on  Legal  Affairs  and  Professional  Relations  upon 
payments  for  out-patient  drugs  be  adopted  as  rec- 
ommended by  the  Reference  Committee.  This  mo- 
tion was  seconded  and  carried. 

Resolution  Deferred 

E.  C.  Maronick,  M.D.,  a delegate  from  the 
Lewis  and  Clark  Medical  Society,  presented  the 
following  resolution: 

WHEREAS,  Much  difficulty  has  arisen  as  a result  of 
physicians  testifying  in  Court  at  the  request  of  an  attorney 
for  either  the  plaintiff  or  the  defendant,  and 

WHEREAS,  Physicians  in  Court  have  often  found  them- 
selves in  the  position  of  being  an  advocate  instead  of  an 
unbiased  expert  witness;  Therefore  be  it 

RESOLVED,  That  this  House  of  Delegates  recommend 
that  the  Court,  in  litigation  Involving  medical-legal  problems, 
appoint  physicians  to  testify  as  friends  of  the  Court;  and  be  it 
RESOLVED  further.  That  this  House  of  Delegates  recom- 
mend to  the  Court  that  physicians  who  so  testify  be  compen- 
sated by  Court  costs. 

It  was  moved  by  Dr.  Maronick  and  seconded 
that  this  resolution  be  adopted.  During  the  dis- 
cussion of  this  motion,  it  was  suggested  that  the 
resolution  should  be  more  complete  and  that, 
since  it  was  intended  to  further  the  plan  used  in 
the  State  of  New  York  for  the  appointment  of 
expert  witnesses,  it  should  be  studied  by  the  legal 
counsel  of  this  Association.  George  W.  Setzer, 
M.D.,  moved,  as  a substitution  motion,  that  this 
resolution  be  referred  to  the  legal  counsel  of  this 
Association  for  an  opinion  and  that  the  resolution 
then  be  resubmitted  to  this  House  for  considera- 
tion at  its  Annual  Meeting  in  September.  This 
motion  was  seconded  and  carried. 

Three  Resolutions  Adopted 

James  J.  McCabe,  M.D.,  as  Chairman  of  the 
Resolutions  Committee  of  this  Association,  pre- 
sented the  following  resolutions  and  recommended 
their  adoption  by  the  House  of  Delegates: 

WHEREAS,  The  Veterans  Administration  of  Fort  Har- 
rison, Montana,  and  its  manager,  Mr.  Claude  Meredith, 
and  his  entire  administrative  and  professional  staff, 
have  cooperated  in  organizing  and  helping  to  present 
the  scientific  session  of  the  Eleventh  Interim  Session, 
and 

WHEREAS,  It  is  our  opinion  that  they  have  done 
their  share  most  efficiently  and  successfully;  Therefore 
be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  expresses  its  appreciation 
to  Mr.  Meredith  and  his  staff  for  a splendid  job. 

WHEREAS,  The  Program  Committee  of  the  Montana 
Medical  Association,  under  the  chairmanship  of  D.  O. 
Schultz,  M.D.,  has  done  a most  commendable  job  in 
assembling  and  presenting  a varied  and  extremely  in- 
teresting scientific  program  at  this  Eleventh  Interim 
Session;  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  commend 
Dr.  Schultz  and  his  committee  for  the  fine  work  they 
have  done. 

WHEREAS,  The  Placer  Hotel,  the  Chamber  of  Com- 
merce, the  local  press,  the  local  radio  stations  and  the 
members  of  the  Local  Arrangements  Committee,  have 
been  most  cooperative  in  making  our  Eleventh  Interim 
Session  the  success  it  has  been;  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
Montana  Medical  Association  go  on  record  as  expressing 
its  appreciation  to  these  various  organizations  for  their 
splendid  cooperation. 

Dr.  McCabe  then  moved  the  adoption  of  each 
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of  these  resolutions.  This  motion  was  seconded 
and  carried  unanimously. 

The  Secretary-Treasurer,  T.  R.  Vye,  M.D.,  then 
read  a letter  from  Park  W.  Willis,  Jr.,  M.D.,  a 
former  officer  of  this  Association,  extending  his 
greetings  to  each  member  of  the  House  of  Dele- 
gates. It  was  regularly  moved,  seconded  and  car- 
ried that  President  Layne  be  instructed  to  write 
Dr.  Willis  to  extend  to  him  the  greetings  and  best 
wishes  of  this  House. 

At  the  request  of  President  Layne,  George  M. 
Donich,  M.D.,  President  of  the  Montana  Physi- 
cians’ Service,  presented  a detailed  report  upon 
the  activities  of  that  organization.  Since  this  re- 
port was  primarily  for  the  information  of  the 
members  of  the  House  of  Delegates  and  contained 
no  requests  or  recommendations  for  action,  it  was 
ordered  placed  on  file. 

President  Layne,  for  the  information  of  the 
House,  reported  that  the  representatives  of  this 
Association  named  to  renegotiate  its  Medicare  con- 
tract with  the  Office  of  Dependents’  Medical  Care 
were  L.  W.  Brewer,  M.D.,  and  John  A.  Evert,  M.D. 
He  suggested  that,  since  the  contract  will  be  re- 
negotiated during  August,  any  member  of  this 
Association  forward  comments  or  suggestions  upon 
the  Medicare  schedule  of  allowances  to  Dr.  Brewer. 

President  Layne  also  reminded  members  of  the 
House  of  Delegates  to  recommend  whenever  pos- 
sible that  government  agencies,  as  well  as  various 
medical  specialty  groups,  submit  any  requests  that 
they  may  have  for  counsel  and  advice  through  the 
Executive  Committee  since  it  and  this  House  of 
Delegates  are  the  only  bodies  authorized  to  speak 
on  behalf  of  the  entire  profession  in  Montana. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned  at  3:10  p.m.,  sine  die. 

The  following  delegates  and  alternate  delegates 
attended  these  sessions  of  the  House  of  Delegates: 

CASCADE  COUNTY  MEDICAL  SOCIETY:  A.  Kearney 
Atkinson,  M.D.,  Great  Falls;  H.  W.  Fuller,  M.D.,  Great  Falls; 
F.  D.  Hurd,  M.D.,  Great  Falls;  John  A.  Layne,  M.D.,  Great 
Falls;  F.  M.  Petkevich,  M.D.,  Great  Falls;  Wyman  J.  Roberts, 
M.D.,  Great  Falls;  Thomas  F.  Walker,  Jr.,  M.D.,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY:  Paul  J.  Gans, 
M.D.,  Lewistown. 

FLATHEAD  COUNTY  MEDICAL  SOCIETY:  Alfred  V. 
Swanberg,  M.D.,  Kalispell. 

GALLATIN  COUNTY  MEDICAL  SOCIETY:  Deane  C.  Ep- 
ler,  M.D.,  Bozeman. 


HILL  COUNTY  MEDICAL  SOCIETY:  D.  J.  Almas,  M.D., 
Havre;  Albert  W.  Axley,  M.D.,  Havre;  N.  A.  Franken,  M.D., 
Havre. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY:  L.  H.  Blatt- 
spieler,  M.D.,  Helena;  John  R.  Burgess,  Jr.,  M.D.,  Helena; 
E.  C.  Maronick,  M.D.,  Helena;  James  J.  McCabe,  M.D., 
Helena;  Robert  M.  Morgan,  M.D.,  Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY:  Leonard  M.  Ben- 
jamin, M.D.,  Deer  Lodge;  Harold  F.  Hagan,  M.D.,  Anaconda; 
George  E.  Trobough,  M.D.,  Anaconda. 

NORTHCENTRAL  MONTANA  MEDICAL  SOCIETY:  Roger 
D.  Mason,  M.D.,  Conrad;  Robert  K.  West,  M.D.,  Cut  Bank. 

NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  H.  C. 
Scharnweber,  M.D.,  Glasgow. 

PARK-SWEET  GRASS  MEDICAL  SOCIETY:  L.  M.  Basket!, 
M.D.,  Livingston. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY:  Howard  M. 
Clemmons,  M.D.,  Butte;  Frank  A.  Gardiner,  M.D.,  Butte; 
John  V.  Plett,  M.D.,  Butte;  J.  E.  McGreevey,  M.D.,  Butte; 
J.  A.  Newman,  M.D.,  Butte;  Mabel  E.  Tuchscherer,  M.D., 
Butte. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY:  B.  C. 
Farrand,  M.D.,  Jordan;  J.  S.  Pennepacker,  M.D.,  Sidney;  S.  C. 
Pratt,  M.D.,  Miles  City. 

WESTERN  MONTANA  MEDICAL  SOCIETY:  Leonard  W. 
Brewer,  M.D.,  Missoula;  John  A.  Evert,  M.D.,  Missoula; 
Arthur  R.  Kintner,  M.D.,  Missoula;  J.  E.  Krass,  M.D.,  Mis- 
soula; L.  E.  Kuffel,  M.D.,  Missoula;  E.  S.  Murphy,  M.D., 
Missoula;  John  M.  Nelson,  M.D.,  Missoula;  George  G.  Sale, 
M.D.,  Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  Louis  W. 
Allard,  M.D.,  Billings;  Herbert  T.  Caraway,  M.D.,  Billings; 
Elizabeth  Grimm,  M.D.,  Billings;  James  D.  Morrison,  M.D., 
Billings;  John  H.  Schaeffer,  M.D.,  Billings;  E.  C.  Segard, 
M.D.,  Billings. 


Saint  Joseph’s  Fifth  Annual  Clinics 

July  31,  August  1-2,  1958 
Saint  Joseph’s  Hospital,  Denver 

Attendance  at  this  meeting  is  by  invitation 
only.  All  staff  members  of  St.  Joseph’s  Hospital 
and  previous  registrants  for  this  meeting  have 
been  issued  invitations.  In  addition  each  staff 
member  is  allowed  to  invite  two  colleagues  from 
Denver  or  the  Rocky  Mountain  area. 

Two  prominent  guest  speakers  from  outside 
the  hospital  staff  have  accepted  assignments  at 


Taylor  Hearing 
Center 
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413  ISth  Street,  Denver 
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EYEGLASS  HEARING  AIDS 

4 TRANSISTORS 

$175.00 


MASn  3-1920  Price  is  exclusive  of  frame  fronts  and  lenses,  which,  to- 
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the  meeting.  They  are  Drs.  Laurance  W.  Kinsell, 
Director,  Institute  for  Metabolic  Research,  High- 
land Alameda  County  Hospital,  Oakland,  Cali- 
fornia, and  Edgar  J.  Poth,  Professor  of  Surgery, 
University  of  Texas  Medical  Branch,  Galveston, 
Texas. 

Thursday  morning 

Presiding — William  M.  Covode,  M.D. 

8:00 — Medical  Movies. 

9:00 — Address  of  Welcome,  William  M.  Covode, 
M.D. 

9:10 — Treatment  of  Hayfever,  B.  Thomas  McMa- 
hon, M.D. 

9:20 — Indications  for  the  External  Surgical  Ap- 
proach to  Foreign  Bodies  in  the  Food  and  Air 
Passages,  William  B.  Condon,  M.D. 

9:30 — The  Role  of  Thoracotomy  in  the  Diagonsis 
and  Treatment  of  Pleural  Effusions,  William  H. 
Wierman,  M.D.,  and  J.  Robert  Spencer,  M.D. 

9:40 — Carcinoma  of  the  Breast,  Samuel  B.  Childs, 
Jr.,  M.D.,  and  William  H.  Leitch,  M.D. 

10:10 — Discussion  of  Cancer  of  the  Breast,  Gordon 
B.  Magill,  M.D.,  Wilbur  L.  Reimers,  M.D.,  and 
George  J.  Maresh,  M.D. 

10 :30 — Intermission. 

10:45 — Space  Medicine,  James  Gaume,  M.D.,  The 
Martin  Plant,  Denver. 

11:05 — Torsion  of  the  Hydatid  of  Morgagni  (Testic- 
ular Appendix)  in  Childhood  and  Adolescence, 
James  E.  Strain,  M.D. 

11:15 — The  Significance  of  Prolapse  of  the  Gastric 
Mucosa,  David  E.  Dines,  M.D. 

11:25 — The  Anatomy  and  Physiology  of  the  Stom- 
ach and  Duodenum  of  Particular  Interest  to  the 
Surgeon,  Edgar  J.  Poth,  M.D. 

12 :00 — Luncheon. 

Thursday  afternoon 

Presiding — W.  Bernard  Yegge,  M.D. 

1:30 — The  Use  of  Oral  Preparations  in  the  Treat- 
ment of  Diabetes,  E.  Paul  Sheridan,  M.D. 

1:45 — Management  of  Diabetic  Acidosis,  George  H. 
Curfman,  Jr.,  M.D. 

1:55 — Common  Skin  Lesions  in  Diabetes,  Arthur 
R.  Woodburne,  M.D. 


"Congratulations!  You're  the  first  to  be  able 
to  pronounce  it,  Mr.  Pstchaikwsky!" 


2:10 — Diabetes  in  Pregnancy,  Warren  W.  Tucker, 
M.D. 

2:20 — Neural  Lesions  in  Necrotizing  Arteriolitis, 
George  W.  Holt,  M.D. 

2:35 — Consideration  of  Certain  Aspects  of  Diabetic 
Vascular  Disease,  Laurance  W.  Kinsell,  M.D. 

3:15 — Intermission. 

3:30 — Panel  Discussion  — Moderator,  Ervin  A. 
Hinds,  M.D.  Surgical  Problems  in  Relation  to 
Disease  of  the  Pancreas — Laurance  W.  Kinsell, 
M.D.,  Edgar  J.  Poth,  M.D.,  Richard  C.  Cullen, 
M.D.,  and  William  H.  Coppinger,  M.D. 

(This  would  include  management  of  the  dia- 
betic in  relation  to  surgery,  discussion  of  pancre- 
atic tumors,  pancreatitis,  the  penetrating  ulcer  in- 
volving the  pancreas,  fluid  balance  in  relation  to 
pancreatic  fistulae,  management  of  the  postpan- 
createctomy patient,  etc.) 

5:00 — Social  Hour. 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 


Emery  L.  Gray,  General  Manager 


Wm.  j.  Betts 
R.  S.  Cook 
J.  K.  Dunn 


T.  Larsh 
L.  Quinlisk 


1207  East  Thirteenth  Ave.-— Tel.  AComa  2-1015- — Denver  18,  Colorado 


96 


Rocky  Mountain  Medical  Journal 


Friday  morning 

Presiding — Roland  J.  Zarlengo,  M.D. 

8:00 — Movies.  Breakfast  served  in  the  Dining 
Room  of  the  Nurses’  Home. 

9:00 — Essential  Fatty  Acids,  Lipid  Metabolism  in 
Atherosclerosis,  Laurance  W.  Kinsell,  M.D. 

9:30 — Review  of  Management  of  Fifty  Cases  of 
Coronary  Occlusion  Treated  at  Saint  Joseph’s 
Hospital,  Peter  L.  Tobin,  M.D. 

9:45 — Importance  of  History,  Physical  and  Lab- 
oratory Signs  in  Relation  to  Predicting  the  De- 
velopment of  Coronary  Disease,  Austin  Mutz,  M.D. 
9:55 — Prognosis  and  Therapy  Following  Original 
Thrombotic  Episodes,  George  D.  Wilcox,  HI,  M.D. 
10:95 — Discussion,  Abe  Ravin,  M.D.,  Maurice 
Katzman,  M.D.,  and  Henry  A.  Bradford,  M.D. 

10 :30 — Intermission. 

10:45 — Post-Gastrectomy  Syndrome,  Abraham  J. 
Kauvar,  M.D. 

10:55 — The  Use  of  Colon  Transplants  Following 
Total  Gastrectomy,  Marshall  A.  Freedman,  M.D. 
11:05 — An  Indwelling  Plastic  Tube  for  Prevention 
of  Obstruction  in  Unresectable  Carcinoma  of  the 
Stomach,  Ben  Eiseman,  M.D. 

11:15 — Discussion,  David  H.  Watkins,  M.D.,  and 
George  B.  Packard,  M.D. 

11:30 — Management  of  Total  and  Subtotal  Gas- 
trectomy, Edgar  J.  Poth,  M.D. 

Friday  afternoon 

Recreational  Activities — Golf  Tournament,  etc. 

Saturday  morning 

Presiding — H.  Robertson,  M.D. 

8:00 — Movies  and  Breakfast. 

9:00 — Review  of  Gastric  Ulcer,  St.  Joseph’s  Hos- 
pital, Leroy  J.  Sides,  M.D. 

9:20 — Discussion  of  Pathology  of  Above,  S.  M. 
Prather  Ashe,  M.D. 

9:30 — Management  of  Bleeding  Ulcer,  Robert  G. 
Phillips,  M.D. 

9:40 — Discussion,  William  A.  H.  Rettberg,  M.D., 
and  John  M.  Foster,  Jr.,  M.D. 

10:00 — Discussion  of  the  Above  and  Presentation 
of  Conservative  Surgical  Approach  to  Duodenal 
Ulcer,  J.  Edgar  Poth,  M.D. 

10:20 — Intermission. 

10:40 — The  Use  of  Corticoids  Under  Emergency 
Conditions,  Laurance  W.  Kinsell,  M.D. 

11:00 — Panel  on  Management  of  Shock  During  and 
Following  Surgery,  J.  Edgar  Poth,  M.D.,  Laurance 
W.  Kinsell,  M.D.,  Charles  R.  Greenhalgh,  Jr., 
M.D.,  and  Thomas  H.  Mahony,  Jr.,  M.D. 


Obituaries 

CHARLES  M.  WORTH 
Dr.  Charles  M.  Worth,  who  had  practiced  for 
a number  of  years  at  Center,  Colorado,  before 
retiring  four  years  ago  to  return  to  Denver,  died 


April  17,  1958,  at  Sands  House  Sanatorium. 

He  was  born  February  17,  1869,  in  Andover, 
Missouri.  He  moved  to  Denver  at  an  early  age 
and  graduated  from  the  Gross  Medical  College 
in  Denver  in  1907.  Dr.  Worth  practiced  most  of 
his  professional  life  in  Denver  but  had  practiced 
for  short  periods  in  McCook,  Nebraska,  and  San 
Antonio,  Texas.  In  1953,  although  planning  to 
retire  at  that  time,  he  answered  the  pleas  of 
Center,  Colorado,  which  was  currently  without  a 
physician  and  moved  there  to  undertake  a general 
practice  until  he  could  be  replaced  in  1954.  He  was 
a life  emeritus  member  of  the  Colorado  State 
Medical  Society  and  a member  of  its  “Fifty-Year 
Club.” 

Survivors  include  his  wife,  Della  R.  Worth, 
and  a stepson.  Dale  L.  Becker,  both  of  Denver; 
and  two  sisters,  Lydia  Osgood,  Hyannis,  Ne- 
braska, and  Abbie  Farnsworth,  Scottsbluff  Ne- 
braska. 

EDWARD  C.  HILL 

Dr.  Edward  C.  Hill  died  May  2,  1958,  in  Den- 
ver, following  a brief  illness.  Dr.  Hill  had  been 
retired  from  the  practice  of  medicine  since  1932 
and  was  94  years  of  age. 

Dr.  Hill  was  born  October  5,  1863,  in  Cleveland, 
Illinois.  As  a young  man  he  was  first  in  news- 
paper work  and  moved  to  Colorado  in  1885  to 
edit  a paper  in  Saguache.  Soon  he  decided  to  study 
medicine  and  entered  the  Gross  Medical  College 
in  Denver,  graduating  as  a Doctor  of  Medicine  in 
1891.  He  practiced  in  Denver  from  then  until  his 
retirement.  He  also  served  on  the  faculty  of  the 
University  of  Colorado  School  of  Medicine  and 
for  a time  on  the  faculty  of  the  Colorado  College 
of  Dental  Surgery,  which  was  later  discontinued. 

Dr.  Hill  was  a charter  member  of  the  Denver 
Clinical  and  Pathological  Society  and  was  a mem- 
ber of  the  50-year  Club  of  the  Colorado  State 
Medical  Society. 

He  is  survived  by  two  sons.  Dr.  Kenneth  A. 
Hill  of  Denver,  and  Mr.  Paul.V.  Hill  of  Alpine, 
Texas;  by  two  daughters,  Mary  and  Flora,  and 
a number  of  grandchildren  and  great-grandchil- 
dren. 


Specialists  on 

IMPLANT  EYES 
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specialists  in  building 
plastic  eyes  to  order  for 
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DENVER  OPTIC  COMPANY 
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Obituary 

ERNEST  P.  MILLS 

Ernest  P.  Mills,  M.D.,  one  of  Ogden’s  best 
known  medical  figures,  died  May  19th  at  the  age 
of  86. 

As  a young  man  Dr.  Mills  served  an  apprentice- 
ship as  a printer,  but  his  consuming  interest  was 
medicine  and  in  1893  he  gave  up  printing  and 
enrolled  in  the  Kansas  City  Homopathic  College, 
from  which  he  graduated.  His  formal  training  was 
followed  by  three  years  as  a professor  in  the 
Kansas  City  Hahnamann  Medical  College  where 
he  taught  physiology,  pediatrics  and  diseases  of 
the  chest. 

In  1907  Dr.  Mills  began  his  practice  in  Ogden, 
where  he  was  a charter  member  of  the  Dee  Hos- 
pital medical  staff,  and  later  joined  the  medical 
staff  of  the  St.  Benedict’s  Hospital.  He  was  a 
member  of  the  Weber  County  Medical  Society, 
Utah  State  Medical  Association,  and  American 
Medical  Association. 

Dr.  Mills  pioneered  in  the  use  of  radium  in  the 
treatment  of  cancer,  particularly  in  women,  and 
a few  years  ago  donated  his  accumulated  materials 
and  equipment  to  the  Dee  Hospital  to  use  against 
the  disease.  When  advancing  years  forced  his  re- 
tirement in  1950  he  turned  his  attention  to  sta- 
tistical cancer  research  and  compiled  a report  on 
special  cancer  cases  handled  at  the  two  Ogden 
hospitals. 

He  is  survived  by  two  daughters. 


Ruidoso  summer  clinics 

Sponsored  by  New  Mexico  Chapter,  American 
Academy  of  General  Practice 

Headquarters;  Navajo  Lodge 
July  21-24,  1958 
Ruidoso,  New  Mexico 

Faculty 

From  the  University  of  Colorado  School  of 
Medicine 

Lubchenco,  Lula  O.,  M.D.,  Assistant  Professor,  De- 
partment of  Pediatrics,  University  of  Colorado 


School  of  Medicine. 

Silver,  Henry  K.,  M.D.,  Professor,  Department  of 
Pediatrics,  University  of  Colorado  School  of  Medi- 
cine. 

White,  Robert  T.,  M.D.,  Assistant  Professor,  De- 
partment of  Obstetrics  and  Gynecology,  University 
of  Colorado  School  of  Medicine. 

Williams,  Ben  C.,  M.D.,  Assistant  Clinical  Pro- 
fessor, Department  of  Obstetrics  and  Gynecology, 
University  of  Colorado  School  of  Medicine. 

From  the  Southwestern  Medical  School 
Bagwell,  John  S.,  M.D.,  Clinical  Assistant  Pro- 
fessor of  Internal  Medicine,  Southwestern  Medical 
School. 

Daily,  William  M.,  M.D.,  Clinical  Assistant  Pro- 
fessor of  Internal  Medicine,  Southwestern  Medical 
School. 

Gill,  Dan  C.,  M.D.,  Clinical  Assistant  Professor  of 
Surgery,  Southwestern  Medical  School. 

Shannon,  Manning  B.,  Clinical  Assistant  Professor 
of  Surgery,  Southwestern  Medical  School. 

Monday,  July  21 

Moderator — J.  A.  Rivas,  M.D.,  President,  New 
Mexico  Chapter,  AAGP. 

9:00 — Need  for  Study  of  Prematurity  and  Infant 
Mortality  in  this  Region,  “High  Altitude  Babies,” 
Socio-Economic  Factors  and  Prenatal  Care,  L.  O. 
Lubchenco,  M.D. 

9:15 — New  Mexico  Maternal  and  Infant  Mortality, 
A.  R.  Pruitt,  M.D. 

9:45 — Indications  for  and  Complications  of  (a) 
Induction  of  Labor,  (b)  Instrument  Delivery,  (c) 
Cesarean  Section,  Ben  C.  Williams,  M.D. 

10:30 — Intermission. 

10:45 — Practical  Management  of  Resuscitation,  H. 
K.  Silver,  M.D. 

11:15 — The  Obstetric  and  Pediatric  Management 
of  (a)  Diabetes,  (b)  Intrapartum  Infection,  (c) 
Blood  Incompatibilities,  Drs.  R.  T.  White,  H.  K. 
Silver  and  L.  O.  Lubchenco. 

12:15 — Business  and  luncheon  meeting. 

Tuesday,  July  22 

Moderator — W.  J.  Hossley,  M.D.,  Immediate  Past 
President. 

9:00^ — Medical  Complications  of  Pregnancy,  R.  T. 
White,  M.D. 

9:45 — Symptoms  of  Illness  in  the  Newborn,  L.  O. 
Lubchenco,  M.D. 

10:45 — Intermission. 

11:00 — Endometriosis  and/or  Pelvic  Pain,  R.  T. 
White,  M.D. 

11:30 — Abnormal  Bleeding,  B.  C.  Williams,  M.D. 
12:15 — Round  Table  Luncheon.  Moderator — Leland 

S.  Evans,  M.D. 

Speakers:  Drs.  L.  O.  Lubchenco,  H.  K.  Silver,  R. 

T.  White  and  B.  C.  Williams. 

Wednesday,  July  23 

Moderator — W.  H.  Peacock,  M.D.,  President-Elect. 
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9:00 — Recent  Advances  in  Cardiac  Disease,  Wil- 
I liana  M.  Daily,  M.D. 

I 9;45  — Hemorrhage  From  the  Gastro-Intestinal 
; Tract,  John  S.  Bagwell,  M.D. 

I 10:30 — Intermission. 

I 10:43 — Surgery  of  Peptic  Ulcer,  Dan  C.  Gill,  M.D. 
i 11:30 — Penetrating  Trauma  to  the  Abdomen,  Man- 
I ning  B.  Shannon,  M.D. 

I 12:15 — Round  Table  Luncheon.  Moderator — C.  P. 
! Bunch,  M.D. 

[ Speakers:  Drs.  John  S.  Bagwell,  William  M.  Daily, 

* Dan  C.  Gill,  Manning  B.  Shannon. 

, 7:00  p.m. — Cocktail  Hour. 

‘ 8:00  p.m. — Banquet,  Navajo  Lodge. 

; Thursday,  July  24 

• Moderator — F.  R.  Brown,  M.D.,  Secretary. 

> 9:00' — Physiological  Principles  Involved  in  the 
f Management  of  Shock  and  Hemorrhage,  Manning 
: B.  Shannon,  M.D. 

' 9:45 — Diseases  of  the  Bile  Ducts  and  Pancreatitis, 
[ Dan  C.  Gill,  M.D. 

^ 10:30 — Intermission. 

! 10:45 — Functional  Diseases  of  Gastro-Intestinal 
I Tract,  John  S.  Bagwell,  M.D. 

: 11:30 — Hypertension,  William  M.  Daily,  M.D. 


Officers  elected  for  1958-1959 


Dr.  Gitlitz 
President-elect 


Dr.  Wilmoth 
President 


At  the  conclusion  of  the  order  of  business  of 
the  House  of  Delegates  of  the  Wyoming  State 
Medical  Society,  Friday,  June  13,  1958,  the  follow- 
ing physicians  were  elected  to  serve  for  the  next 
fiscal  year:  Benjamin  Gitlitz,  President-elect, 
Thermopolis;  Frank  Barrett,  Vice  President,  Chey- 
enne; S.  J.  Giovale,  Secretary,  Cheyenne.  Physi- 


cians re-elected  were:  C.  D.  Anton,  Treasurer, 
Sheridan;  for  two  year  terms — A.  T.  Sudman, 
Green  River,  Delegate  to  the  A.M.A.,  and  B.  J. 
Sullivan,  Laramie,  Alternate  Delegate  to  the 
A.M.A. 

Dr.  L.  Harmon  Wilmoth  assumed  the  office  of 
President  of  the  Society,  taking  over  from  out- 
going President  H.  B.  Anderson,  Casper. 

Obituaries 

GEORGE  MINOR  ANDERSON 

George  Minor  Anderson,  M.D.,  aged  84,  died 
in  Cheyenne  May  20,  1958.  He  was  born  July  12, 
1873,  in  Santa  Rosa,  California.  He  was  a gradu- 
ate of  Central  College,  Fayette,  Missouri,  and 
completed  his  medical  degree  at  Rush  Medical 
College,  Chicago,  in  1903.  He  served  in  the  Medical 
Corps  of  the  U.  S.  Army  during  World  War  I. 
He  began  gerieral  practice  in  Casper  in  1918  and 
later  practiced  EENT  in  both  Casper  and  Chey- 
enne. He  was  State  Health  Officer  of  Wyoming 
at  the  following  times,  1923-1927,  1933-1939,  1944- 
1948.  Since  retirement  in  1948  he  lived  in  Chey- 
enne. 

At  the  time  of  his  retirement  Dr.  Anderson 
wrote  a “Swan  Song.”  As  a result  of  this  article 
news  people  labeled  him  a literary  genius  and 
one  of  the  state’s  foremost  humorists.  A portion 
of  that  swan  song  is  reproduced  here: 

“Following  my  graduation  in  medicine  I found 
it  expedient  to  flee  from  Missouri  to  Fort  Morgan, 
Colorado,  where  I joined  everything  joinable.  I 
purchased  a derby  hat,  cutaway  coat,  striped 
trousers  and  developed  a rather  intriguing  bedside 
manner.  ...  In  1917  I descended  upon  Casper, 
Wyoming,  where  I competed  with  bad  men,  mur- 
derers and  other  doctors  in  building  up  a sub- 
stantial population  in  the  cemetery.  ...  In  1923 
Democrats  at  that  time  being  rather  scarce  in 
the  state,  I was  appointed  State  Health  Officer 
by  the  late  Governor  William  B.  Ross.  I also 
served  in  office  under  Acting  Governor  Frank  E. 
Lucas,  Governors  Nellie  Tayloe  Ross,  Leslie  A. 
Miller  and  Lester  C.  Hunt.  ...  I have  made  my 
mistakes  but  have  contrived  to  bury  most  of 
them,  and  had  I served  my  church  half  as  ener- 
getically as  I have  my  party,  my  hope  of  heaven 
would  be  much  more  assured.” 

Dr.  Anderson  is  survived  by  his  wife,  three 
children  and  seven  grandchildren. 

HARRY  LEROY  GOFF 

Harry  LeRoy  Goff,  M.D.,  died  in  Cheyenne, 
May  9,  1958,  at  the  age  of  79.  Dr.  Goff  was  born 
in  DeWitt,  Iowa,  and  received  his  medical  degree 
from  the  University  of  Iowa  in  1905.  He  practiced 
in  Iowa  and  then  came  to  Wyoming  in  1911  and 
practiced  in  Cheyenne  until  his  retirement  a few 
years  ago.  He  was  a veteran  of  the  Spanish  Ameri- 
can War  and  World  War  I.  He  is  survived  by 
his  wife. 
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To  the  Editor: 

The  recent  report  of  the  Ad  Hoc  Committee 
of  the  Surgeon  General  of  the  United  States,  after 
weighing  the  advantages  and  disadvantages  of 
BCG  vaccination,  states:  “It  is  believed,  however, 
that  the  advantages  of  vaccination  outweigh  the 
disadvantages  for  tuberculin  negative  persons  who 
are  exposed  to  a definite  risk  of  infection,  espe- 
cially if  they  cannot  be  retested  frequently  with 
tuberculin.” 

This  Committee  recommended  BCG  vaccina- 
tion for  those  groups  recommended  by  the  Ameri- 
can Trudeau  Society,  the  American  College  of 
Chest  Physicians,  the  American  Medical  Associa- 
tion, and  the  Medical  Advisory  Committee  of  Re- 
search Foundation. 

The  specific  groups  recommended  for  BCG 
vaccination  by  the  American  Trudeau  Society  are: 

1.  Doctors,  medical  students,  and  nurses  who 
are  exposed  to  tuberculosis. 

2.  All  hospital  and  laboratory  personnel  whose 
work  exposes  them  to  contact  with  the  bacillus  of 
tuberculosis. 

3.  Individuals  who  are  unavoidably  exposed  to 
infectious  tuberculosis  in  the  home. 

4.  Patients  and  employees  in  mental  hospitals, 
prisons,  and  other  custodial  institutions  in  whom 
the  incidence  of  tuberculosis  is  known  to  be  high. 

5.  Children  and  certain  adults  considered  to 
have  inferior  resistance  and  living  in  communities 
in  which  the  tuberculosis  mortality  rate  is  un- 
usually high. 

There  have  been  numerous  inquiries  from  all 
parts  of  the  United  States  as  to  where  BCG  vac- 
cine may  be  obtained.  In  order  to  assist  those 
interested,  the  following  information  is  offered: 

BCG  vaccine  may  be  obtained  by  any  licensed 
physician  in  the  United  States  and  its  territories 
by  writing  to  the  laboratories  of  Research  Founda- 


tion and  the  University  of  Illinois,  the  only  insti- 
tutions licensed  to  produce  and  distribute  BCG 
in  this  country.  The  address  of  Research  Founda- 
tion is:  70  West  Hubbard  Street,  Chicago  10, 
Illinois. 

Sol  Roy  Rosenthal,  M.D.,  Ph.D., 

Medical  Director,  Research  Foundation, 
and  Director,  Institution  for  TB  Re- 
search, University  of  Illinois. 


To  the  Editor:  . 

While  there  can  be  no  doubt  of  the  value  of 
BCG  in  giving  some  (not  complete)  protection 
from  the  early  complications  of  tuberculosis  to 
individuals  likely  to  be  exposed  to  it,  we  would 
suggest  that  it  is  of  chief  value  in  those  highly 
exposed  groups  for  whom  optimal  medical  care  is 
not  available. 

It  is  well  to  remember  certain  facts  in  relation 
to  this  problem: 

1.  BCG  is  not  a perfect  protection. 

2.  BCG  destroys  the  value  of  the  tuberculin 
test.  As  the  incidence  of  tuberculosis  decreases 
this  test  assumes  more  importance. 

3.  Vaccines  which  give  protection  without 
causing  tuberculin  hypersensitivity  are  currently 
being  investigated. 

4.  Most  cases  of  clinical  tuberculosis  occur  in 
people  who  are  already  tuberculin  positive. 

5.  Both  of  the  reports  quoted  by  Dr.  Rosenthal 
omitted  a discussion  of  the  feasibility  of  chemo- 
prophylaxis in  the  prevention  of  clinical  tubercu- 
losis in  tuberculin  positive  people. 

In  practice,  then,  we  believe  that  it  is  better 
at  this  time,  to  identify  within  a period  of  three 
to  six  months  tuberculin  convertors  and  to  treat 
them  with  adequate  anti-microbial  therapy.  Such 
a program  could  readily  be  accomplished  for  medi- 
cal students,  nurses,  and  the  children  of  tuber- 
culous patients,  who  receive  adequate  pediatric 
supervision.  BCG  vaccination  should  be  reserved 
for  those  who  cannot  be  so  supervised. 

Gardner  Middlebrook,  M.D. 

Arthur  Robinson,  M.D. 
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The  other  side  of  the  Blue  Shield  coin 

Scandals,  murders,  and  robberies  nearly  al- 
ways get  bolder  headlines  than  marriages,  births, 
or  philanthropic  donations — or  the  professional 
achievements  of  modern  medicine.  By  the  same 
rule  of  human  perversity,  doctors  often  take  ar- 
ticulate notice  of  Blue  Shield  only  when  they 
have  some  fault  to  find  with  it. 

Whenever  four  or  five  colleagues  are  gathered 
together — at  a medical  meeting,  on  the  golf  course, 
or  in  the  hospital  staff  room — someone  is  bound 
to  take  out  after  the  Blue  Shield  Plan.  Very  often 
the  complaint  has  something  to  do  with  the  Plan’s 
payments.  Perhaps  the  allowance  for  a certain 
procedure  seemed  quite  inadequate  for  the  par- 
ticular case  treated  last  month,  or  the  Plan  didn’t 
cover  any  of  the  diagnostic  work  that  was  done 
for  Mrs.  Smith,  or  the  Plan  has  been  persistently 
requesting  a detailed  operative  report  to  explain 
a pending  surgical  claim. 

What’s  good  about  Blue  Shield,  anyway? 

Well,  first  of  all,  haven’t  you  found  that — for 
every  single  case  where  the  Plan’s  payment  has 
been  inadequate  for  the  service  required,  or 
delayed  for  further  information,  or  refused  as 
ineligible — there  have  been  scores  of  other  cases 
for  which  reasonable  payment  has  been  promptly 
received?  After  all,  when  you  come  to  think  of 
it,  isn’t  Blue  Shield’s  payment  for  an  eligible 
claim,  properly  presented,  about  as  fast  and  de- 
pendable as  any  source  of  income  you’ve  ever 
had  on  your  books? 

As  for  the  Blue  Shield  payment  in  any  given 
case,  doctors  have  a unique  recourse  here,  too. 
For  the  Blue  Shield  schedule  of  payments  is  ar- 
rived at — and  continually  adjusted — with  the  ad- 
vice or  at  the  request  of  the  local  profession.  And 
if  the  scheduled  payment  is  out  of  line  with  the 
service  required  in  a particular  case,  you  can  ask 
for  a review  by  a committee  of  qualified  physi- 
cians. Blue  Shield  is  the  only  prepayment  pro- 
gram whose  medical  policies  are  subject  to  our 
guidance  and  control. 

Another  unique  virtue  of  Blue  Shield  has  to 
do  with  the  economic  segments  of  the  patients 
whom  it  covers.  Because  of  its  community  ap- 
proach and  its  unmatched  economy  of  operation. 
Blue  Shield  is  the  one  medical  prepayment  plan 
that  covers — or  even  tries  to  cover — the  lower  in- 
come groups  who  most  need  protection. 

So  it  is  that  through  Blue  Shield,  doctors  are 
now  being  compensated  for  services  rendered  to 
a considerable  number  of  people  who,  were  it  not 
for  Blue  Shield,  would  still  qualify  for  our  free 
services  in  hospital  wards  and  clinics. 


Most  important  of  all  good  things  about  Blue 
Shield  is  that  it  is  the  Profession’s  Plan,  and  a 
successful  plan,  too.  Nearly  forty-three  million 
patients  are  now  buying  Blue  Shield  every  month, 
and  thousands  more  are  joining  them  every  day. 
In  so  doing,  these  friends  and  neighbors  are  ex- 
pressing their  confidence  in  medicine  and  in  our 
American  system  of  independent  private  practice. 

If  they  think  well  of  Blue  Shield,  maybe  it 
merits  a pat  on  the  back  from  doctors,  too. 

The  “Blue  Shield  Idea” 

“I  believe  that  the  whole  structure  of  volun- 
tary health  insurance  is  dependent  upon  Blue 
Shield.  By  that  I mean  that  Blue  Cross  will  not 
survive  without  Blue  Shield,  nor  will  the  com- 
mercial insurance  industry,  especially  the  major 
medical  part  of  it.  Only  a compulsory,  regimented 
system  can  supplant  this  whole  voluntary  system, 
and  the  keynote  to  its  survival  is  the  Blue  Shield 
idea”  . . . 

These  words  are  quoted  from  a recent  address 
by  Dr.  Donald  Stubbs  of  Washington,  who  cur- 
rently serves  as  President  of  the  District  of 
Columbia’s  Blue  Shield  Plan  and  as  Chairman  of 
the  Board  of  the  National  Association  of  Blue 
Shield  Medical  Care  Plans. 

What  is  the  “Blue  Shield  idea”?  And  why  is 
this  idea  the  keynote  to  the  survival  of  our  volun- 
tary health  insurance  program  in  America? 

First  of  all,  the  Blue  Shield  idea  exemplifies 
medicine’s  responsible  service  to  the  community. 
It  represents  our  profession’s  greatest  and  most 
successful  effort  to  break  the  money  barrier  be- 
tween patients  of  limited  income  and  the  profes- 
sional services — of  unpredictable  amounts  and  in- 
calculable costs — that  we  stand  ready  to  provide 
them.  It  represents  the  one  prepayment  plan  that 
seeks  to  protect,  first  of  all,  the  least  profitable 
“risks” — those  people  who  can  least  afford  our 
services  and  who,  generally,  most  frequently  need 
them. 

Second,  the  Blue  Shield  idea  is  the  idea  of 
providing  dependable  benefit  to  the  patient.  Blue 
Shield  Plans  pay  their  “participating  physicians” 
directly  for  services  rendered  Blue  Shield  mem- 
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ber-patients.  In  most  areas,  these  “participating 
physicians,”  through  their  agreements  with  their 
local  Plans,  have  given  assurance  to  their  patients 
in  the  lower  and  moderate  income  groups  that 
their  Blue  Shield  membership  will  meet  the  full 
cost  of  services  covered  by  their  contracts.  Even 
where  Blue  Shield  payments  are  accepted  by 
doctors  on  an  “indemnity”  basis,  the  Plans  are 
constantly  seeking  to  equate  their  payments  to  the 
normal  fees  of  the  local  physicians — so  that  Blue 
Shield  may  offer  the  patient  of  limited  means  a 
reliable  assurance  that  the  Plan’s  payments  will 
meet  the  actual  costs  of  covered  services. 

Third,  the  Blue  Shield  idea  is  the  idea  of  pre- 
serving the  private,  confidential  relationship  be- 
tween doctor  and  patient.  No  “third  party”  enters 
into  the  Blue  Shield  transaction  between  doctor 
and  patient.  The  Blue  Shield  is  the  doctor’s  own 
mechanism,  created  in  his  own  image,  and  dedi- 
cated to  the  sole  purpose  of  helping  the  doctor  the 
better  to  serve  his  patients.  Blue  Shield  pays  no 
tribute  in  the  form  of  profits  to  third  party 
owners;  nor  is  Blue  Shield  subservient  to  the 
whims  of  social  theorists  who  want  to  reshape 
medical  practice  to  suit  their  own  ideologies,  or 
to  the  vote-catching  designs  of  politicians. 

Service  to  the  community  . . . dependable 
benefit  to  the  patient  . . . the  private,  confidential 
relationship  of  doctor  and  patient — these  are  the 
exclusive  hallmarks  of  Blue  Shield,  and  the  bul- 
wark of  our  voluntary  plan  of  medical  care  pre- 
payment in  America. 

The  Blue  Shield  idea  is  rooted  in  the  vital 
needs  of  the  human  being  and  in  the  best  aspira- 
tions and  traditions  of  the  physician. 


AMA  sets  August  27-28  for  PR  Institute 

Be  sure  to  circle  the  dates  of  Wednesday  and 
Thursday,  August  27  and  28,  on  your  calendar 
for  the  American  Medical  Association’s  1958  Pub- 
lic Relations  Institute  at  the  Drake  Hotel,  Chicago. 
The  meeting  will  be  of  particular  interest  to  state 
and  county  medical  society  executives,  public  rela- 
tions personnel  and  public  relations  chairmen. 
Further  details  will  be  announced  later. 
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New  Books  Received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 


Strabismus  Ophthalmic  Symposium  11;  Edited  by  James  H. 
Allen.  St.  Louis,  C.  V.  Mosby  Co.,  1958.  Price:  $16.00. 

Ciba  Foundation  Symposium;  Chemistry  and  Biology  of  Muco- 
polysaccharides. Boston,  Little-Brown,  1958.  Price:  $8.50. 

Fat  Consumption;  The  Evolutionary  Answer  to  This  Problem: 
By  T.  L.  Cleave,  M.R.C.P.  (Lond.)  New  York,  Philosophical 
Library,  1953.  Price:  $2.50. 

Human  Infertility:  By  Lee  Buxton,  M.D.,  and  Anna  L. 
Southam,  M.D.  New  York,  Hoeber-Harper,  3953.  Price;  $7.50. 
You  Can  Increase  Your  Heart-Power:  By  Peter  L.  Steincrohn, 
M.D.  Garden  City,  Doubleday  & Company,  1958.  Price;  $4.95. 

A Guide  to  Human  Parasitology  for  Medical  Practitioners; 
By  Blacklock  and  Southwell,  6th  edition,  revised  by  T.  H. 
Davey,  O.B.E.  Baltimore,  Williams  & Wilkins  Co.  (London, 
H.  K.  Lewis),  1957.  Price:  $7.00. 


Book  Reviews 

Psychopathic  Personalities:  By  Harold  Palmer,  M.D.  N.  Y., 

Philosophical  Library,  1957.  175  p.  Price:  $4.75. 

This  British  book  on  psychiatry,  in  the  re- 
viewer’s opinion,  has  rather  limited  value  to 
either  the  psychiatrist,  practitioner  or  medical 
student.  It  is  quite  misleading  in  title,  and,  in 
reality,  presents  no  discussion  of  the  so-called 
“psycopath,”  but  is  a rather  loosely  organized 
description  of  general  psychopathology.  This  de- 
scription does  not  tend  to  follow  the  more  accepted 
classifications  of  mental  illness  and  appears  to 
be  a more  random  discussion  and  description  of 
various  psychoses,  neuroses,  symptom  states,  and 
epilepsy. 

The  value  of  the  work  is  further  diminished  by 
the  author’s  extremely  biased  opinion  concerning 
mental  illness,  its  formation  and  treatment.  He 
refuses  to  accept  or  consider  the  psychoanalytic 
theories  and  is,  indeed,  extremely  antagonistic  to 
the  Freudian  concept.  At  times,  however,  he  will, 
when  at  a loss  for  a suitable  explanation,  bring 
forth  some  of  these  postulates  in  disguised  form. 
This  leads  to  a rather  unfortunate  situation  where 
the  reader  finds  it  difficult  to  arrive  at  any  useful 
working  concept  of  mental  illness. 

What  brief  discussion  concerning  treatment 
exists  in  the  book  again  suffers  from  the  same 
one-sided  viewpoint  of  the  author.  He  refuses  to 
accept  psychotherapy  as  a method  of  treatment 
and  is  openly  antagonistic  to  the  use  of  psycho- 
analysis. He  advocates  the  use  only  of  somatic 
therapy  and  implies  that  in  the  event  this  failed 
there  is  no  further  hope. 
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It  is  the  reviewer’s  opinion  that  a prospective 
reader  might  do  well  to  seek  out  other  elementary 
textbooks  in  psychiatry  unless  he  is  particularly 
interested  in  this,  to  my  way  of  thinking,  rigid, 
nondynamic,  psychobiological  approach  to  the 
problem  of  mental  illness. 

F.  Bruce  Merrill,  M.D. 

Clinical  Laboratory  Methods:  By  W.  E.  Bray,  B.A.,  M.D.  5th 
edition.  St.  Louis,  C.  V.  Mosby  Co.,  1957.  731  p.  Price:  $9.75. 

The  fifth  edition  of  Bray’s  “Clinical  Labora- 
tory Methods”  is,  at  the  same  time,  both  new  and 
useful  and  outdated  and  less  valuable.  This  stems 
from  the  fact  that,  while  the  publication  date  is 
1957,  there  is  no  reference  more  recent  than  early 
1954  and  that  the  majority  of  the  references  are 
dated  between  1930  and  1948. 

At  least  some  part  of  each  chapter  is  of  value 
and  the  division  into  which  you  classify  the  book 
depends  entirely  upon  the  use  you  intend  to  make 
of  it.  The  chapters  on  urinalysis,  stool  examina- 
tion, and  fungi  are  quite  excellent.  Those  portions 
of  the  chapter  on  hematology  which  deal  with 
morphology  and  blood  groupings  seem  to  be  quite 
good,  while  some  of  the  other  discussions  of  blood 
examinations  seem  to  be  overaged.  The  section 
on  blood  chemistry  is  fair.  Most  of  the  standard 
methods  are  included.  Many  of  the  newer  exam- 
inations in  current  use  have  not  yet  been  included, 
and  I feel  this  detracts  from  the  book’s  usefulness. 

I think  that  this  book  would  more  properly 
find  its  place  on  the  reference  shelves  of  a patholo- 
gist rather  than  in  the  office  of  the  average  prac- 
titioner who  does  only  a small  amount  of  lab- 
oratory work  and  who  needs  a more  general,  up- 
to-date  text  for  his  reference. 

L.  H.  Tinkers,  M.D. 


May’s  Manual  of  Diseases  of  the  Eye:  Edited  by  Charles  A. 
Perera,  M.D.  (Twenty-second  edition.)  Baltimore,  Williams  & 
Wilkins  Co.,  1957.  491  p.  Price:  $6.00. 

The  twenty-second  edition  of  May’s  Manual  of 
Diseases  of  the  Eye  is  not  greatly  different  from 
previous  editions.  The  revisions  consist  primarily 
of  consideration  of  the  accepted  classification  of 
primary  glaucoma,  use  of  Diamox,  division  of 
uveitis  into  granulomatous  and  nongramulomatous 
forms  and  the  use  of  newer  therapeutic  agents  in 
ophthalmology. 

The  book  suffers — as  do  similar  efforts — from 
the  attempt  to  be  inclusive  and  yet  brief.  This  is 
a manual,  not  a textbook;  as  such  it  has  value. 
The  medical  students  and  general  practitioners 
for  whom  it  was  written,  however,  have  long  since 
ignored  Dr.  Charles  May’s  own  evaluation:  “The 
book  is  not  recommended  as  a substitute  for  the 
larger  works,  but  as  a means  of  supplying  a 
foundation  to  which  further  knowledge  may  be 
added  by  reference  to  more  extensive  and  com- 
prehensive textbooks.” 

The  book  is  well  printed  and  the  illustrations 
are  good. 

As  with  previous  editions,  a very  large  amount 


of  information  has  been  condensed  into  a small 
space.  The  organization  and  presentation  of  the 
material  makes  the  book  worthwhile  and  the  con- 
tained information  immediately  available. 

May’s  Manual  is  well  worth  its  modest  price 
and  will  continue  to  be  the  favorite  among  eye 
books.  This  reviewer,  however,  has  never  been 
completely  in  agreement  with  the  enthusiastic 
comment  lavished  upon  it. 

Robert  L.  Weiner,  M.D. 


A Handbook  on  Diseases  of  Children:  By  Bruce  Williamson, 
M.D.  8th  edition.  Edinburgh,  E.  & S.  Livingstone,  Ltd.,  1957. 
483  p.  Price:  $6.00. 

It  is  an  interesting  excursion  into  letters  to 
review  a popular  book  whose  author  and  whose 
subjects  do  not  reside  in  the  United  States.  The 
book  under  consideration  at  the  moment  is  titled 
“A  Handbook  on  Diseases  of  Children  Including 
Dietetics  and  the  Common  Fevers.”  The  author 
has  been  allowed  by  a discerning  professional 
audience  to  bring  his  book  into  eight  editions.  Cer- 
tainly no  published  work  could  survive  this  many 
reprints  unless  it  was  of  value  to  its  readers. 

The  title  states  that  this  is  a handbook  and  its 
form  would  bear  this  out.  The  book  is  small  and 
easily  fits  into  the  pocket  of  a set  of  baggy  tweeds. 
The  whole  range  of  the  diseases  of  children  is 
covered  and  an  effort  is  made  to  bring  the  com- 
plex pharmacology  of  child  treatment  up  to  date. 
There  are  other  short  sections  which  do  not  deal 
with  child  diseases,  among  them,  a brief  essay  on 
dietetics. 

This  handbook  is  designed  for  the  resident  and 
intern,  for  the  general  practitioner,  and  to  a less 
extent,  for  the  general  practitioner  of  pediatrics. 
For  the  latter,  there  is  perhaps  less  value  in  the 
brevity  of  the  discussions  in  some  instances  and 
in  the  less  extensive  scope  of  the  differential 
diagnoses.  In  this  country,  there  are  numerous 
handbooks  emanating  from  the  various  depart- 
ments of  pediatrics  and  these,  supplemented  by 
the  standard  texts,  would  be  perhaps  of  greater 
utility. 

The  present  handbook  is  arranged  in  the  fol- 
lowing manner.  The  diseases  are  elaborated  upon, 
system  by  system,  and  this  takes  up  321  pages. 
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There  are  separate  chapters  dealing  with  func- 
tional nervous  disorders,  rheumatism  and  rheuma- 
toid arthritis,  tuberculosis,  and  syphilis  and  gono- 
coccal infections.  Two  chapters  are  devoted  to 
the  common  fevers  of  childhood,  and  the  last  two 
chapters  concern  themselves  with  infant  welfare 
and  dietetics  and  artificial  feeding.  A formulary 
and  index  complete  the  466  pages.  Charts  and  pic- 
torial illustrations  number  117.  Some  of  these  are 
new  and  some  are  the  old  favorites  that  we  see 
in  the  standard  pediatric  texts  in  the  United  States. 
In  general,  the  pictorial  reproduction  is  adequate. 

The  material  incorporated  into  this  small  book 
is  as  up-to-date  as  a revision  in  1957  can  bring  it. 
Naturally,  the  rapid  advance  in  all  phases  of 
medicine  has  made  it  obsolete  already  in  some 
aspects.  However,  most  of  what  is  included  is  con- 
temporary and  pertinent. 

There  are  several  statements  in  the  book  which 
only  serve  to  bring  out  the  fact  that  every  country 
does  not  practice  medicine  in  the  same  way.  The 
following  statements  might  be  viewed  with  some 
criticism  by  pediatricians  in  this  country. 

“Scott’s  Emulsion  is  often  of  great  value  at 
the  onset  of  an  attack  of  bronchitis.” 

“Where  there  is  a strong  psychic  element  (in 
asthma),  an  injection  of  water  in  place  of  adrena- 
lin, unknown  to  the  patient,  may  be  equally  effec- 
tive.” 

“Meanwhile,  inhalations  with  Tincture  of  Ben- 
zoin in  the  common  cold  as  well  as  amphetamine 
and  ephedrine  will  shorten  the  course  of  the 
infection.” 

“In  the  treatment  of  acute  tonsillitis,  salicylates 
and  potassium  chlorate  should  be  given  by  mouth 
in  addition  to  gargles  and  local  paints.  . . . When 
follicles  of  pus  are  seen  on  the  tonsil,  mild  suc- 
tion with  a tonsil  aspirator  will  often  get  rid  of 
much  discharge.” 

“When  possible  (in  surgery  of  patent  ductus 
arteriosus)  the  age  of  7 should  have  been  at- 
tained.” 

“In  all  forms  of  stomatitis,  the  intestinal  tract 
should  receive  attention  with  a liver  corrective 
such  as  magnesia  or  rhubarb  and  soda.” 

“If  the  cephalhematoma  persists  in  the  new- 
born period,  aspiration  should  be  considered.” 

There  are,  of  course,  many  omissions  in  detail 
and  scope  which  are  entirely  understandable  be- 
cause of  the  “handbook”  form.  However,  several 
other  obvious  subjects  should  be  included  and  are 
not.  For  example,  in  the  discussion  of  iso-immu- 
nization, the  matter  of  AB-O  incomoatibility  is 
entirely  disregarded.  A discussion  of  the  reticulo- 
endothelioses  is  likewise  omitted.  In  some  in- 
stances, the  author’s  personal  prejudices  in  regard 
to  therapy  have  led  him  to  make  assumptions 
which  probably  are  not  justified;  for  example,  the 
treatment  of  idiopathic  purpura  on  page  216. 

The  Handbook  of  Diseases  of  Children,  despite 
these  colonial  criticisms,  is  obviously  a useful  and 
well  intentioned  work.  A pediatrician  who  prac- 
ticed in  the  United  States  could  take  this  book 


and  practice  in  England  and  Wales  with  very  little 
change  in  his  theory  or  essential  principles.  As  a 
matter  of  fact,  it  is  rather  remarkable  to  find  such 
a wide  measure  of  agreement  in  two  such  widely 
separated  countries,  a fact  which  speaks  so  plainly 
of  the  unifying  effect  of  a common  language. 

There  is  no  particular  need  for  this  book  in  the 
United  States,  in  that  we  have  an  excellent  pedi- 
atric bibliography  of  our  own  and  number  among 
it  many  books  so  similar  that  we  do  not  need 
another.  It  is  an  honest  book  easy  to  read,  and 
deserves  the  position  it  undoubtedly  holds  on  the 
book  shelf  of  our  English  colleagues. 

Seymour  E.  Wheelock,  M.D. 


AMA  meeting  on  chemical  products 

The  A.M.A.’s  Committee  on  Toxicology  will 
conduct  a meeting  July  25  at  A.M.A.  headquarters 
in  Chicago  to  discuss  proposed  legislation  requir- 
ing the  declaration  of  hazardous  ingredients  and 
warning  statements  on  the  label  and  in  the  ac- 
companying literature  of  household,  commercial 
and  industrial  chemical  products.  Representatives 
of  interested  industries  and  trade  associations  also 
will  attend.  Further  information  may  be  secured 
from  the  committee. 


Staphylococcal  enteritis  cont.  from  47 
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The  Colorado  State  Medical  Society 

Annual  Session  September  24-27,  1958 
Colorado  Springs 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  {three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  S-wartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years);  District  No.  1;  L.  R. 
Safarik,  Denver,  1960;  District  No.  2:  Roger  G.  Howlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6:  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8;  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9: 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) ; Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  LongweU.  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years) : Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 
Speaker,  House  of  Delegates;  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel;  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 


Montana  Medical  Association 

Annual  Meeting  September  11-13,  1958 
Billings 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings;  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula;  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association;  Raymond  F.  Peter- 
son, Butte;  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 


The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958, 

Salt  Lake  City 

OFFICERS — 1957-1958— Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  U.  R.  Bryner,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

for  July,  1958 


Honorary  President:  Frank  Ray  King, 

Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959;  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal;  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 
L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 


New  Mexico  Medical  Society 

OFFICERS — 1958-1959 — Terms  of  officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary;  Mr,  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959: 
Aaron  E.  Margulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  1960;  Allen  Service, 
Roswell,  1960;  Paul  Fell,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians*  Service:  Omar  Legant.  Albuquerque, 
President,  1961;  Allen  Haynes,  Clovis,  Vice  President,  1959; 
W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
H.  M.  Mortimer,  Las  Vegas,  1980;  D.  A.  McKinnon,  Jr., 
Albuquerque,  Secretary-Treasurer,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Eugene  Szerlip,  Albuquerque,  1961;  H.  P. 
Borgeson,  Alamagordo,  1961;  John  T.  Parker,  Farmington, 
1961;  Philip  L.  Shultz,  Santa  Fe,  1961 


The  Wyoming  State  Medical  Society 

OFFICERS— 1958-1959 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1959 
Annual  Session. 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton.  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River.  1960. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie,  1960. 
Executive  Seeretary;  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne:  Natrona  County,  Frederick  Haigler, 
Ca.sper;  Sheridan  Cormty,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen. 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle. 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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WANT  ADS 


FOR  MEDICAL  MEN 


is  now  available  in  Denver's  exclusive 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager; 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremonf  Place  • Denver  2,  Colorado 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LTBIX’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16rh  Strest 

Prescription  Specialists 
Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


FOR  SALE — An  x-ray  unit,  General  Electric  R-2-39 
100  MA  Stationary  Anode  DXC  2.0-4. 5,  with  a rela- 
tively new  tube;  price  rig^ht.  N.  L.  Beebe,  M.D.,  605  S. 
College  Ave.,  HUnter  2-o374,  Fort  Collins,  Colorado. 

61-3 


OFFICE  SPACE  in  professional  doctors  building, 
$95.00  a month.  Beautifully  decorated,  up-to-date 
office,  conveniently  located  in  the  center  of  a number 
of  Denver’s  major  hospitals  at  E.  18th  Ave.  and 
Marion  St.  Rent  includes  parking,  steam  heat,  land- 
scaping and  custodians’  services.  Inquiries  invited 
concerning  a new  medical  building  to  be  erected  in 
the  same  area.  Call  KEyston  4-7221.  72 


IVTOMING:  Wanted,  physician  for  community.  OB- 
Gyn  with  general  surgical  experience  or  general 
surgeon  interested  in  general  practice.  Two  other 
physicians  serving  this  area.  This  is  an  excellent 
opportunity.  Write  Preston  L.  Powell,  North  Big  Horn 
Hospital,  Lovell,  Wyoming.  7-3 


AVAILABLE  for  locum-tenens  from  July  10  through 
September.  Three  years  GP  and  two  years  surgery. 
Please  write  Box  No.  71,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2,  Colorado. 


TERRIFIC  POTENTIAL:  General  practitioner  desires 
partner  or  associate;  will  consider  general  surgeon, 
internist  or  GP.  Perl-Mac  Shopping  Center,  7069  Pecos, 
Denver  21,  Colorado.  Call  HArrison  9-3529,  Dr.  Charles 
H.  Lapan.  62-2 


POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  'ooth  as  independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TP,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 


LICENSED  physician  available  for  locum  tcnens  for 
2 or  3 weeks  in  August.  F.  D.  Swan,  M.D.,  Oregon, 
Illinois. 


H-O-W-D-Y 

Registered  Trade  Mark 


BOB S PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 
300  South  Colorado  Boulevard 

Cow  Town,  Colo. 


New  AMA  exhibit  on  fitness 

“Seven  Paths  to  Fitness”  is  the  title  of  a new 
American  Medical  Association  exhibit  slated  for 
debut  at  the  Public  Relations  Institute  August 
27-28  in  Chicago.  Sponsored  by  the  Bureau  of 
Health  Education  in  cooperation  with  the  Bureau 
of  Exhibits,  the  new  display  emphasizes  the  fol- 
lowing seven  avenues  to  health  and  fitness:  nu- 
trition, relaxation,  play,  exercise,  dental  care, 
medical  care  and  work.  Over-all  murals  depict 
the  sources  and  activities  in  each  category.  The 
exhibit  is  primarily  intended  for  professional 
audiences  such  as  physicians,  educators  and  others 
having  a direct  interest  in  physical  fitness.  It 
will  be  available  for  bookings  after  September  1 
through  the  Bureau  of  Exhibits.  (A  smaller  type 
exhibit  on  the  same  subject  will  be  completed 
later.) 
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Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  acid  urine’ ...  higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.  ^ 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fuUy  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  nuld  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  homrs. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypjnridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G..  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med. 
258:1-7,  1958 

2.  Editorial;  New  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Rea.  U.  S.  Pat.  Off. 


108 


Rocky  Mountain  Medical  Journal 


’.y:' 


• MONTANA  • NEW  MEXiCO  • UTAH  • WYOMING 


Intracardiac  operations 
Aspects  of  the  Forand  Bill 


Hepatic  coma 
Pediatric  anesthesia 


Table  of  contents  page  2 


Volume  55  • Number  8 


gi]  [1 1 

1 jf  11 1]  1 

rXiT  7i^V| 

1 n 1 1 i 

nriKr 

[Kuni 

^Ti/O  1 

I 1 

|Taj|| 

for  appropriate  medical  management  of  epilepsy 

he  Parke-Davis  family  of  anticonvulsants 

...  an  anti-epileptic  for  every  clinical  need 


• complete  control  of  seizures  in  many  patients 
• reduced  incidence  and  severity  of  seizures  in  many  others 


for  grand  mal  and  psychomotor  seizures 


Dilantin 

Phelantin 

Celontin 

Milontin 


Sodium  (diphenylhydantoin  sodium, 
Parke-Davis)  is  supplied  in  many  forms 
—including  Kapseals®  of  0.03  Gm.  and 
0.1  Gm.  in  bottles  of  100  and  1,000. 

Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 


for  the  petit  mal  triad 

Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 

Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
Suspension,  250  mg.  per  4-cc.  teaspoon, 
16-ovmce  bottles. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32 , MICHIGAN 
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In  Biliary  Distress 

ZANCHOL 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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Alseroxylon  less  toxic  than  reserpine 

.alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 


m 


Rauwiloid®  +^Veriloid® 

alseroxylon  1 mg.  and  alkovervlr  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

'^iseroxyi<m  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  14  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 
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X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINF 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

NOW  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  CIBA) 

LONTABS®  (long-acting  tablets  CIBA) 

«/a563MK  CIBA  SUMMIT,  N.  J, 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 


jor  August,  1958 


7 


A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 

Just  a "poof”  of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 

nTz  provides  day  and  night  relief 
from  stuffy,  sneezing,  running  noses 
and  watery  eyes. 

nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 

Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant . 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


NASAL  SPRAY 


Supplied  in  leakproof, 
pocket  size 

squeeze  bottles  of  20  cc. 


\ 


NTZ,  Neo-Synephrine  (brand  of  phenylephrine) , Thenfadil 
(brand  of  thenyldiamine) , and  Zephiran  (brand  of  benzalkonium. 
as  chloride,  refined),  trademarks  reg.  U.S.  Pat.  Off, 


v|  1 lABORATORIES 

lA/  I New  York  18,  N.  Y. 
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with  new 


(PENTAERYTHRITOL  TETRAN  ITRATe)  (gRANO  OF  HYOROXYZtNE) 


why  PETN? 


For  cardiac  effect-.  PETN  is  . . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


For  greater  therapeutic  success:  In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co..  Inc. 


1.  Russek,  H.  I.:  Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  PETN  plus  10  mg.  ATARAX)  3 to  4 times  daily. 
When  indicated  this  maybe  increased  by  switching  to  pink  cartrax 
“20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “cartrax  20.”  In  bottles  of  100. 


cartrax  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
*Trademark  in  glaucoma. 
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• postoperatively 

• in  pregnancy  when 

vomiting  is  persistent 

• following  neurosurgical 

diagnostic  procedures 

• in  infections,  intra-abdominal 

disease,  and  carcinomatosis 

• after  nitrogen  mustard  therapy 


for 
nausea 
and  vomiting 


Squibb  Triflupromazine 


• provides  prompt,  potent,  and  long-lasting  control 

• capable  of  depressing  the  gag  reflex 

• effective  in  cases  refractory  to  other  potent  antiemetic  agents 

• may  be  given  intravenously,  intramuscularly  and  orally 

• no  pain  or  irritation  on  injection 


ANTIEMETIC  DOSAGE: 

Intravenous : 8 mg.  average  single  dose 
Dosage  range  2-10  mg. 

Intramuscular : 15  mg.  average  single  dose 
Dosage  range  5-15  mg. 

If  subsequent  parenteral  dose  is  needed, 
one-half  the  original  dose  will  usually  suffice 
Oral:  10-20  mg.  initially;  then  10  mg.  t.i.d. 

SUPPLY : 

Parenteral  solution  — 1 cc.  ampuls  (20mg./cc.) 
Oral  tablets  — 10  mg.,  25  mg.,  50  mg., 
in  bottles  of  50  and  500 


Squibb 

\^SQyiDD  y 


Squibb  Quality  — The  Priceless  Ingredient 


‘wesPftiN'tg) 


A squiet  TRACCHAIIX 
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Mothers  will  appreciate  the  simplicity  and  convenience 
of  formula  preparation  whether  you  select  Lactum 
or  Dextri-Maltose  as  discharge  formula  and  for 
continued  feeding. 

Lactum  is  available  in  two  forms : Liquid  and 
“instant”  Powder.  For  a 20  calorie  per  ounce  formula, 
mother  adds  a can  of  water  to  a can  of  Liquid;  or  a measuring 
cup  of  Powder  to  a quart  of  water ; or  4 tablespoons  of 
Dextri-Maltose  to  a can  of  evaporated  milk  and  enough 
water  to  make  a quart.  She  prepares  formula  when 
convenient,  stores  in  refrigerator  until  needed.  She  has 
enough  formula  ready  to  satisfy  baby’s  varying  needs  and 
appetite  from  day  to  day,  feeding  to  feeding. 

<s> 

Lactum,  modified  milk  formula 

Dextri-Maltosef  maifose-dexirms  formula  modifier 

and  for  special  feeding  problems: 

Sobee,®  Nutramigen,®  Probana,® 

Lofenalac  (new  low  phenylalanine  formula) 

Printed  services  for  your  patients  are  available  on  all 
formula  preparations  from  your  Mead  Johnson  representative 
or  by  writing  us,  Evansville  21,  Indiana. 


Mead  Johnson 

Symbol  of  service  in  medicine 


Glucose  Tolerance  Test* 


AN 

AMES 

CUNIQUIGK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


66-year-old  man  with  early  diabetes 

mellitus 

_ 68-year-old  man  with  pseudodiabetes 
following  gastric  resection 
•Constam,  C.  R.:  Northwest  Mtd.  SSjSIS,  1957. 


besides  diabetes,  what  diseases  may  cause 
symptoms  of  polyuria,  polydipsia,  increased 
fatigability  and  loss  of  weight? 


Various  renal  diseases  with  isosthenuria,  portal  obstruction,  functional 
dipsomania,  hyperparathyroidism,  acromegaly,  primary  aldostero- 
nism, chronic  mercury  poisoning,  hypervitaminoses  A or  D,  Hand- 
Schiiller-Christian  lipoidosis,  fructosuria,  pentosuria  and  sucrosuria.* 


COLOR-CALIBRATED  CLINITESF 

Reagent  Tablets 

the  STANDARDIZED  urine-sugar  test  for  reliable  quantitative  estimations 

• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  “SUMMER  COMPLAINT  ” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  Cremosuxidine  is  so  pleasant  to  take  too ! 


Cremosuxidine  and  Sulfasuxidine 
are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


for  August,  1958 


13 


Variety  in  taste  and  texture  of  foods 
must  become  your  patient’s  ^^Spice” 


The  Bland  Diet 


— and,  with 
your  consent, 
a glass  of 
beer  for  a 
morale  booster 


• Meat  patties  stay  tender  when  crushed  com 
flakes  and  water  are  added  to  the  finely  ground 
beef.  Salt  and  a hint  of  thyme  or  marjoram  give 
savor.  Fish  souffle  is  a delight  when  the  top  is 
crisped  with  cracker  meal  and  butter. 

Vegetables  such  as  tender,  young  string  beans, 
peas,  beets,  and  carrots  may  be  cooked  and 
served  whole — otherwise  pureed.  Potatoes  may 


be  boiled,  baked  or  mashed.  Molded  gelatin 
salads  are  pretty  to  look  at — better  to  eat.  For 
dessert,  perhaps  applesauce  added  to  whipped 
lime  gelatin,  and  topped  with  custard  sauce. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  instructions. 

*pH^ — 4.3  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y. 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine’ ...  higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.  ^ 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.’’ 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablots:  Each  tablet  contains  0.5  Gm.  (7J^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

referenpfs: 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypvridazine.  New  England  J.  Med, 
258:1-7,  1958 

2.  Editorial:  ^ew  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Rea.  U.S.  Pat.  Off. 
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Doctor,  your  dietary  decision 
can  build  Blue  Ribbon  babies 


The  baby  who  wins  the  blue  ribbon  is  the 
one  whose  doctor  — no  one  else  — determines 
its  exact  nutritional  needs. 


A scientifically  formulated  evaporated  milk  product 
prepared  exclusively  from  Grade  A Milk 

Happy  Lynn  Patricia,  aglow  with  health,  is  a 
Blue  Ribbon  winner,  pride  of  her  doctor  who 
selected  VARAMEL  together  off  to  a strong  start. 


VARAMEL  BUILDS  BLUE  RIBBON  BABIES 


1 . Breslow,  L.:  Clinical  Approach  to  Infantile  Colic. 
J.  Pediat.  50: 196-206, 1957.  (Reprint  sent  on  request.) 


Laboratories,  Inc.  • Cleveland  3,  Ohio 
MUk  Products  Exclusively  for  the  Medical  Profession 


e Made  from  milk  of  outstanding  purity, 
e Scientifically  formulated  for  optimum 
nutrition. 

e Helps  prevent  cobc.i  Butterfat  re- 
placed by  easily  digested  vegetable  oils, 
e Twice  homogenized  for  better  diges- 
tion and  absorption, 
e Permits  prescribing  carbohydrate  of 
choice.  No  sugar  added. 


Approximate  Analysis 

Protein  

t.9%  Calcium 

0.19% 

Carbohydrate. . 

8.3  Phosphorus.... 

0.15 

Fat 

5.8  Iron 

0.0016 

Ash 

1.2  Moisture 

...  79.8 

32  Calories  per  fl.  02. 

Average  dilution — equal  parts  of  Varamel 

and  water 

plus  sufficient 
fluid  ounce. 

carbohydrate  to  moke  20 

calories  per 

• Provides  adequate  amounts  of  all 
known  essential  vitamins  plus  much- 
needed  iron. 

• Helps  doctor  control  infant  feeding 
longer.  Advertised  to  the  medical  pro- 
fession only.  Available  in  drug  stores. 

• Economical  to  use—  eliminates  need 
for  additional  vitamins  and  iron. 

Other  products- Baker's  Modified  Milk 

—a  completely  prepared  formula  in  liquid 
and  powder  form. 
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Comments  by  investigators  on 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
xmique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 


PUBLISHED  REFERENCES:  1.  Carpenter,  E.  B.:  Southern  Medical  Journal  51:627,  1958. 
2.  Forsyth.  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Little.  J.  M..  and  Truitt,  E,  B,,  Jr.:  J.  Pharm. 
& Exper.  Therap.  119!16X.  1957.  4.  Morgan,  A.  M.,  Truitt.  E.  B.,  Jr.,  and  Little.  J.  M.:  J. 
Am.  Pharm.  Assn.,  Sci.  Ed.  46:374.  1957.  S.  O'Doherty,  D.  S.,  and  Shields.  C.  D.;  J.A.M.A. 
167:160,  1958.  6.  Park,  H.  W.:  J.A.M.A.  167:168,  1958.  7.  Truitt,  E.  B.,  Jr.,  and  Patterson, 
R.  B.,  Proc.  Soc.  Exper.  Bio.  & Med.  93:422,  1957.  8.  Truitt,  E.  B.,  Jr-,  Patterson,  R.  B., 
Morgan,  A.  and  Little,  J.  M.;  J.  Pharm.  & Exper.  Therap.  119:189,  1957. 


Supply:  Tablets  (white,  scored) , 0.5  Gm.,  bottles  of  50  and  500. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm'  ^ 


CONDITION 

NO.  1 

PATIENTS  1 

RESPONSE 

STUDY  I* 

“marked” 

moderate 

slight 

none  i 

Skeletol  muscle 

1 

1 spasm  secondary  to 

\ acute  trauma 

33 

26 

6 

1 

' i 

STUDY  2^ 

“pronounced” 

Herniated  disc 

39 

25 

13 

— 

1 

Ligamentous  strains 

3 

4 

4 





Torticollis 

3 

3 



- 

1 

Whiplash  injury 

3 

2 

1 



Contusions, 

fractures,  and 

muscle  soreness 

due  to  accidents 

5 

3 

2 

. — 

STUDY  3® 

“excellent" 

Herniated  disc 

8 

6 

2 

- - - 

Acute  flbromyositis 

8 

8 





Torticollis 

1 

— 

— 

1 

— 

STUDY  4® 

"significant" 

Pyramidal  tract 

and  acute  myalgic 

disorders 

30 

27 

— 

2 

1 

TOTALS 

. 

138 

104 

28 

4 

2 

} (75.3%) 

(20.3%) 

1 

1 

sseieKBisaBEa 

NOW...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris.  Circulation  (Jan.)  1958. 


’ 'Cardilate’  brand  Erythro)  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckaho®,  New  York 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists:  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 

first— $ to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  . 25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*Trademarlc 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  Vi  Triaminic 
Tablet  or  V2  Triaminic  Juvelet. 


• • • ® 

1 riamimc 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  •Peterborough,  Canada 
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EMPIRE 

QaUtaltif,  Qo4n/p<i4iM. 


YOUNG  ? YES,  BUT 
STRONG  AND  DEPENDABLE 

That’s  why  more  and  more  Colorado  Physicians  are  carrying  their 
professional  liability  insurance  with  Empire  Casualty  Company. 

Empire  Casualty  Company  was  organized  in  the  State  of  Colorado 
for  the  express  purpose  of  underwriting  malpractice  insurance  for 
members  of  The  Colorado  State  Medical  Society,  at  competitive  rates 
with  the  broadest  coverage.  For  further  information  call  or  write 

CARL  W.  OHLIN 
Operating  Management 


201  SECURITY  BUILDING  INSURANCE  DEPARTMENT  AComa  2-8621 
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triple  benefits 


first 
second 


relieves  appreliension,  anxiety  and  irritability 

restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


j 1 • I relaxes  skeletal  muscle;  relieves  low  back  pain, 

X-lllrCl  tension  headache 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


Each  tablet  contains; 

Miltown  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl-2.n.propyl-l, 3-propanediol  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21-day  courses 
'with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 
Literature  and  samples  on  request 
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BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.'-^ 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
‘‘toxicity  and  intolerance... [is]  zero."* 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  Nf 

EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  ah  Clin. 

Med.  ^885  (Sept.)  1955.  2.  Goldsmith,  1.  W.: 
Minnesota  Med.  ^;99  (Feb.)  1957. 


IT  DOESN’T  STOP  THE  PATIENT 


and  for  a nutritional  buildup  ^ 
freedom  from  leg  cramps*  ft 


STORCAVITE® 

pho$phat6-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

*due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN^ 

STOPS  MORNING  SICKNESS ...  BUT 
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Two  to  grow  on... 

I^ABLUM  Cereals  are  the  original  pre-cooked  cereals  for  babies. 
Vitamin  and  iron  enriched.  Pablum  Mixed  Cereal,  Rice  Cereal, 
Barley  Cereal,  High  Protein  Cereal,  Oatmeal  . . . the  baby  cereals 
made  to  pharmaceutical  standards  — especially  processed  for  extra 
smoothness  and  lasting  freshness. 

BiB  Juices  are  the  newest  addition  to  the  Pablum  Products  family. 
The  first  medically  accepted  orange  juice  for  babies  is  branded  BiB. 
All  five  BiB  Juices  are  processed  to  meet  babies’  special  needs  — 
Orange,  Orange-Apricot,  Prune-Orange,  Pineapple  with  Acerola,  and 
Apple  with  Acerola. 

You  can  specify  Pablum  Products  with  confidence  . . . 


Mead  Johnson 

Symbol  of  service  in  medicine 


© Pablum  Products  Division  of  Mead  Johnson  &Company,  Evansville  21,  Indiana 
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THE  FINE  NEW  ELECTROCARDIOGRAPH 


^eAAu- 

THE  FERSATILE  electrocardiograph 


The  “Versa-Scribe”  is  a completely  new 
instrument  offering  features  of  conven- 
ience, superior  performance  and  versa- 
tility not  now  available  in  any  other 
portable  direct-writing  Electrocardio- 
graph. 

Use  of  the  most  modern  electronic 
techniques,  including  transistors  and 
printed  circuits,  combined  with  the 


craftsmanship  of  skilled  instrument 
makers  of  long  experience,  has  not  only 
made  possible  a superior  performing 
electrocardiograph,  but  one  possessing 
fine  appearance,  small  size  (5^"  x 103^" 
X 17"),  and  low  weight— 20  pounds. 

Send  for  literature  or  a demonstra- 
tion, Doctor.  The  “Versa-Scribe”  will 
be  your  “electrocardiograph  of  choice.” 


CAMBRIDGE 
ALSO  MAKES 

the  “Simpli-Scribe*’  Direct 
Writing  Electrocardiograph 
shown,  the  “Simpli-Tro!” 

Portable  Model,  Multi- 
Channel  Recorders,  Pulmo- 
nary Function  Tester,  Oper- 
ating Room  Cardioscopes, 

Educational  Cardioscopes, 

Electrokymographs,  Ple- 
thysmographs,  Amplifying  Stethoscopes,  Research 
pH  Meters,  Automatic  Continuous  Blood  Pressure 
Recorders  and  Instruments  for  Measuring  Radio- 
activity. 


CAMBRID6E  INSTRUMENT  CO.,  Ine. 

3713  Grand  Central  Terminal,  New  York  17,  N.  Y, 

Cleveland  15,  Ohio,  1720  Euclid  Avenue 
Detroif  2,  Mich.,  7410  Woodward  Avenue 
Oak  Park,  III.,  6605  West  North  Avenue 
Philadelphia  4,  Pa.,  135  South  36th  Street 
Silver  Spring,  Md.,  933  Gist  Avenue 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 


CAMBRIDGE 

ELECTROCARDIOGRAPHS 


55tli  -y^nnlveriuru 


Geo.  Berber!  & Sons,  Inc. 

1717  Logan  Street  Telephone  ALpine  5-0408 
DENVER  3,  COLORADO 
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you  and  your  patient 

can  see  the  improvement 


with 

® Ophthalmic  Suspension 

prednisolone,  0.5%, 
plus  sulfacetamide  sodium,  10% 
Ointment  with  Neomycin,  0.25% 


METIMYD 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 


• prednisolone  effectively  checks 
inflammation  and  allergy 

• sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 

• addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 
also  assures  sustained  therapeutic  action  during  the  night 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


QUALITY / RESEARCH  / INTECRITy 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


‘Co-Pyronil’  combines  a long-acting  and 
a short-acting  antihistamine  with  a syn- 
ergistic sympathomimetic.  It  usually 
begins  to  combat  symptoms  within  fif- 
teen to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients  and 
other  allergy  victims  remarkably  com- 
plete relief  on  a dosage  of  only  2 or  3 
pulvules  daily. 

*‘Co-Pyronir  (Pyrrobutamine  Compound,  Lilly) 


Prescribe  ‘Co-Pyronil’  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  ‘Co-P5n-onil’  provides: 
'Pyronir  (Pyrrobutamine,  Lilly)  15  mg. 
'Histadyl’  ^ 

(Thenylpyr amine,  LiUy) 

'Clopane  Hydrochloric!^  ^ 
(Cyclopentamir 
chloride. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS 
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Fifth  Citizen’s  Freedom 
. . . Freedom  of  Choice^ 


/VERY  INDIVIDUAL  has  not  only  the  respon- 
sibility of  performing  well  that  work  for 
which  he  was  endowed  or  trained,  he  has 
also  the  responsibility  of  contributing  to  the 
social  and  economic  growth  of  his  commu- 
nity. The  phy- 
sician of  today 
must  not  only 
be  well  trained 
and  disciplined 
in  the  science  of  medicine,  he  must  keep 
abreast  of  new  developments  in  his  profes- 
sion, and  he  must  actively  participate  in 
civic  affairs  and  be  ever  ready  to  protect  the 
heritage  of  liberty  and  freedom  given  to  us 
by  our  forefathers.. 

The  Atlantic  Charter  stated  the  Four 
Freedoms — freedom  of  worship  and  speech, 
freedom  from  fear  and  want.  A fifth  freedom 
has  always  been  enjoyed  by  our  citizens — 
freedom  of  choice.  This  right  of  every  Ameri- 
can permits  you  to  choose  your  line  of  work, 
the  neighborhood  in  which  you  live,  the 
church  you  attend  and  the  physician  in 
whom  you  have  the  greatest  confidence. 

Your  choice  of  physician  guarantees  to 
you  a warm,  human  relationship  with  him 
through  a feeling  of  mutual  understanding, 
trust  and  confidence.  Physicians  know  that 
they  can  provide  the  best  medical  care  only 
by  developing  a close  personal  relationship 
with  their  patients.  When  you  do  not  have 
freedom  of  choice  of  phyiscian,  your  indi- 
vidual physical,  mental  and  emotional  needs 
may  be  neglected.  Furthermore,  whenever 
medical  care  is  supervised  by  an  outsider, 
your  physician  may  not  be  able  to  apply  his 
skills  freely  in  treating  you.  He  must  struggle 
to  serve  two  masters — his  employer  and  his 
patient. 

Physicians  have  and  will  continue  to  op- 
pose government  operated  plans  to  provide 
“low-cost”  or  “free”  medical  care  to  our  citi- 
zens because  they  know  that  such  plans  will 
result  in  a low  quality  of  medical  care.  These 
plans  centralize  authority  in  a powerful  gov- 
ernment department  that  will  have  only  a 


cold,  impersonal  interest  in  ascertaining  that 
the  government-employee-physician  properly 
executes  a lengthy  form  describing  your  ills. 

Your  freedom  to  choose  your  own  physi- 
cian is  your  guarantee  of  good  medical  care, 
skillfully  and  loyally  provided  by  a private 
physician  responsible  only  to  you,  his  patient 
and  his  friend. 

JOHN  A.  LAYNE,  M.D., 

President,  Montana  Medical  Association, 
Great  Falls. 

A LONG  ILLNESS  is  Very  educational.  It  is 
also  quite  disturbing,  not  because  of  the  ill- 
ness itself,  but  because  it  upsets  one’s  estab- 
lished routine  both  physical  and  mental.  It  is 
about  the  only  way  to  get  completely  out  of 
the  rut  or  rat  race,  as  the 
case  may  be,  that  most  of  us 
find  ourselves  in. 

When  they  cart  you  off 
to  the  hospital,  you  no  longer 
have  any  voice,  vote  or  veto  power  over  any- 
thing. You  may  have  been  the  boss  at  home 
or  in  the  office  but  now  you  are  just  a pup- 
pet and  a statistic.  You  have  also  lost  your 
privacy  and  cannot  even  go  to  the  bathroom 
unattended.  This  is  the  crowning  humiliation 
because  the  bathroom  has  long  been  a real  as 
well  as  symbolic  haven  of  refuge  for  harassed 
humans. 

At  first,  however,  you  feel  pretty  good.  It 
is  comforting  to  find  that  you  are  still  alive 
and  not  checking  in  at  the  pearly  gates.  There 
is  a sense  of  relief,  too,  as  you  realize  that 
tomorrow  morning  you  need  not  shave  and 
scurry  off  to  the  salt  mine.  But,  after  a few 
days  of  welcome  idleness,  you  begin  to  get 
restive.  You  start  fretting  about  the  many 
“projects”  in  various  stages  of  incompletion 
which  you  should  be  working  on. 

At  the  end  of  two  weeks  you  are  fit  to  be 
tied — and  practically  have  to  be.  Then  comes 

tReprinted  from  the  Great  Falls  Tribune,  Monday,  June  2, 
1958,  edition.  Great  Falls,  Montana. 

•Reprinted  from  Arizona  Progress,  published  by  the  Valley 
National  Bank  at  Phoenix.  The  author  and  editor  is  Herbert 
A.  Leggett,  Vice  President  of  the  bank. 


Comes  the 
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another  blow.  You  can’t  even  stand  up  with- 
out help — let  alone  walk.  But  when  the  shock 
and  irritation  have  worn  off,  you  find  your- 
self thinking  of  the  permanently  bedridden 
and  those  who  have  spent  months  or  years 
in  prison  camps.  You  now  have  some  inkling 
of  what  they  have  gone  through.  Gradually 
you  become  less  smug,  more  sympathetic 
toward  those  who  have  been  less  lucky  than 
you. 

The  biggest  lesson  of  all  is  that  the  world 
seems  able  to  stagger  along  about  as  it  al- 
ways has — without  your  personal  supervi- 
sion. When  you  become  reconciled  to  this, 
you  get  a fresh  perspective  on  everything. 
You  see  new  beauty  in  old  familiar  sights. 
For  example,  each  morning’s  sunrise.  Chances 
are  you  haven’t  really  noticed  it  for  years. 
Suddenly  it  becomes  a very  thrilling  and 
eagerly  anticipated  experience.  Forgive  us 
for  being  serious — just  this  once. 

T„.  FOLLOWING  LETTER  was  directed  to  all 
Wyoming  physicians  from  the  President  of 
the  Wyoming  Farm  Bureau  Federation: 

June  4,  1958. 

LiBtters  Wyoming  Physicians 

From:  Reuben  V.  Anderson, 
to  Editor  President,  Wyoming  Farm 
Bureau  Federation 

Dear  Doctor: 

I personally  think  we  are  knocking  on  the 
door  of  “socialized  medicine”  in  this  country  and, 
if  we  ever  adopt  this  plan,  I will  place  the  blame 
almost  entirely  on  members  of  the  medical  pro- 
fession— many  of  whom  insist  on  misusing  our 
medical  care  plans. 

The  Farm  Bureau  has  been  against  “socialized 
medicine”  for  many  years.  The  American  Medical 
Association  has  openly  opposed  “socialized  medi- 
cine,” but  a large  percentage  of  doctors  misuse 
medical  insurance  plans  and  this  practice  is  a 
step  in  the  direction  of  this  very  thing. 

No  one  may  enter  a hospital  for  treatment 
unless  he  is  sent  there  by  a medical  doctor.  A 
doctor  is  abusing  a medical  care  plan,  and  thereby 
inviting  “socialized  medicine”  when  he  hospital- 
izes a person  for  a common  cold,  a broken  finger, 
for  observation  purposes,  for  an  x-ray  or  other 
things  that  could  be  treated  or  accomplished  in 
his  office,  because  the  patient  has  Blue  Cross 
or  other  medical  insurance. 

One  insurance  company  had  to  increase  some 
of  its  coverage  rates  100  per  cent  during  the  last 
six  months.  Blue  Cross  has  had  to  raise  rates 
every  two  or  three  years.  This  becomes  necessary 
partly  because  of  increasing  costs,  but  mostly 


because  of  a terrific  increase  in  utilization.  Many 
doctors  are  materially  contributing  to  this  factor. 

Britain  has  “socialized  medicine.”  It’s  free 
they  say,  but  it  has  an  injurious  effect  on  that 
country’s  economy  and  would  have  the  same 
effect  on  the  economy  of  the  United  States.  The 
population  of  Britain  totals  forty  million  people 
and,  in  a three-year  period,  600  million  prescrip- 
tions have  been  filled,  twenty  million  pairs  of 
eyeglasses  have  been  distributed,  seven  million 
sets  of  teeth  have  been  alloted  and  130,000  persons 
have  received  hearing  aids.  A demand  for  many 
more  of  these  things  could  not  be  filled  because 
supplies  became  limited. 

How  would  you  doctors  like  to  be  hired  by 
the  government  at  about  $350  or  $400  a month? 

Blue  Cross  and  other  medical  plans  will  be- 
come things  of  the  past,  “socialized  medicine” 
will  be  initiated  and  doctors  will  become  govern- 
ment hirelings  when  the  cost  of  these  plans  be- 
comes too  high  for  the  budget  and  pocketbook  of 
the  average  family. 

The  A.M.A.,  as  an  organization,  won’t  be  very 
effective  because  there  are  thousands  of  other 
votes  to  the  vote  that  each  member  of  your  or- 
ganization might  cast.  “Socialized  medicine”  is 
becoming  a vote-getting  scheme  of  political  ex- 
pediency. 

My  purpose  is  not  to  tell  a doctor  how  to  con- 
duct his  practice,  but  the  time  might  very  well 
come  when  it  can  he  said — “You  were  told” — 
unless  this  practice  of  misusing  medical  care 
plans  is  stopped.  The  matter  rests  in  your  hands. 

We  believe  Dr.  Harlan  B.  Anderson  has 

defended  us  ably  and  in  the  manner  of  a 

leader  justifying  the  confidence  of  all  his 

colleagues:  , ^ in<=o 

, June  6,  1958. 


To:  Reuben  V.  Anderson,  President, 

Wyoming  Farm  Bureau  Federation 
From:  Harlan  B.  Anderson,  M.D.,  President, 
Wyoming  State  Medical  Society,  1957-1958. 

Dear  Mr.  Anderson: 

I agree  with  you  that  there  is  a strong  possibil- 
ity that  we  will  have  “socialized  medicine”  in  this 
country.  But  I do  not  agree  that  the  blame  rests 
with  the  medical  profession — many  of  whom  you 
say  insist  on  misusing  our  medical  care  plans.  I 
believe  that  the  blame  rests  on  the  people  in 
general,  who  seem  to  want  something  for  nothing. 
In  many  states  farmers  are  receiving  money  from 
the  government  for  taking  land  out  of  production. 

Doctors,  as  a group,  do  not  insist  on  misusing 
the  medical  care  plans.  The  patient  insists  that 
he  has  paid  for  insurance  and  now  he  wants  it 
to  take  care  of  him.  I do  not  believe  that  the 
medical  profession  should  be  the  policeman  for 
the  Blue  Cross.  Why  does  not  the  Blue  Cross  put 
on  an  educational  program  and  tell  the  clients  not 
to  overutilize  the  insurance  plan?  Be  a little 
more  positive  in  your  thinking,  not  negative. 

Hospitalization  for  a common  cold  is  not  al- 
ways the  simple  thing  it  might  be.  In  the  case  of 
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old  people  or  infants  it  may  rapidly  turn  into  a 
pneumonia  which  may  result  in  death.  Some  frac- 
tured fingers  can  be  treated  in  the  office  but 
where  a skilled  machinist  depends  on  his  fingers 
for  his  livelihood,  he  must  have  the  best  care 
possible,  as  a disabled  hand  can  be  one  of  man’s 
greatest  disabilities.  In  my  practice  where  a gen- 
eral anesthetic  and  manipulation  of  a finger  is 
needed  that  patient  will  be  in  the  hospital  whether 
he  has  insurance  or  not.  I am  trying  to  get  the 
best  result  for  the  patient  and  not  trying  to  de- 
cide if  the  insurance  will  pay  for  it. 

I have  sent  patients  to  the  hospital  for  studies 
that  were  needed  and  can  best  be  performed  in 
the  hospital  and  then  have  the  patient  tell  me 
they  had  Blue  Cross.  If  the  hospitalization  should 
not  be  covered  by  Blue  Cross  I tell  the  adjudicat- 
ing committee  so,  as  their  records  will  show. 

I have  no  wish  to  work  for  the  government, 
nor  would  I like  to  work  for  the  government  at 
$350.00  to  $400.00  a month.  But  in  World  War  II, 
as  a First  Lieutenant  in  the  Army  Medical  Corps, 
I worked  for  the  government  for  $200.00  a month, 
which  was  base  pay  and  rations  allowance.  I 
didn’t  like  it  but  it  was  necessary  during  the  war. 
This  is  a little  like  asking  if  you  have  stopped 
beating  your  wife.  You  lose  both  ways. 

Have  you  looked  at  costs  in  every  line  and 
the  way  they  are  increasing?  Tinners  and  painters 
in  Casper  have  struck  recently  for  wage  in- 
creases and  the  United  Auto  Workers  in  Detroit 
want  more  money,  the  farmer  also  wants  more 
money  for  his  products,  but  is  the  doctor  re- 
sponsible for  this  inflationary  trend? 

I believe  that  the  actuaries  should  predict  in- 
surance costs  on  the  basis  of  the  utilization  and 
treatment  that  people  want,  not  on  what  Blue 
Cross  or  the  Farm  Bureau  thinks  they  should 
have. 

It  is  nice  of  you  to  say  you  are  not  telling  the 
doctor  how  to  conduct  his  practice,  but  you  are 
certainly  coming  awfully  close. 

Let’s  have  you,  as  a Blue  Cross  Trustee,  get 
on  the  “ball”  and  start  the  educational  program 
to  teach  people  not  to  ask  for  what  you  term  over- 
utilization of  their  insurance.  People  want  what 
they  think  they  have  paid  for  and  in  many  in- 
stances they  have  been  misinformed  by  the  insur- 
ance agent. 

If  you  have  information  of  doctors  who  have 
overused  the  Blue  Cross  Plan:  Name  the  doctor, 
the  patient,  the  condition  for  which  treated  and 
refer  it  to  the  Council  of  the  Wyoming  State 
Medical  Society  which  will  investigate  and  take 
disciplinary  action  if  indicated. 

Thank  you,  Dr.  Anderson;  we  believe  that 
both  you  and  Reuben  V.  Anderson  have 
brought  out  strong  points  on  both  sides  of 
the  question 


A SURVEY  WAS  MADE  by  the  New  York 
Times  and  written  about  by  Michael  Clark 
upon  the  subject  of  the  physician  population 
in  this  country.  There  are  many  indications 
that  the  future  demand  will  be  greater  than 
the  supply.  Population  of 
The  Future  u.  S.  will  reach  240,- 

Supply  of  000,000  by  1980,  and  med- 

Physicians  ical  colleges  may  not  be 

producing  over  7,200 
graduates  per  year.  There  would  then  be  one 
physician  to  4,000  population.  To  maintain  a 
ratio  consistent  with  concepts  of  good  med- 
ical practice,  there  should  be  at  least  2,000 
more  new  physicians  than  are  now  being 
turned  out  annually,  according  to  that  sur- 
vey. 

An  even  more  ominous  trend  is  failure  of 
great  scientific  talent  to  be  funneled  into 
the  medical  classes.  Medical  schools  had  2.4 
per  cent  of  college  enrollment  in  1920,  and 
now  they  have  1 per  cent.  In  1965,  they  will 
apparently  have  .6  per  cent.  Grade  A appli- 
cants have  fallen  from  40  per  cent  in  1950  to 
16  per  cent  in  1956;  in  the  same  period  Grade 
B students  increased  from  43  per  cent  to  70 
per  cent.  Freshman  applicants  are  now  nu- 
merically 1.9  per  available  place. 

What  will  the  answer  be?  Will  care  of 
patients  be  so  efficient  that  the  average 
physical  and  mental  tolerance  of  a physician 
shall  permit  care  of  more  patients?  Will  the 
population  in  thirty  years  require  less  medi- 
cal care?  Probably  not.  It  is  possible  that 
changes  in  medical  school  curricula  will 
shorten  the  time  required  for  training  physi- 
cians for  general  practice.  Certainly  both 
education  and  practice  are  constantly  chang- 
ing and  we  know  one  thing  for  sure  about 
the  future — it  must  be  different.  Some  of 
our  traditions  have  already  undergone  the 
ax  of  pressure  and  unavoidable  impersonal- 
ization  of  medical  services.  We  might  have 
to  face  the  realization  that  even  more  of 
them  will  have  to  go.  If  so,  governmental 
threats  to  run  our  profession  and  professional 
lives  will  increase.  Complicated  as  our  pres- 
ent existence  is,  our  equanimity  is  further 
disturbed  by  looking  far  ahead! 
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Government  for  the  people 

Ernest  G.  Swigert,*  Portland,  Oregon 


A clear-cut  picture  of  America’s  drift 
toivard  government-guaranteed 
security — at  the  price  of  personal  liberty. 
As  citizens  and  as  a profession, 
physicians  must  dedicate  their 
concentrated  efforts  to  preserve  our 
government  for  the  people  and 
by  the  people. 


Our  business  at  this  62nd  Congress  of  Ameri- 
can Industry  is  to  take  a close  look  at  govern- 
ment for  the  people  and  see  what  has  hap- 
pened to  it. 

The  dictionary  defines  government  as  the 
form  or  system  of  administration  by  which 
communities  are  controlled.  This  is  a simple 
enough  definition.  Implicit  in  it  is  a recogni- 
tion of  the  fact  that  as  people  gather  together 
in  communities,  states  or  nations  there  must 
be  some  mechanism  to  maintain  order, 
fashion  laws,  and  see  that  these  laws  are 
observed. 

Government  can  be  that  simple — but  it 
seldom  is.  The  natural  tendency  of  govern- 
ment is  to  become  all-embracing — to  spread 
its  tentacles  until  virtually  every  act  of  the 
individual  citizen  is  dictated,  decreed,  regi- 
mented or  controlled  by  government  author- 
ity. This  tendency  is  at  work  all  over  the 
world.  In  some  countries,  government  com- 
pletely dominates  the  lives  of  individuals. 
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In  others,  it  is  becoming  more  and  more  dom- 
inant. 

Where  do  we  stand? 

Now,  what  has  been  happening  in  our 
own  country?  Where  do  we  stand  in  regard 
to  individual  freedom  and  government  for 
the  people? 

In  this,  the  opening  address  of  the  Con- 
gress, it  is  my  responsibility  to  set  the  stage, 
to  prepare  the  backdrop  against  which  the 
speakers  who  are  to  follow  can  discuss  the 
relationship  of  government  to  all  of  the 
people,  and  of  all  the  people  to  government. 
I would  like  to  deal  with  this  assignment  in 
three  broad  aspects. 

First,  to  review  the  fundamental  prin- 
ciples of  government  which  the  founders  of 
this  nation  sought  to  establish  and  hoped  to 
safeguard  for  all  time. 

Second,  to  sketch  for  you  how,  and  in 
what  ways,  and  under  what  illusions  we 
have  drifted  away  from  these  principles. 

And  third,  to  point  out  what  inevitably 
will  happen  to  us  as  a nation  and  a free 
people  unless  we  get  back  to  our  fundamental 
beliefs. 

A good  many  years  ago  I heard  the  late 
President  Lowell  of  Harvard  say  that  a civil- 
ization is  seldom  murdered;  it  commits  sui- 
cide. And  I wish  that  he  had  added  that  it 
commits  suicide  unwittingly.  The  road  down- 
hill is  extremely  easy.  It  is  marked  by  little 
indulgences  — by  minor  compromises  with 
principle  to  escape  temporary  discomfort  or 
hardship.  Each  step  downward  makes  the 
next  one  seem  a little  more  logical  and  a 
little  harder  to  resist.  That  has  been  the 
recent  history  of  our  own  country. 

Let  us  consider  for  a moment  the  kind  of 
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government  our  forefathers  sought  to  estab- 
lish, and  to  hedge  around  with  constitutional 
guarantees  so  that  it  would  endure  forever. 
These  were  men  of  great  wisdom  and  fore- 
sight. They  had  studied  the  history  of  nations 
and  knew  what  caused  their  downfall.  They 
had  had  much  experience  of  the  kind  of  gov- 
ernment they  did  not  want.  They  or  their 
progenitors  had  come  to  the  New  World  to 
live  in  freedom — to  escape  the  dictation,  the 
regimentation,  the  petty  tyrannies  of  govern- 
ment which  were  centuries  old. 

They  found  much  of  the  freedom  they 
sought,  but  slowly  the  grasping  hand  of  a 
government  beyond  the  sea  began  to  en- 
croach upon  their  liberty.  They  were  told 
what  they  could  buy  and  where  they  could 
buy;  what  they  could  make  for  themselves 
and  what  they  could  not;  where  they  could 
trade  and  under  what  conditions.  They  were 
taxed,  not  for  their  own  benefit  or  to  pay 
the  expenses  of  their  own  necessary  govern- 
mental functions,  but  to  help  meet  the  ex- 
penses of  a dictatorial  government  across  the 
ocean  in  which  they  had  no  representation. 

Staked  all  for  freedom 

So,  valuing  freedom  above  all  else,  they 
staked  their  lives,  their  fortunes  and  their 
sacred  honor  on  an  effort  to  gain  freedom. 
Having  won,  they  determined  that  the  evils 
of  all-powerful  government  against  which 
they  revolted  should  never  again  find  foot- 
hold in  the  new  nation  they  proceeded  to 
establish. 

To  this  end,  they  debated  at  great  length, 
fought  over,  and  finally  adopted  and  ratified 
a Constitution.  We  are  all  familiar  with  its 
phrases,  but  I would  like  to  penetrate  to  its 
meaning — to  restate  the  fundamental  prin- 
ciples concerning  the  relationship  of  govern- 
ment to  the  people,  and  vice  versa,  which  the 
Founding  Fathers  sought  to  embed  in  legal 
phrases  and  which  would  be  proof  against 
misunderstanding  and  misinterpretation. 

They  sought  above  all  else  to  establish  the 
worth  and  dignity  and  freedom  of  the  in- 
dividual— in  the  deep  religious  conviction 
that  every  human  being  is  endowed  with  an 
individual  soul  which  is  sacred  in  the  eyes 
of  Almighty  God.  They  looked  at  the  Bible 
as  their  charter  of  liberty.  They  were  deter- 
mined to  restrict  government  so  that  it  could 


not,  with  good  intentions  or  bad,  encroach 
beyond  carefully  spelled-out  boundaries  on 
the  individual’s  right  to  life,  liberty  and  the 
pursuit  of  happiness. 

They  sought  to  ensure  that  government 
would  be  as  far  as  possible  a local  affair, 
directly  answerable  to  the  people,  and  repub- 
lican in  form.  By  a constitutional  provision, 
they  reserved  to  the  states  or  to  the  people 
any  powers  not  specifically  delegated  to  the 
Federal  Government. 

In  laying  down  the  organization  and  pro- 
cedures of  the  Federal  Government,  they 
sought  a separation  and  a balance  of  powers, 
so  that  no  one  branch — legislative,  executive 
or  judicial — could  become  predominant  or 
gain  power  at  the  expense  of  the  other  two 
branches.  Again,  it  is  clear,  they  saw  the 
imperative  need  to  surround  governmental 
power  with  checks  and  restrictions  and  their 
hope  was  that  it  never  could  and  never  would 
invade  what  they  considered  to  be  the  in- 
alienable rights  of  the  individual. 

The  objective  was  to  establish  a climate 
and  a system  of  government  which  would 
assure  the  individual  the  freedom  to  guide 
his  own  destiny,  progress  to  the  full  extent 
of  his  abilities  and  energies,  dispose  of  the 
fruits  of  his  own  labors,  and  pursue  happi- 
ness in  an  atmosphere  of  justice,  tranquility 
and  human  dignity. 

This  was  a new  departure  in  human  af- 
fairs — a development  unique  in  history. 
Never  before  had  such  a magnificent  concept 
of  the  relationship  between  the  state  and  the 
citizen  been  promulgated  or  established. 
Never  before  had  the  idea  that  government 
exists  solely  “to  establish  justice,  insure  do- 
mestic tranquility,  provide  for  the  common 
defense,  promote  the  general  welfare,  and 
secure  the  blessing  of  liberty  to  ourselves 
and  our  posterity”  been  written  with  deliber- 
ate purpose  into  a charter  of  government. 

“The  most  wonderful  document” 

This  charter  has  been  hailed  by  historians 
and  authorities  on  political  science  as  one  of 
the  most  remarkable  documents  ever  con- 
ceived by  the  human  mind. 

William  Gladstone,  Britain’s  great  Prime 
Minister  of  the  19th  Century,  described  it  as 
follows: 

“The  American  Constitution  is,  so  far  as 
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I can  see,  the  most  wonderful  work  ever 
struck  off  at  a given  time  by  the  brain  and 
purpose  of  man.” 

Under  the  concepts  of  the  American  Con- 
stitution, there  ensued  the  greatest  release 
of  ingenuity  and  creativeness  in  the  history 
of  the  world — a tremendous  surge  of  ambi- 
tion and  energy  which  raised  America  from 
a wilderness  to  the  most  powerful  and  pro- 
ductive nation  on  earth  in  less  than  150 
years. 

The  blessings  which  have  stemmed  from 
our  constitutional  system  are  all  about  us. 
They  are  manifest  in  our  material  wealth; 
our  high  standard  of  living,  our  great  social 
progress;  our  leadership  in  science,  in  educa- 
tion, in  communications,  in  health;  in  the 
vigorous  self-confidence  and  self-reliance 
which  over  the  years  used  to  be  the  distin- 
guishing characteristic  of  the  great  majority 
of  the  American  people. 

Blessings  taken  for  granted 

These  blessings  have  been  apparent  to  us 
all  of  our  lives — and  to  our  fathers,  grand- 
fathers, and  great-grandfathers  before  us. 
They  are  so  evident  that  many  of  us  have 
come  to  take  them  for  granted.  We  believe, 
in  our  complacency,  that  they  are  assured  to 
us  for  all  time — that  our  Constitution  stands, 
and  that  as  long  as  it  stands,  the  fundamental 
principles  which  it  embodies  are  inviolate 
and  will  endure  despite  indifference,  inatten- 
tion, and  political  laziness  on  our  part. 

It  was  our  own  great  Benjamin  Franklin 
who  wrote  to  a friend  in  France  in  the  fol- 
lowing words: 

“Our  Constitution  is  in  actual  operation. 
Everything  appears  to  promise  that  it  will 
last;  but  in  this  world  nothing  is  certain 
except  death  and  taxes.” 

Even  as  he  walked  out  of  the  Convention 
Hall,  Franklin  was  asked:  “What  have  you 
given  us?” 

And  Franklin,  past  eighty,  yet  with  his 
great  mind  still  looking  to  the  future,  gave 
his  answer  to  that  question:  “A  republic,  sir, 
if  you  can  keep  it!” 

A republic,  if  we  can  keep  it!  How  often 
do  we  need  to  remember  that  “if”?  How 
often  have  we  forgotten  it  in  the  past  few 
decades? 


fF here  the  danger  lies 

Because  we  have  forgotten  it,  we  have 
drifted  far  from  some  of  the  basic  principles 
which  are  the  essence  of  this  nation.  Now, 
I am  not  one  of  those  who  believe  the  Con- 
stitution is  a dead  and  rigid  instrument — 
that  it  is  fixed  for  all  time  and  cannot  be 
modified  to  meet  the  changing  needs  of 
a developing  and  expanding  people.  The 
Founding  Fathers  did  not  consider  it  so. 
They  provided  means  by  which  the  Consti- 
tution could  be  altered  and  improved  as  the 
march  of  progress  required. 

But  the  method  of  change  they  prescribed 
was  intended  to  be  both  deliberate  and  diffi- 
cult. They  wanted  change,  if  any,  to  reflect 
the  will  of  the  people  and  they  sought  to 
block  off  the  efforts  of  those  who  desired 
change  in  order  to  enhance  their  own  power. 
Above  all,  they  wanted  to  safeguard  the 
fundamental  American  principle  of  limited 
government  against  the  ambitions  of  those 
eager  to  rule.  In  their  wisdom,  they  foresaw 
that  once  the  limitations  on  government 
were  broken  down,  the  very  liberties  of  the 
people  would  be  in  danger. 

So,  it  is  not  constitutional  change — effect- 
ed by  due  process  and  reflecting  the  will  of 
the  people — which  poses  a danger  to  our  way 
of  life.  I am  convinced  the  American  people 
will  never — if  they  understand  what  is  at 
stake — voluntarily  choose  to  surrender  their 
liberties  to  an  all-powerful  central  govern- 
ment. It  is  the  slow  drift  away  from  funda- 
mental principles  under  the  banner  of  mis- 
leading slogans  which  threatens  the  limited 
government  for  which  our  forefathers  risked 
their  all. 

Centralized  power 

Now,  what  are  the  various  components  of 
this  drift?  In  what  ways,  and  under  what 
illusions  have  we  moved  away  from  historic 
beliefs  which  we  still  extol  in  words  but 
neglect  in  practice? 

First,  we  have  permitted  and  even  en- 
couraged the  slow  withering  away  of  local 
and  state  authority  and  responsibility  and 
the  concentration  of  increasing  power  and 
control  in  Washington. 

Second,  we  have  witnessed,  with  apparent 
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indifference,  the  breakdown  of  the  doctrine 
of  separation  of  powers  between  equal  and 
coordinate  branches  of  the  national  govern- 
ment. It  can  no  longer  be  truthfully  said  that 
Congress  alone  makes  the  laws  and  controls 
the  nation’s  purse.  More  and  more,  control 
over  law-making  and  the  effective  authority 
to  spend  the  people’s  money,  becomes  lodged 
in  the  hands  of  the  Executive  Branch  and 
the  bureaucracy. 

This  flow  of  power  to  Washington — and 
furthermore,  its  increasing  concentration  in 
the  Office  of  the  President — is  going  on  al- 
most unwittingly.  Since  President  Eisen- 
hower took  office  he  has  done  what  he  can 
to  stop  it.  He  made  a deliberate  effort  to 
restore  to  Congress  some  of  the  authority 
and  prestige  which  had  been  stripped  from 
it  during  previous  administrations.  Recently, 
he  called  for  a return  to  the  states  and  local 
communities  of  some  of  the  responsibilities 
and  tax  resources  which  the  Federal  Govern- 
ment has  preempted.  He  initiated  a task 
force  of  state  governors  and  administration 
officials  to  study  what  can  be  done  along 
these  lines. 

People  are  indifferent 

But  on  the  whole  the  American  people 
have  remained  indifferent.  As  long  as  the 
shadow  of  our  republican  institutions  is  re- 
tained and  honored  in  oratory,  they  seem  to 
care  little  what  happens  to  its  substance. 
They  have  been  unable  or  unwilling  to  face 
up  to  the  fact  that  government-guaranteed 
security  can  be  bought  only  by  a gradual 
surrender  of  personal  liberty. 

A third  way  in  which  we  have  drifted  is 
by  submitting  to  rule  by  administrative  agen- 
cies of  government.  The  laws  which  Congress 
does  pass  do  not  always  mean  what  they 
seem  to  mean.  The  huge  bureaucracy  of  gov- 
ernment— which  has  spread  like  an  Asian 
flu  epidemic — interprets  the  laws  and  issues 
the  regulations  under  which  we  must  live. 
Often  the  interpretation  and  the  regulations 
are  at  sharp  variance  with  the  intent  and 
will  of  Congress. 

A fourth  way  is  by  allowing  the  Supreme 
Court  — traditionally  our  final  bulwark 
against  erosion  of  the  Constitution — to  be 
distorted  into  an  instrument  of  social  change 


rather  than  of  calm,  cool  legal  determination. 
The  yardstick  by  which  the  Court  seems  to 
measure  its  judgments  no  longer  appears  to 
be  the  freedom  from  unlimited  governmental 
authority  which  the  Constitution  so  clearly 
meant  to  establish,  but  rather  freedom  for 
government  to  encroach  more  and  more  on 
the  liberties  of  the  individual. 

Self-reliance  on  decline 

We  have  to  face  it.  The  drift  away  from 
our  constitutional  moorings  has  been  wide 
and  deep.  The  whole  fabric  of  American  po- 
litical life,  right  down  to  the  precincts  where 
the  citizens  cast  their  votes  has  been  changed. 
Local  political  organizations  are  depending 
more  -and  more  on  jobs  with  the  federal 
establishment  and  the  payments  and  benefits 
which  flow  from  the  federal  Treasury. 

Much  of  the  life  and  vigor  is  going  out  of 
American  politics.  The  people  as  a whole  are 
becoming  less  interested  in  parties  and  is- 
sues. They  tend  more  and  more  to  place  their 
trust  in  individuals  rather  than  traditions; 
to  follow  personalities  rather  than  principles. 
The  self-reliance  and  autonomy  of  the  aver- 
age individual  has  declined  in  step  with  a 
corresponding  increase  in  the  authority  and 
paternalism  of  the  government. 

This  brings  me  to  the  third  point  I wish 
to  cover:  What  inevitably  will  happen  to  us 
as  a nation  and  a free  people  unless  we  get 
back  our  fundamental  principles? 

Bible  gives  the  answer 

The  answer  is  written  large  in  the  pages 
of  history.  We  will  find  it  in  the  Bible,  where 
the  people  of  ancient  Israel,  wearying  of  free- 
dom and  its  responsibilities,  asked  Gideon, 
a military  hero  and  a wise  leader,  to  be  their 
king  and  to  assume  full  responsibility  for 
taking  care  of  them. 

Gideon  refused,  saying:  “I  will  not  rule 
over  you,  neither  shall  my  son  rule  over  you: 
the  Lord  shall  rule  over  you.” 

It  took  a little  over  a century  for  the 
seeds  of  dissolution  to  bear  fruit.  Eventually, 
Saul  was  chosen  King  of  Israel.  The  Bible 
tells  us  the  Lord  commanded  Samuel,  one 
of  their  great  judges,  to  tell  the  people  the 
truth  about  kingship: 

“And  Samuel  told  all  the  words  of  the 
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Lord  unto  the  people  that  asked  of  him  a 
king. 

“And  he  said,  this  will  be  the  manner  of 
the  king  that  shall  reign  over  you:  He  will 
take  your  sons,  and  appoint  them  for  himself, 
for  his  chariots,  and  to  be  his  horsemen;  and 
some  of  them  shall  run  before  his  chariots. 

“And  he  will  appoint  him  captains  over 
thousands,  and  captains  over  fifties;  and  he 
will  set  them  to  plow  his  ground,  and  to  reap 
his  harvest,  and  to  make  his  instruments  of 
war,  and  instruments  of  his  chariots. 

“And  he  will  take  your  daughters  to  be 
confectioneries,  and  to  be  cooks  and  bakers. 

“And  he  will  take  your  fields,  and  your 
vineyards,  and  your  olive-yards,  even  the 
best  of  them  and  give  them  to  his  servants. 

“And  he  will  take  the  tenth  of  your  seed, 
and  of  your  vineyards,  and  give  them  to  his 
officers,  and  to  his  servants. 

“And  he  will  take  your  menservants  and 
your  maidservants,  and  your  goodliest  young 
men  and  your  asses,  and  put  them  to  his 
work. 

“He  will  take  the  tenth  of  your  sheep: 
and  ye  shall  be  his  servants. 

“And  you  shall  cry  out  in  that  day  be- 
cause of  your  king  which  ye  shall  have 
chosen  you;  and  the  Lord  will  not  hear  you 
in  that  day.” 

Thus  ended  the  freedom  of  the  people  of 
Israel  to  decide  their  own  destiny  as  individ- 
uals and  as  a nation. 

In  Rome,  too,  the  people  grew  indifferent 
to  politics  and  public  affairs.  They  wearied 
of  the  responsibility  of  deciding  for  them- 
selves and  relying  on  themselves.  Bread  and 
circuses,  provided  by  an  autocratic  Caesar, 
became  the  order  of  the  day.  Liberty  died 
and  Rome  fell — not  suddenly,  not  in  a short 
period  of  time,  but  through  slow  attrition  of 
the  strength  and  vigor  and  self-reliance  of 
the  people.  It  is  to  be  noted  that  republican 
institutions — the  outward  form  of  republi- 
canism— survived  in  theory  long  after  the 
substance  had  been  lost,  long  after  dictator- 
ship had  become  an  established  fact. 

A look  ahead 

Are  we  following  the  same  road?  Are  we 
slowly  but  surely  abdicating  our  responsibili- 
ties as  citizens  and  free  men  and  accepting 


an  increasing  degree  of  governmental  con- 
trol while  the  outward  appearance  of  our 
institutions  seems  to  be  unimpaired? 

If  we  continue  along  this  road,  the  time 
may  come  when  we  will  be  unable  to  choose 
our  own  careers,  change  jobs,  start  a busi- 
ness, buy  or  sell  property,  take  out  a mort- 
gage, move  from  place  to  place,  borrow 
money,  or  even  send  our  children  to  college 
without  getting  permision  from  some  gov- 
ernment bureaucrat.  This  will  surely  happen 
unless  every  one  of  us  as  citizens  is  alert  to 
restore  our  fundamental  principles  to  full 
vigor;  unless  we  are  determined  to  preserve 
the  substance  as  well  as  the  forms  of  repre- 
sentative government. 

How  this  may  be  done  is  the  chief  topic 
of  discussion  for  this  Congress  of  American 
Industry.  If  it  is  done  at  all,  it  will  have  to 
be  done  by  people — by  you  and  me  and  our 
neighbors  and  associates  in  our  various  com- 
munities. I venture  to  say  there  is  no  one 
prominent  in  our  political  life  today  who 
wants  to  be  an  American  Caesar.  There  is 
no  one  who  would  not  resent  and  reject  abso- 
lute authority  if  it  was  nakedly  offered  and 
thrust  upon  him. 

The  buj'den  is  ours 

The  danger,  I am  convinced,  does  not  lie 
in  this  direction.  It  lies  in  the  tendency  of 
people  to  take  the  easy  course,  to  let  some- 
one else  shoulder  the  burden  of  decision,  to 
take  the  responsibility  for  action.  It  lies  in 
the  tendency  to  place  our  trust  in  personali- 
ties rather  than  principles  and  to  lull  our 
consciences  with  the  thought  that  the  for- 
malities of  our  constitutional  system  are  be- 
ing preserved  merely  because  we  have  the 
privilege  of  voting  on  election  day. 

The  preservation  of  American  freedom 
requires  a good  deal  more  than  just  voting. 
We  must  make  sure  we  have  the  opportunity 
to  vote  for  principles  as  well  as  parties  and 
candidates. 

Let  me  urge  you,  therefore,  to  follow  with 
close  attention  the  deliberations  of  this  Con- 
gress— and  hope  that  you  will  leave  here 
with  the  firm  determination  to  do  what  you 
can,  as  an  individual  and  as  a citizen,  to  see 
that  government  of  the  people  remains  gov- 
ernment hy  the  people  and  for  the  people.  • 


34 


Rocky  Mountain  Medical  Journal 


The  current  status  of 
intracardiac  operations 

Hobart  M.  Proctor,  M.D.,  Denver 


Cardiac  surgery  is  mysterious  to  many 
members  of  our  profession.  Here  is  a 
brief  but  clear  discussion  of  principles 
of  intracardiac  surgery,  with  insight 
into  its  hopeful  future. 


Attack  on  intracardiac  anomalies  by  surgi- 
cal means  has  progressed  so  rapidly  in  the 
last  six  years  that  an  examination  of  present 
concepts  is  justified.  With  the  advent  of  safe 
methods  of  total  body  cooling  (hypothermia) 
augmenting  conventional  anesthesia,  it  has 
become  practical  to  repair  under  direct 
vision  those  septal  and  valvular  defects  pre- 
viously considered  inviolate  and  to  return  to 
useful  existence  patients  whose  futures  were, 
to  say  the  least,  clouded.  Hypothermia  to  re- 
tard the  metabolism  of  the  central  nervous 
system,  kidneys  and  heart,  permitting  inter- 
ruption of  their  circulations  for  sufficient 
time  to  repair  an  intracardiac  defect  in  a 
bloodless  field  must  be  considered  the  major 
contribution  to  modern  cardiac  surgery^'-. 

Unfortunately,  with  its  advantages,  hypo- 
thermia produces  in  the  heart  a susceptibil- 
ity to  fibrillation  and  arrest  which,  if  uncor- 
rectable,  outweigh  any  other  benefits.  Much 
experimental  work  has  been  done  in  an  at- 
tempt to  either  prevent  these  abnormalities, 
or  to  take  advantage  of  them  by  purposely 
producing  arrest,  and  allowing  the  surgeon 
to  work  on  the  quiet  heart.  With  the  latter 
method,  myocardial  function  is  restored  after 
completion  of  the  intracardiac  portion  of  the 
operation. 
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Evidence  now  suggests  that  the  metabolic 
demands  of  the  heart  are  the  least  depressed 
by  hypothermia^.  That  with  lowered  cardiac 
output,  and  decreased  coronary  blood  flow 
the  myocardium  becomes  anoxic  and  devel- 
ops irregularities  in  its  conduction  network 
resulting  in  hyperirritability  on  manipula- 
tion. 

Attempts  to  lower  the  susceptibility  of 
the  conduction  system  to  hypoxia  and  ionic 
shifts  by  altering  its  conductivity  have  met 
with  equivocal  results.  The  use  of  local  an- 
esthetics to  block  the  sino-auricular  node®, 
coronary  perfusion  with  prostigmine  or  qui- 
nidine^’^,  or  induced  cardioplegia  with  po- 
tassium citrate  or  acetylcholine^^  have  at- 
tained varied  degrees  of  success  in  the  hands 
of  varied  observers.  The  administration  of 
high  levels  of  carbon  dioxide  (5-10  per  cent) 
to  prevent  the  rapid  lowering  of  blood  pH 
attendant  with  hyperventilation  and  respira- 
tory alkalosis  is  reported  to  reduce  signifi- 
cantly the  incidence  of  ventricular  fibrilla- 
tion®’^-. 

Problems  of  myocardial  ischemia,  hypoxia 
and  irritability  under  hypothermia  become 
more  profund  when  intracardiac  operations 
are  attempted.  In  order  to  permit  visualiza- 
tion of  the  defect  within  the  heart  it  becomes 
necessary  to  totally  exclude  the  heart  from 
the  circulation  by  occluding  the  inflow  and 
outflow  tracts,  and  aspirating  the  blood  re- 
maining within  the  chambers  of  the  heart 
(Fig.  1).  Under  these  conditions  there  can 
be  no  coronary  blood  flow  and  neither  the 
metabolic  demands  of  the  beating  heart  nor 
the  removal  of  metabolites  from  the  myo- 
cardium can  be  accomplished. 
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Fig.  1.  Method  of  inflow-outflow  occlusion,  and 
coronary  perfusion.  Outflow  clamp  is  placed  above 
coronary  ostia  and  includes  main  pulmonary 
artery. 

Probably  the  best  solutions  to  these  prob- 
lems are  the  use  of  coronary  perfusion  with 
oxygenated,  heparinized  blood  during  the 
period  of  total  occlusion  and  induced  cardio- 
plegia with  acetylcholine.  Arterialized,  warm 
blood  is  injected  into  the  occluded  aorta 
above  the  coronary  ostia,  thereby  meeting 
the  oxygen  demands  of  the  functioning  myo- 
cardium and  also  providing  for  the  removal 
of  the  products  of  myocardial  catabolism. 
This  method  has  resulted  in  a significant 
lowering  of  the  incidence  of  cardiac  arryth- 
mias  and  myocardial  damage  in  patients 
undergoing  intracardiac  operations'^. 

Armed  with  the  adjuncts  of  hypo- 
thermia, coronary  perfusion,  inflow  occlusion 
and  a quiet  heart,  the  surgeon  can  approach 
those  intracardiac  lesions  only  recently  be- 
yond his  reach.  In  addition,  the  routine  use 
of  monitoring  electrocardiogram  and  electro- 
encephalogram give  the  operating  team  the 
minute  by  minute  status  of  the  electrical  pat- 
terns of  the  heart  and  brain  while  excluded 
from  the  circulation. 

Impressive  results 

The  most  impressive  results  obtained  to 
date  have  been  in  the  repair  of  atrial  septal 
defects  of  the  ostium  secundum  variety  (Fig. 
2).  These  occur  high  in  the  septum  away 
from  the  tricuspid  and  mitral  valves  and 
may  be  easily  repaired  by  approximating  the 
edges  of  the  defect  with  a running  suture. 
The  operation  is  done  through  the  right 
atrial  wall  after  having  evaluated  the  loca- 


tion and  size  of  the  defect  by  digital  exam- 
ination through  the  right  auricular  append- 
age. At  the  same  time  the  presence  of  other 
anomalies,  most  commonly  anomalous  pul- 
monary venous  drainage  into  the  right  at- 
rium, can  be  ascertained  and  the  operation 
planned  to  correct  all  defects. 


Fig.  2.  Schematic  representation  of  two  most  com- 
mon forms  of  inter-atrial  septal  defects  as  seen 
through  wall  of  right  atrium.  Note  immediate 
proximity  of  valve  leaflets  in  ostium  primum  type 
defect. 


Those  defects  occurring  low  in  the  septum 
(persistent  ostium  primum)  are  more  diffi- 
cult to  repair  because  of  the  proximity  of 
the  valves  (Fig.  2) , the  atrioventricular  node, 
and  the  myocardial  conduction  bundles. 
These,  of  course,  must  be  excluded  from  the 
repair  if  postoperative  cardiac  difficulties 
are  to  be  avoided.  Fortunately,  defects  low 
in  the  septum  occur  in  only  about  5 per  cent 
of  those  patients  with  clinical  evidence  of 
interatrial  septal  defects,  and  these  can  fre- 
quently be  diagnosed  preoperatively  by  care- 
ful cardiac  catheterization  and  dye  dilution 
curves.  With  present  technics,  the  surgical 
repair  of  ostium  primum  defects  is  best  ac- 
complished by  cardiopulmonary  bypass. 

Atrial  septal  defects  are  also  being  re- 
paired in  the  normothermic  heart  without 
resorting  to  inflow  occlusion  through  the  use 
of  the  atrial  well.  This  technic  developed  by 
Gross  and  modified  by  Kirklin  utilizes  a 
rubber  well  sewn  to  the  right  atrium  and 
the  repair  is  done  within  the  chamber  be- 
neath a column  of  blood.  The  obvious  ad- 
vantages of  this  technic  are  the  lack  of  need 
for  hypothermia  and  the  reduced  danger  of 
air  emboli.  The  major  disadvantage  is  that 
the  operation  is  done  by  touch  without  ever 
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visualizing  the  actual  defect.  Excellent  re- 
sults are  reported,  however,  in  experienced 
hands. 

The  operative  mortality  in  the  repair  of 
atrial  septal  defects  under  direct  vision  ap- 
proaches 10  per  cent^®.  However,  as  experi- 
ence increases  this  figure  becomes  signifi- 
cantly lower,  and  is  made  to  include  all  age 
groups  from  3 to  61  years.  The  only  contra- 
indication to  operation  now  being  a pul- 
monary hypertension  of  sufficient  degree  to 
produce  a right  to  left  shunt  with  attendant 
cyanosis  or  systemic  arterial  oxygen  desatu- 
ration. 

While  not  within  the  strict  definition  of 
intracardiac  operations  but  utilizing  the  ad- 
juncts of  inflow  occlusion  and  hypothermia 
are  the  direct  vision  approaches  to  aortic  and 
pulmonary  valvular  stenosis.  These  rela- 
tively common  anomalies  may  now  be  cor- 
rected through  the  wall  of  the  vessel  distal 
to  the  valves  without  resorting  to  blind 
ventriculotomy  or  risking  incompetency  from 
damaged  valve  leaflets.  Subsequent  to  their 
correction,  the  line  of  incision  in  the  vessel 
may  be  repaired  above  a partially  occluding 
clamp  while  the  general  circulation  is  being 
restored. 

Ventricular  septal  defects 

The  operative  repair  of  ventricular  septal 
defects  under  hypothermia  and  inflow  occlu- 
sion is  considerably  more  difficult,  and  the 
postoperative  course  more  prone  to  compli- 
cations than  is  the  case  with  atrial  septal 
defects.  The  reasons  for  this  are  several  and 
include  the  location  of  the  defect  or  defects. 
These  are  almost  always  located  high  in  the 
septum  near  the  pulmonary  conus,  and  aortic 
annulus.  Often  they  are  inconspicuoiis  be- 
cause of  the  size  of  the  heart  in  children,  or 
because  of  overlying  papillary  muscles.  In 
close  proximity  to  the  borders  of  the  defect 
are  the  sites  of  the  right  and  left  conduction 
bundles  of  the  heart.  Sutures  placed  through 
these  bundles  will  almost  invariably  result 
in  heart  block  of  consequence. 

The  combination  of  location,  proximity  of 
valves,  and  the  thickness  and  relative  rigidity 
of  the  interventricular  septum  frequently  re- 
quire more  time  than  the  five  to  eight  min- 
utes of  cerebral  circulatory  cessation  hypo- 


thermia allows.  To  overcome  this  obstacle, 
perfusion  of  the  carotid  arteries  with  cooled 
oxygenated  blood  has  been  suggested.  How- 
ever, the  rigidity  of  the  skull  limits  the 
amount  of  blood  that  can  be  perfused  with- 
out providing  some  means  of  venous  return. 
This  may  be  accomplished  either  by  cannu- 
lization  or  intermittent  release  of  the  su- 
perior vena  cava,  but  at  the  cost  of  prolonged 
operating  time  and  increased  risk. 

The  use  of  the  extracorporeal  pump-oxy- 
genator of  either  the  bubble  or  film  type 
obviates  the  necessity  to  hurry  the  repair  of 
interventricular  septal  defects.  By  totally 
excluding  the  heart  and  lungs  from  the  cir- 
culation, and  without  increasing  the  irri- 
tability of  the  myocardium  by  hypothermia 
an  operating  time  of  thirty  minutes  and  be- 
yond within  the  heart  may  be  utilized 
(Fig.  3). 


Fig.  3.  Diagram  of  simple  extracorporeal  pump- 
oxygenator  (DeWall  type).  Helix  coil  serves  as 
resetting  and  warming  chamber. 


Total  body  perfusion  over  prolonged  pe- 
riods of  time  results  in  a metabolic  acidosis 
from  the  accumulation  of  fixed  acids  normal- 
ly conjugated  and  excreted  by  the  kidneys^^. 
This  metabolic  derangement  plus  the  possi- 
bility of  air  or  fibrin  emboli  to  the  brain 
from  the  oxygenator  have  resulted  in  neuro- 
logical abnormalities  following  use  of  total 
perfusion  technics.  Increasing  experience, 
and  development  of  better  pump-oxygenators 
are  rapidly  lowering  the  incidence  of  side 
reactions  and  increasing  the  indications  for 
ventricular  septal  defect  repair.  Recent  evi- 
dence suggests  that  increased  rates  of  sys- 
temic perfusion  lower  the  incidence  of 
neurological  damage  resulting  from  cardio- 
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pulmonary  bypass  by  preventing  the  devel- 
opment of  excessive  blood  levels  of  fixed 
acids®. 

The  frequently  encountered  combined 
lesions  of  pulmonary  stenosis  and  ventricular 
communication  through  a patent  ventricular 
septum  (tetralogy  of  Fallot)  may  now  be 
approached  definitively  employing  cardio- 
pulmonary bypass.  This  curative  operation 
will  undoubtedly  eventually  replace  the 
shunt  procedures  now  employed  in  the  treat- 
ment of  the  tetralogy.  Pulmonary  stenosis  of 
the  infundibular  type  also  is  easily  and 
effectively  corrected  by  excision  of  the  in- 
fundibulum in  a dry  field,  the  heart  and 
lungs  excluded  from  the  circulation. 

Pump-oxygenator  technics  promise  direct 
approach  to  the  acquired  lesions  of  mitral 
and  aortic  insufficiency.  These  common  val- 
vular defects  have  thwarted  most  attempts 
to  restore  their  competency  by  indirect 


means.  Total  cardio-pulmonary  bypass  per- 
mits visualization  of  the  cause  of  the  in- 
competency and  such  procedures  as  plication 
of  the  commissures,  or  lysis  of  fused  chorda 
tendinea  may  be  done  with  a view  to  com- 
plete restoration  of  valvular  function. 

Conclusion 

The  future  of  cardiac  surgery  lies  in  the 
development  of  simple,  effective  extracor- 
poreal pump-oxygenators,  free  of  the  hazards 
of  air  and  fibrin  emboli,  hemolysis  and 
mechanical  failure;  and  in  a better  under- 
standing of  myocardial  physiology  and  bio- 
chemistry. When  these  goals  are  met,  no 
cardiac  anomaly,  either  congenital  or  ac- 
quired, will  be  beyond  the  scope  of  operative 
repair.  In  the  interim,  hypothermia  and 
inflow-outflow  occlusion  afford  the  safest 
method  for  the  correction  of  intracardiac  de- 
fects presently  available.  • references  on  62 


Promethazine  in  pediatric  anesthesia* 

Z.  M.  Starzynski,  M.D.,  and  Doris  M.  Parker,  R.N.A.,  Las  Vegas,  Nevada 


Easy  induction,  rapid  recovery,  and 
amnesia  characterized  a promethazine- 
atropine-pentoharhital  combination 
before  surgery. 


Psychic  trauma  produced  in  children  inade- 
quately prepared  for  pediatric  surgery  has 
resulted  in  many  postoperative  complications 
in  the  form  of  confusion,  distress  and  dis- 
comfort to  both  child  and  parent.  Our  in- 
vestigations over  the  last  five  years  have 
been  directed  toward  determining  the  opti- 
mal combination  of  drugs  which  would  pro- 
duce both  pre-  and  postoperative  amnesia 

‘Promethazine  was  supplied  as  Injection  Phenergan®  Hydro- 
chloride by  Wyeth  Laboratories,  Inc.  From  the  Department 
of  Anesthesiology,  Southern  Nevada  Memorial  Hospital,  Las 
Vegas,  Nevada. 
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in  children  undergoing  surgery.  Prometha- 
zine-atropine-pentobarbital,  in  our  experi- 
ence, has  emerged  as  a desirable  combination 
of  drugs  which  has  now  been  evaluated  in 
over  200  pediatric  surgical  cases  of  which 
148,  ranging  in  age  from  3 to  11  years,  were 
tonsillectomies  and  adenoidectomies. 

Procedure 

Promethazine  was  administered  via  the 
intramuscular  route.  The  dose  given  was  25 
mg.  in  children  under  75  pounds  and  50  mg. 
in  those  over  75  pounds.  Atropine  sulfate  in- 
jection, 1/150  grain  (0.4  mg.),  was  also  given 
intramuscularly  without  regard  to  the  age 
or  weight  of  the  child.  Both  drugs  were  ad- 
ministered one-half  hour  prior  to  surgery. 
Pentobarbital  sodium  suppositories  were  ad- 
ministered two  hours  pre-operatively  in  the 
following  doses:  2 grains  (130  mg.)  for  chil- 
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dren  aged  3 to  5 and  3 grains  (195  mg.)  to 
those  above  this  age  group.  The  dosage  was 
usually  adequate  to  produce  the  necessary 
tranquillity  and  amnesia. 

Effectiveness  of  anesthetic  procedure 

Patients  arriving  in  the  operating  room 
were  calm  and  cooperative,  almost  eliminat- 
ing the  necessity  for  physical  restraint  dur- 
ing the  induction  period.  Anesthesia  was  in- 
duced rapidly  and  without  the  excitement 
stage. 

Only  one-third  of  the  usual  quantity  of 
ether  was  required  to  induce  the  necessary 
relaxation  prior  to  intubation.  Following  in- 
tubation, patients  were  maintained  in  lighter 
anesthesia  with  small  quantities  of  ether. 
Due  to  the  smaller  ether  requirements  dur- 
ing anesthetic  procedure,  it  was  noted  that 
the  length  of  the  reaction  time  for  each  pa- 
tient was  considerably  shortened  with  a 
milder  recovery  course.  The  majority  of  pa- 
tients slept  quietly  and  uneventfully. 

There  was  complete  amnesia  during  the 
entire  surgical  procedure.  After  recovery,  the 
children  refused  to  believe  that  their  tonsils 
had  been  removed.  Postsurgical  recoveries 
were  characterized  by  being  unusually  free 
of  nausea  and  vomiting  and  with  complete 


recovery  from  the  effects  of  ether.  Many 
children  insisted  on  a complete  meal  on  the 
day  following  surgery. 

Summary  and  conclusions 

In  the  series  of  148  tonsillectomies  that 
were  prepared  with  the  combination  of  pro- 
methazine - atropine  - pentobarbital,  we  esti- 
mate that  135  cases  (91  per  cent)  were  ideally 
prepared  for  surgery  with  the  following  con- 
clusions: 

1.  The  procedure  of  employing  this  com- 
bination of  drugs  produced  tranquil  cooper- 
ative patients  during  the  pre-operative  and 
anesthetic  induction  periods. 

2.  The  majority  of  patients  were  not 
aware  of  pre-operative  and  pre-induction 
procedures. 

3.  More  rapid  and  easier  induction  was 
possible  with  smaller  ether  requirements. 

4.  Intubation  procedure  was  facilitated. 

5.  Recovery  from  anesthesia  was  more 
rapid  and  characterized  by  less  emesis. 

6.  Amnesia  during  both  the  induction  and 
the  operative  procedures  was  complete  in 
most  instances. 

7.  Psychic  trauma  to  parents  observing 
their  children,  pre-  and  postoperatively,  has 
been  markedly  reduced.  • 


University  of  Colorado 
School  of  Medicine 

Requirements  for  admission 

Reginald  H.  Fitz,  M.D.,*  Denver 


The  requirements  for  admission  to  the  Uni- 
versity of  Colorado  School  of  Medicine  have 
recently  been  modified.  The  statement  of 
these  requirements,  as  printed  below,  repre- 
sents the  philosophy  of  this  school  as  regards 

‘The  author  is  Assistant  Dean  at  the  University  of  Colorado 
School  of  Medicine.  He  has  prepared  this  article,  based  on 
the  statement  of  admission  requirements  as  approved  by  the 
faculty,  to  answer  questions  on  behalf  of  prospective  medical 
students  in  this  area. 
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education  in  preparation  for  medicine  and 
forms  the  basis  for  the  operation  of  the  Com- 
mittee on  Admissions.  We  are  particularly 
pleased  to  have  this  opportunity  to  publish 
the  admission  requirements.  The  role  of  prac- 
ticing physicians  as  first-line  counselors  and 
guides  for  young  people  interested  in  medi- 
cine is  well  recognized  and  it  is  hoped  that 
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familiarity  with  our  requirements  will  be 
helpful  to  these  physicians  in  the  Rocky 
Mountain  Area. 

Goals 

There  are  two  goals  for  the  student  who 
plans  to  enter  medical  school  and  both  are 
of  equal  importance.  The  first  is  the  acqui- 
sition of  the  knowledge,  vocabulary,  and 
understanding  that  will  enable  him  to  pro- 
ceed with  the  courses  he  meets  at  medical 
school  with  maximum  benefit;  the  second  is 
to  become  an  educated  and  well-balanced 
man  or  woman  in  the  University  sense. 

Concerning  the  first  goal,  it  is  clear  that 
without  some  knowledge  of  the  basic  sci- 
ences and  the  ability  to  formulate  his 
thoughts  the  student  will  be  unable  to  profit 
from  the  courses  at  medical  school.  So  that 
he  may  have  at  least  a minimum  of  the 
necessary  knowledge,  the  courses  listed  be- 
low are  prescribed  and  must  be  completed 
with  superior  grades. 

General  Chemistry — 2 semesters  (8-10  semes- 
ter hours). 

Organic  Chemistry — 2 semesters  (8-10  semes- 
ter hours). 

General  Biology  or  Zoology — 2 semesters  (8 
semester  hours). 

Physics — 2 semesters  (8  semester  hours). 

English  Literature — 2 semesters  (6  semester 
hours). 

College  Mathematics — 2 semesters  (6  semester 
hours). 

Each  of  these  courses  must  be  that  re- 
quired by  the  university  or  college  of  its 
students  majoring  in  that  subject.  The  Eng- 
lish Literature  must  be  in  addition  to  Fresh- 
man English.  The  study  of  English  is  of  par- 
ticular importance  since  clear  communica- 
tion is  the  foundation  of  all  science.  The 
student  must  be  able  to  put  his  thoughts 
clearly  in  writing  and  speech  and  this  comes 
only  with  study  and  practice. 

The  second  goal — to  become  a well-edu- 
cated, balanced  man  or  woman  in  the  Uni- 
versity sense — is  of  particular  importance, 
for  when  the  student  enters  medical  school 
he  is  confronted  with  a mass  of  new  knowl- 
edge and  technics.  These  fill  his  time  and 
give  him  little  opportunity  for  the  pursuit 
of  the  broader  aspects  of  education.  It  is, 
therefore,  most  important  that  he  become 
imbued  with  an  understanding  and  love  of 


these  aspects  earlier  in  his  training. 

Three  features  of  the  University  educa- 
tion are  stressed  here.  The  first  is  the  acqui- 
sition of  an  active,  critical  mind;  that  is,  a 
mind  which  can  discern  problems,  find  out 
what  is  known  about  them,  and  draw  rele- 
vant and  unprejudiced  conclusions  from  this 
knowledge.  To  encourage  the  student  to  ac- 
quire a critical  mind,  the  University  of  Colo- 
rado School  of  Medicine  requires  that  at 
least  thirty  semester  hours  be  devoted  to  a 
field  of  learning  such  as  mathematics,  his- 
tory, physics,  biology,  literature,  chemistry, 
philosophy,  classical  languages,  political 
economy,  or  subjects  of  comparable  intel- 
lectual content.  The  student  will  be  expected 
to  show  a thorough  knowledge  of  his  chosen 
subject  and  a true  understanding  of  the  prob- 
lems it  presents  and  the  solutions  that  have 
been  advanced.  Study  of  courses  that  will 
be  taken  at  medical  school  is  strongly  dis- 
couraged. 

Self-understanding 

In  addition,  a student  must  start  to  ac- 
quire understanding  of  himself  and  his  fel- 
low men.  This  is  particularly  important  for 
the  physician  whose  life  is  spent  in  caring 
for  people  and  whose  effectiveness  is  in- 
creased in  proportion  to  the  degree  of  this 
understanding  and  the  feeling  for  his  pa- 
tients that  it  engenders.  This  Study  of  Man 
involves  a vast  number  of  intellectual  disci- 
plines, from  anthropology  to  the  arts;  from 
psychology  to  world  history;  from  political 
economy  to  the  study  of  religion;  and  is 
properly  the  study  of  a lifetime.  However, 
the  student  must  endeavor  to  obtain  the 
foundations  of  such  a study  at  his  university. 
To  do  this,  he  may  decide  to  major  in  one 
aspect  of  this  study,  or  he  may  prefer  to 
gather  his  knowledge  by  reading  and  discus- 
sion by  associating  with  scholars,  and  by 
attended  classes  that  particularly  attract  him 
by  their  worth  and  content.  Whatever  way 
he  chooses,  he  must  be  aware  of  the  impor- 
tance of  this  study  for  his  future  effective- 
ness as  a human  being. 

Finally  a student  should  try  to  carry  away 
from  his  university  some  portion  of  the 
scholarly  enthusiasm  that  it  is  the  business 
of  the  universities  to  fan  and  propagate.  This 
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has  two  elements — intellectual  curiosity  and 
the  ardent  pursuit  of  truth.  These  are  the 
prime  requisites  for  true  knowledge,  and 
these  are  making  this  the  Great  Age  of  Medi- 
cal Science.  Without  these,  neither  the  in- 
dividual practice  of  medicine  nor  the  general 
understanding  of  medical  science  can  pro- 
gress further. 

The  University  of  Colorado  School  of 
Medicine  requires  no  set  courses  for  the 
second  and  third  features  of  the  University 
education  beyond  those  required  by  the  stu- 
dent’s college  or  university,  but  stresses  their 
great  importance. 

To  cover  the  above  program,  it  is  strongly 
recommended  that  the  student  follow  a full 
four-year  college  course  with  the  equivalent 
of  at  least  120  semester  hours  and  take  a 
B.A.  or  B.S.  degree.  In  exceptional  cases,  it 
would  be  possible  for  a student  to  prepare 
for  medical  school  in  three  years  if  he  ap- 
plied himself  with  unusual  vigor.  In  such 
cases  he  should  devote  a minimum  of  fifteen 


semester  hours  to  the  critical  study  of  a 
major  field  of  learning,  instead  of  the  thirty 
hours  required  of  the  four-year  student.  It 
should  be  emphasized  that  the  study  and 
practice  of  medicine  requires  persistent  hard 
effort  and  there  is  no  room  in  the  premedical 
education  for  any  but  these  qualities. 

Exceptions  may  be  made  to  one  or  more 
of  the  set  requirements  for  students  who 
have  demonstrated  unusual  intellectual  abil- 
ity. 

The  Committee  on  Admissions  considers 
demonstrated  scholastic  ability  to  be  the 
most  significant  qualification  of  an  appli- 
cant. Scores  on  the  Medical  College  Admis- 
sion Test,  letters  of  recommendation  from 
college  teachers  and  impressions  gained  from 
a personal  interview  are  also  important  fac- 
tors. Preference  is  given  to  residents  of  Colo- 
rado and  to  residents  of  Rocky  Mountain 
states  who  apply  for  enrollment  under  the 
Western  Interstate  Commission  for  Higher 
Education  student  exchange  program.  • 


Adrenocorticosteroids  and 
corticotropin  in  surgery* 

Kenneth  B.  Castleton,  M.D.,  Salt  Lake  City,  Utah 


A thorough  discussion  of  what  the  steroids 
can  do  and  what  they  cant  do,  of  ivhen 
they  are  indicated  and  when  they  are 
contraindicated,  with  a revieiv  of  their 
use  in  many  specific  diseases. 


The  role  of  adrenocorticosteroids  and  corti- 
cotropin and  the  concept  of  the  General 
Adaptation  Syndrome  of  Selye  have  had  a 
tremendous  impact  on  medical  practice  of 

"'Dr.  Castleton  is  Associate  Clinical  Professor  of  Surgery, 
University  of  Utah  College  of  Medicine,  and  a member  of  the 
Surgical  Staff,  Holy  Cross  Hospital,  Salt  Lake  City,  Utah. 


our  time.  Some  feel  that  they  are  as  im- 
portant and  as  far  reaching  as  the  work  of 
Louis  Pasteur  and  the  bacterial  theory  of 
disease.  According  to  Policy  the  adrenocorti- 
costeroids and  corticotropin  have  more  ap- 
plications than  any  other  drugs.  He  states 
that  they  are  useful  in  twenty  metabolic  and 
endocrine  conditions  and  in  addition  are  used 
in  over  ninety  non-hormonal  states  primarily 
for  suppressive  effects. 

Although  these  agents  are  used  princi- 
pally in  the  treatment  of  certain  medical 
diseases,  particularly  rheumatoid  arthritis 
and  asthma,  surgeons  are  becoming  more  and 
more  interested  in  them  and  are  having  more 
and  more  contact  with  them.  There  are  two 
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reasons  for  this:  first,  because  an  increasing 
number  of  patients  who  are  receiving  them, 
or  who  have  received  them  in  the  past,  are 
coming  to  surgery  for  unrelated  conditions 
and  in  many  instances  must  therefore  be 
given  the  drugs  to  prevent  adrenal  failure 
after  surgery;  and,  secondly,  there  is  an  in- 
creasing number  of  reports  and  articles  in 
the  surgical  literature  dealing  with  the  use 
of  these  steroids  in  place  of  or  as  an  adjunct 
to  surgery  in  certain  specific  conditions.  For 
this  reason  it  would  seem  appropriate  that 
we  discuss  the  present  status  of  these  agents 
in  their  relation  to  surgery. 

Nature  of  the  steroids 

Before  discussing  the  clinical  use  of  these 
products  in  surgical  diseases,  however,  it 
would  seem  desirable  to  clarify  the  termi- 
nology, nature,  and  use  of  the  various  agents 
which  are  in  use  today  since  there  is  con- 
fusion regarding  the  various  chemical  desig- 
nations, common  names  and  commercial 
names  which  have  appeared  in  the  litera- 
ture. 

There  are  approximately  forty  steroids 
which  have  been  isolated  from  the  adrenal 
cortex.  Among  these  are  the  17-hydroxycor- 
ticoids,  the  17-ketosteroids,  the  11-dehydro- 
corticosteroids,  etc.  The  most  important  of 
these  are:  compound  A acetate  (ll-dehydrq- 
corticosterone  acetate) , compound  B (corti- 
costerone), compound  E (cortisone  acetate), 
compound  F (hydrocortisone) , and  aldoster- 
one (electrocorten) . 

ACTH 

Corticotropin,  commonly  called  ACTH,  is 
a polypeptid  isolated  from  the  pituitary 
gland  of  animals.  It  stimulates  the  adrenal 
cortex  to  produce  hydrocortisone  and  also 
numerous  other  hormones,  including  andro- 
gen. Effective  results  from  its  use,  therefore, 
are  dependent  on  an  active  adrenal  cortex 
which  will  respond  to  its  stimulation.  This  is 
in  contrast  to  such  products  as  cortisone  and 
hydrocortisone  which  are  used  as  substitu- 
tion therapy  and  which  for  effective  use  are 
not  dependent  upon  the  condition  of  the 
adrenal.  It  is  probably  about  twice  as  effec- 
tive milligram  for  milligram  as  cortisone. 
Corticotropin  is  now  produced  in  three 
forms: 
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1.  A dry  powder  which  is  dissolved  in 
sterile  saline  or  water  for  injection  by  the 
subcutaneous,  intramuscular  or  intravenous 
route. 

2.  A gelatin  preparation  designed  to  pro- 
vide a more  prolonged  effect.  The  effect  of 
this  preparation  lasts  about  twelve  to  twenty- 
four  hours  and  the  dosage  is  about  60  units 
per  day  in  one  or  two  doses. 

3.  A new  preparation  designed  to  provide 
even  longer  effect — Zinc  ACTH,  lasting  twen- 
ty-four to  forty-eight  hours.  The  dosage  is 
40  to  80  units. 

Corisone  acetate.  Compound  E of  Kendall, 
also  known  as  cortisone  and  cortone,  is  an 
adrenal  steroid  isolated  from  the  adrenal 
cortex.  It  may  be  administered  by  either  oral 
or  intramuscular  routes.  The  oral  prepara- 
tion comes  in  the  form  of  a tablet,  5 and  25 
mgm.  in  size,  and  the  usual  dosage  is  50  to 
200  mgm.  per  day.  The  intramuscular  prep- 
aration is  a crystalline  suspension  in  an 
aqueous  solution  and  is  usually  administered 
in  a dosage  of  25  mgm.  in  1 cc.  every  six  to 
twenty-four  hours.  It  is  rapidly  absorbed  by 
mouth  and  actually  gives  a more  rapid  re- 
sponse than  the  intramuscular  preparation. 
Some  of  the  side  effects  may  be  due  to  the 
suspending  agent — carboxymethyl  cellulose, 
and  there  is  probably  some  waste  (up  to  50 
per  cent)  due  to  the  fact  that  part  of  the 
drug  is  used  to  combat  the  inflammatory 
reaction  from  the  suspending  agent. 

Hydrocortisone  (free  alcohol)  is  also 
known  as  Compound  F.  It  is  the  principal 
corticoid  in  adrenal  venous  and  peripheral 
blood  and  constitutes  about  80  per  cent  of 
the  adrenal  steroids  and  hence  is  probably 
more  physiologic.  Its  actions  are  similar  to 
cortisone,  but  more  intense.  It  is  more  solu- 
ble and  hence  acts  more  quickly  so  it  must 
therefore  be  given  every  three  or  four  hours 
instead  of  at  longer  intervals.  It  comes  in  5 
and  20  mgm.  tablets  and  also  in  an  intra- 
venous preparation  containing  100  mgm.  in 
20  cc.  of  50  per  cent  alcohol,  which  is  added 
to  500  or  1000  cc.  of  5 per  cent  dextrose  in 
water.  A new  hydrocortisone — hydrocorti- 
sone hemisuccinate,  can  be  injected  directly 
into  a vein  in  2 cc.  aqueous  solution. 

Hydrocortisone  acetate  is  insoluble  and 
is  used  for  injection  into  joints  and  bursae. 
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A new  related  product  is  hydrocortone 
TEA  (hydrocortisone  Tertiary-Butylacetate, 
Merck).  This  is  a slightly  soluble  ester  of 
hydrocortisone  in  a saline  suspension.  It  is 
said  to  last  from  two  to  ten  times  as  long  and 
is  used  for  the  same  conditions  in  which 
hydrocorisone  acetate  is  used.  The  usual 
dosage  is  25  to  50  mgm.  Neither  hydrocorti- 
sone acetate  nor  hydrocortone  TEA  exert 
any  systemic  action,  the  effects  being  en- 
tirely local.  In  both  agents  one  must  be  care- 
ful to  avoid  their  use  in  specific  infectious 
arthritis  such  as  TE  and  GC. 

Prednisone  and  prednisolone,  formerly 
known  as  metacortandracin  and  metacor- 
tandralone  are  synthetic  crystalline  steroids 
which  are  said  to  be  three  to  four  times  more 
potent  than  cortisone  and  hydrocortisone.  It 
is  claimed  that  the  increased  potency  is  not 
accompanied  by  a comparable  increase  in 
the  frequency  and  severity  of  undesirable 
side  effects  with  little  change  in  Na,-K,-Ca,P, 
chlorides  and  CO,  in  blood.  These  drugs  are 
used  in  20  to  30  mgm.  initial  daily  dose  with 
a daily  maintenance  dose  of  5 to  20  mgm. 
Commercial  names  for  these  products  are 
Deltra  and  Hydeltra,  meticorten  and  meti- 
cortelone,  deltasone,  deltra  cortex,  etc. 

Fludrocortisone  acetate  (Alflorone  Merck) 
is  a derivative  of  hydrocortisone  and  is  said 
to  have  increased  anti-inflammatory  activity 
on  a weight  basis  so  that  smaller  quantities 
are  used  than  in  the  case  of  hydrocortisone. 
It  is  used  topically,  principally  for  cases  of 
dermatitis  and  comes  in  ointments  and  lo- 
tions of  0.1  per  cent  and  .25  per  cent 
strengths. 

Aldosterone 

Aldosterone  (electrocorten)  is  the  natural 
hormone  of  the  adrenal  and  is  appearing 
larger  and  larger  in  importance  on  the  hori- 
zon. It  has  no  anti-inflammatory  property; 
indeed,  it  may  even  be  pro-inflammatory.  It 
profoundly  affects  and  regulates  electrolyte 
balance.  It  is  not  under  the  control  of  ACTH. 
It  is  the  natural  hormone  of  the  adrenal,  by 
which  we  mean  it  is  not  synthesized  by  the 
gland  as  are  the  other  steroids.  Primary 
aldosteronism  is  now  recognized  as  a disease 
entity  and  will  probably  loom  of  great  im- 
portance in  the  future.  Dexoxycorticosterone 


(Doca)  likewise  has  no  anti-inflammatory 
property. 

The  indications  for  the  use  of  ACTH,  cor- 
tisone, hydrocortisone,  prednisone  and  pred- 
nisolone are  essentially  the  same  except  as 
follows: 

Differences  in  indications 

1.  ACTH  must  not  be  used  in  cases  of 
adrenalectomy  or  adrenal  insufficiency,  or 
in  cases  of  marked  hypopituitarism. 

2.  In  instances  where  a prompt  response 
is  required  such  as  a stress  situation  exempli- 
fied by  shock,  or  in  cases  where  adrenocor- 
tical suppression  has  occurred  as  a result  of 
cortisone  administration,  ACTH  should  not 
be  used  since  it  must  act  through  the  adrenal 
cortex  and  this  takes  some  time  (two  hours 
or  more  for  maximal  activity) . 

Cortisone  and  the  other  steroids  inhibit 
endogenous  ACTH  production  by  the  pa- 
tient’s pituitary,  causing  secondary  adrenal 
suppression.  ACTH  on  the  other  hand  stimu- 
' lates  the  adrenal  cortex  while  the  pituitary 
is  suppressed  by  endogenous  hydrocortisone. 

In  general  it  should  be  stated  that  in 
cases  where  the  corticosteroids  have  been 
used  on  a long  time  basis,  corticotropin 
should  also  be  given,  especially  toward  the 
end  of  the  treatment,  in  order  to  overcome 
the  suppression  of  the  adrenal  cortex  as  a 
result  of  the  corticosteroid  administration.  It 
should  also  be  pointed  out  that  there  is  a 
syndrome  following  abrupt  cessation  of  pro- 
longed cortisone  therapy  consisting  of  rapid- 
ly developing  headaches,  anorexia,  nausea, 
retching,  general  malaise,  and  at  times  tender 
muscles,  arthralgia,  restlessness  and  fatigue. 
These  increase  for  several  days  and  then  re- 
gress and  disappear  without  therapy  except 
in  a few  cases  where  symptoms  may  recur 
after  a week  or  so,  and  at  times  symptoms 
may  persist  for  several  weeks.  In  general, 
the  longer  the  therapy  the  more  severe  the 
symptoms.  Even  the  administration  of  saline 
does  not  always  alleviate  symptoms  although 
they  are  probably  due  to  adrenal  insuffi- 
ciency from  atrophy. 

General  properties 

The  adrenocorticosteroids  cure  nothing  in 
the  sense  of  destroying  or  suppressing  the 
etiological  factors  or  agents.  They  do  how- 
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ever  modify  local  and  systemic  manifesta- 
tions of  disease.  In  contrast  to  all  other  hor- 
mones they  have  both  pharmacologic  and 
physiologic  actions.  With  cortisone  and  hydro- 
cortisone and  related  synthetics,  the  action 
is  primarily  a pharmacologic  one.  With  11- 
desoxycorticosterone  and  aldosterone,  how- 
ever, the  action  is  a physiologic  one  and  is 
primarily  a replacement  process.  The  value 
of  DCA  is  likely  one  of  replacement.  The 
major  clinical  use  of  the  adrenal  hormones 
is  a pharmacologic  one — one  of  suppression. 

The  physiologic  and  pharmacologic  ef- 
fects of  these  agents  have  been  well  stated 
by  Bell,  et  al.,  as  follows:  (1)  Life  maintain- 
ing in  absence  or  failure  of  adrenal  glands. 

(2)  Anti-inflammatory  at  the  cellular  level. 

(3)  Anti-allergic  and  anti-endotoxin.  (4) 
Blood  pressure  sustaining  and  sodium  retain- 
ing. (5)  Neuromusculotonic,  antipyretic  and 
euphoretic.  The  anti-inflammatory  effect  is 
apparent  on  a wide  variety  of  causative  agents 
— chemical  agents,  foreign  proteins,  and  mi- 
croorganisms. 

Chronic  ulcerative  colitis 

The  steroids  have  proved  to  be  powerful 
therapeutic  agents  in  the  treatment  of  chron- 
ic ulcerative  colitis  although  their  exact  role 
has  not  been  determined.  Their  greatest  value 
here  is  in  the  preparation  of  the  acutely  ill 
patient  for  surgery.  Fever,  arthralgia  and 
erythema  nodosum  will  often  subside  dra- 
matically. Diarrhea  subsides  and  the  rectal 
mucosa  as  seen  through  the  proctoscope 
will  usually  improve  and  may  revert  to  nor- 
mal. Remissions  are  often  induced  but  re- 
currences are  not  prevented.  Ulcers  may 
appear  during  treatment,  however,  and  may 
be  large  and  bizarre.  These  may  be  seen  both 
through  the  sigmoidoscope  and  by  x-ray. 
Antibiotics  and  chemotherapeutic  agents 
must  be  given  with  the  steroids.  Electrolyte 
balance  must  be  carefully  maintained  and 
one  must  watch  for  complications  such  as 
perforation  of  the  colon,  signs  of  which 
may  be  masked.  In  general,  one  can  say  only 
that  treatment  with  steroids  in  this  disease 
may  be  helpful  and  even  dramatic.  There  is 
still  no  specific  cure,  and  caution  and  vigi- 
lance must  be  exerted  at  all  times  while 
using  steroids. 

Hydrocortone  is  said  to  be  more  effective 


than  cortisone  but  less  effective  than  ACTH. 
We  have  had  one  patient  with  chronic  ulcer- 
ative colitis  who  developed  severe  pancre- 
atitis in  an  annular  pancreas  while  under 
treatment  with  cortisone.  After  operation  to 
relieve  obstruction  of  the  duodenum  the  co- 
litis flared  up  and  when  cortisone  was  used 
there  was  a greatly  increased  bile  output 
from  the  T-tube  and  an  increase  in  pancre- 
atic pain. 

Regional  enteritis 

The  role  of  steroids  in  this  disease  has  not 
yet  been  definitely  determined.  It  is  known, 
however,  that  the  disease  is  not  cured  but 
may  be  improved  as  indicated  by  decrease 
in  fever  and  toxemia,  increased  appetite  with 
better  intake  of  food  and  a sense  of  well- 
being. It  would  appear  that  use  of  these 
agents  is  indicated  more  in  the  uncompli- 
cated than  in  complicated  cases.  Cortisone 
has  been  used  in  initial  dosage  of  200  to  300 
mgm.  daily  with  gradual  reduction  to  50 
mgm.  per  day.  Hydrocortisone  may  be  used 
in  100  to  200  mgm.  initial  daily  dose,  gradual- 
ly reducing  it  to  20  to  40  mgm.  per  day,  and 
ACTH  may  be  given  intravenously  or  intra- 
muscularly daily.  Idiopathic  (non-tropical) 
sprue  and  Whipple’s  disease  (intestinal  lipo- 
dystrophy) may  respond  well  to  this  treat- 
ment. 

Acute  hepatitis 

Steroids  are  said  to  shorten  the  course  in 
some  cases  of  infectious  hepatitis  and  are 
more  likely  to  be  helpful  in  severe  than  in 
mild  cases.  Some  patients  have  been  made 
worse.  It  appears  that  the  cholangiolitic  type 
of  viral  hepatitis  is  benefited  more  than 
other  types.  In  general,  however,  it  would 
appear  that  steroids  should  probably  not  be 
used  in  this  disease  until  more  information 
is  available  regarding  results  of  treatment 
except  perhaps  in  severe  progressive  hepa- 
titis. 

Hematologic  conditions 

Acquired  hemolytic  anemia.  Most  patients 
respond  well  to  steroid  therapy,  replacing 
splenectomy  as  the  treatment  of  choice.  In 
some  instances  the  drug  may  be  stopped 
without  relapse  occurring  while  others  re- 
quire a maintenance  dose.  In  the  failures  and 
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the  relapses,  surgery  (splenectomy)  is  usual- 
ly performed. 

Familial  hemolytic  icterus.  Splenectomy 
is  still  the  treatment  of  choice.  Steroids  seem 
to  have  little  or  no  value  in  this  disease. 

Idiopathic  thrombocytopenic  purpura. 
Steroid  therapy  is  of  great  value  in  the  treat- 
ment of  bleeding  and  may  be  of  real  value 
in  the  acute  form  although  the  platelet  count 
may  or  may  not  rise.  The  benefit  is  often 
temporary,  however,  and  splenectomy  is  the 
best  treatment  in  most  cases. 

Malignant  disease.  Steroids  have  been 
used  in  a variety  of  neoplasms  on  the  basis 
that  they  suppress  growth.  Useful  palliative 
results  have  been  reported  in  the  leukemias, 
cancer  of  the  breast,  lymphosarcoma,  multi- 
ple myeloma,  prostatic  carcinoma  and  Hodg- 
kin’s disease.  The  remissions  which  are  in- 
duced by  the  hormones  are  transient,  how- 
ever, and  relapse  tends  to  occur  when  the 
hormione  is  withdrawn.  With  prolonged  treat- 
men  refractoriness  usually  develops. 

Chronic  lymphatic  leukemia  may  respond 
with  a shrinkage  of  the  lymph  nodes,  liver 
and  spleen,  usually  with  improvement  in  the 
hematologic  picture.  In  acute  leukemia  the 
response  is  gratifying  in  children,  less  pro- 
nounced in  adults,  and  remission  may  last 
for  a few  weeks  or  months.  In  metastatic  car- 
cinoma of  the  breast  30  to  50  per  cent  of 
patients  show  objective  improvement  and  a 
few  more  show  symptomatic  improvement. 
There  may  be  objective  evidence  of  improve- 
ment in  the  form  of  calcification  of  osteo- 
lytic lesions,  regression  of  cutaneous  nodules, 
lymph  nodes  and  lung  metastases.  Patients 
not  infrequently  feel  better  and  have  a better 
appetite.  Results  are  not  as  good,  however, 
as  those  following  oophorectomy  and  adre- 
nalectomy, which  tend  to  produce  longer  re- 
missions in  a greater  percentage  of  cases. 
In  lymphosarcoma  there  may  be  shrinkage 
of  lymphoid  tumor  masses  although  results 
are  inferior  to  x-ray  therapy.  In  multiple 
myeloma  there  is  often  a decrease  in  pain 
with  an  improvement  in  appetite,  strength 
and  morale,  with  a shrinkage  of  the  tumor 
masses,  liver  and  spleen.  Remissions  for  as 
long  as  eighteen  months  have  been  reported 
in  as  high  as  50  per  cent  of  cases.  In  prostatic 
carcinoma  some  patients  have  shown  im- 


provement when  estrogen  and  orchiectomy 
have  failed,  but  improvement  is  temporary. 
In  Hodgkin’s  disease  results  are  poor,  al- 
though occasionally  brief  remissions  may  be 
seen. 

In  general,  it  may  be  said  that  in  most 
forms  of  malignancy  there  is  little  evidence 
that  steroids  show  any  real  benefit.  Some, 
however,  show  symptomatic  improvement 
and  a few  show  objective  improvement  as 
well.  The  mechanism  of  the  improvement  is 
unknown  but  is  supposedly  related  to  sup- 
pression of  growth.  Improvement  in  morale 
and  appetite  is  frequent  and  may  be  helpful. 

Musculoskeletal  conditions 

Bursitis  and  tendonitis.  These  agents  ap- 
parently promote  early  mobilization  of  the 
joints  and  it  is  thought  that  they  may  reduce 
postoperative  exudation  and  adhesions,  there- 
by shortening  the  recovery  time  and  pro- 
moting a more  complete  recovery.  These  con- 
ditions are  better  treated  by  local  hydro- 
cortone  acetate  injections  than  by  systemic 
use  of  the  drugs.  Among  the  conditions  which 
are  reported  benefited  are  tennis  elbow, 
subacromial  bursitis,  trigger  finger,  tendon- 
itis, tenosynovitis,  etc. 

Surgery  of  the  joints.  Again  it  is  believed 
that  these  drugs  may  minimize  fibroblastic 
activity  postoperatively  and  promote  earlier 
and  more  complete  mobilization,  especially 
if  injected  locally  into  the  joint,  using  hydro- 
cortone  acetate. 

Patients  .subjected  to  adrenalectomy 

In  bilateral  adrenalectomy  for  carcinoma 
of  the  breast,  etc.,  the  use  of  these  agents  is 
absolutely  essential  to  maintain  life.  There 
are  several  technics  of  administration.  Ac- 
cording to  one  technic,  cortisone  may  be 
given  in  doses  of  100  to  200  mgm.  per  day 
for  a couple  of  days  before  operation,  per- 
haps a little  increase  in  the  dosage  on  the 
day  of  surgery  and  a gradual  reduction  of 
dosage  over  a period  of  about  a week  until 
the  maintenance  dose  is  found  (usually  in 
the  neighborhood  of  50  mgm.  per  day) . Like- 
wise, in  patients  with  adrenal  insufficiency 
or  marked  hypopituitarism  a similar  regimen 
may  be  used,  although  dosages  required  may 
be  less  depending  on  the  degree  of  the  dis- 
ease. In  hyperfunctioning  adrenal  states  such 
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as  Cushing’s  disease  and  adrenogenital  syn- 
dromes the  same  type  of  therapy  is  indicated. 
Any  patient  who  is  receiving  steroids,  or  who 
has  received  them  within  the  past  year  for 
any  reason  should  be  treated  in  a similar 
manner  before  any  surgical  procedure. 

Peritonitis  and  other  severe  infections 

Recently  there  have  been  reports  on  the 
use  of  these  agents  in  association  with  anti- 
biotics in  the  management  of  severe  infec- 
tions, especially  severe  cases  of  peritonitis. 
Kinsell  and  Jahn  report  that  judicious  use 
of  the  corticoids  in  conjunction  with  anti- 
biotic therapy  in  patients  with  severe  medi- 
cal and  surgical  infections  can  result  in 
diminution  of  morbidity  and  mortality.  They 
point  out,  however,  that  improper  use  of 
these  agents  may  have  the  opposite  effect. 
We  have  in  such  cases  what  appears  to  be 
a paradox.  Patients  with  Addison’s  disease 
and  adrenalectomized  animals  show  increased 
susceptibility  to  infection.  Likewise,  it  is 
known  that  these  agents  tend  to  promote 
the  spread  of  infection,  in  some  instances  by 
reducing  the  protective  inflammatory  re- 
sponse to  the  infections.  Patients  with  Addi- 
son’s disease  who  are  treated  with  cortisone 
or  hydrocortisone,  however,  seem  to  have  a 
normal  resistance  to  infection.  Conversely, 
animals  which  are  treated  with  adrenal  ste- 
roids without  antibiotics  show  a higher  mor- 
tality rate  if  infected  with  pathogenic  or- 
ganisms. 

These  authors  began  using  the  corticoids 
with  large  doses  of  antibiotics  in  moribund 
patients  with  infections  and  were  so  encour- 
aged by  the  result  that  they  have  continued 
this  line  of  treatment.  They  conclude  that 
the  following  constitute  indications  for  corti- 
coid  therapy  in  patients  with  infections  and 
related  acute  diseases: 

1.  All  patients  with  meningococcus  infec- 
tions. 

2.  All  diseases  which  are  characterized 
by  the  sum  of  the  following: 

a.  Infections  for  which  potent  antibiotics 
are  available. 

b.  Infections  characterized  by  overwhelm- 
ing toxicity. 

3.  Mumps  orchitis. 

4.  Shock  from  any  cause  (except  from 
simple  blood-loss)  if  blood  is  available. 


They  recommend  that  antibiotics  should 
be  used  throughout  the  course  of  hormone 
therapy  and  at  least  three  days  longer,  or 
seven  days  in  cases  of  severe  peritonitis.  It 
should  be  emphasized  that  these  agents  can 
so  alter  the  clinical  picture  that  it  may  be 
deceiving  and  dangerous  and  one  may  be 
tempted  to  omit  surgery  because  of  the  good 
appearance  of  the  patient.  Recently  Hanegar, 
Hunnicutt  and  Kinsell  reported  their  further 
experience  with  severe  peritonitis  and  again 
note  diminished  mortality  and  morbidity. 
They  have  devised  the  following  routine: 
The  patient  is  given  100  mgm.  of  hydro- 
cortisone IV  in  500  cc.  of  solution  and  this 
is  administered  at  the  rate  of  250  cc.  per 
hour.  At  the  same  time  40  units  of  ACTH 
are  placed  in  the  intravenous  solution.  If 
the  patient  is  an  infant  or  at  the  other  age 
extreme,  they  use  hydrocortisone  hemisuc- 
cinate,  which  may  be  given  directly  into  the 
vein  in  2 cc.  of  aqueous  solution,  instead  of 
the  regular  hydrocortisone  with  the  large 
volume  of  fluid  which  may  be  a problem  at 
these  ages.  The  patients  are  also  given  corti- 
sone acetate  intramuscularly  starting  with 
300  mgm.  a day  and  declining  in  step-wise 
fashion.  Intramuscular  ACTH  is  given  and 
this  is  decreased  in  step-wise  fashion  also. 
Treatment  with  ACTH  is  continued  for  at 
least  two  days  longer  than  the  cortisone. 
Antibiotics  are  started  at  the  onset  of  treat- 
ment and  continued  for  one  week  after  com- 
pletion of  hormonal  treatment.  Surgery  is 
carried  out  as  soon  as  the  condition  of  the 
patient  permits — this  should  be  emphasized. 

Miscellaneous  conditions 

Surgery  of  rheumatic  heart  disease.  In  the 
use  of  these  agents  before  and  after  cardiac 
surgery  for  rheumatic  heart  disease  it  is  be- 
lieved that  the  inflammatory  reaction  may 
be  minimized  and  any  smoldering  rheumatic 
activity  controlled.  This  use  seems  to  be  a 
well  established  one  and  there  is  now  a con- 
siderable experience  to  indicate  its  value. 

Thyroid  crisis.  Although  this  condition 
has  now  become  a rarity  there  are  reports 
which  indicate  that  it  responds  well  to  corti- 
cotropin, apparently  on  the  basis  of  its  anti- 
febrile properties  and  possibly  also  because 
of  its  tendency  to  maintain  liver  glycogen. 

Shock.  In  severe  cases  of  shock  (not  due 
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to  hemorrhage),  which  do  not  respond  to 
conventional  treatment,  the  administration 
of  steroids  may  lead  to  a satisfactory  re- 
sponse. The  best  agent  here  is  believed  to 
be  intravenous  hydrocortisone  in  large  doses. 
This  method  of  treatment,  however,  should 
not  replace  the  conventional  methods,  in- 
cluding administration  of  blood  and  fluids. 

Anaphylactic  shock.  In  anaphylactic  shock 
treatment  with  steroids  may  be  dramatic  and 
life  saving.  Transfusion  reactions  will  also 
respond  but  use  of  steroids  here  will  not  be 
needed  except  in  severe  cases. 

Patients  in  poor  general  condition.  Re- 
cently Dr.  Warren  Cole  has  reported  the  use 
of  steroids  pre-operatively  for  selected  pa- 
tients who  were  in  rather  poor  general  con- 
dition, especially  elderly  patients  with  ano- 
rexia, malnutrition,  fever  from  chronic  in- 
fection, etc.  It  was  his  feeling  that  many  of 
these  patients  go  through  surgery  more  eas- 
ily, although  it  is  not  certain  whether  it  is 
because  there  is  an  adrenal  insufficiency  or 
whether  it  is  due  to  the  euphoric,  antipyretic 
effect.  He  gives  ACTH  100  mgm.  per  day  for 
five  or  six  days  pre-operatively  and  in  de- 
creasing doses  for  one  to  four  days  post- 
operatively.  Good  results  have  also  been  re- 
ported in  the  treatment  of  black  widow 
spider  bites,  snake  bites,  etc. 

Contraindications  and  side  effects 

There  are  definite  dangers  and  limitations 
to  the  use  of  these  potent  drugs.  Contraindi- 
cations may  be  divided  into  the  absolute  and 
relative.  Absolute  contraindications  are:  (1) 
Tuberculosis,  especially  acute  and  sub-acute 
forms.  Steroids  may  cause  infection  to 
spread.  (2)  Agitated  psychotic  states.  Ster- 
oids may  cause  psychotic  states  or  aggravate 
existing  ones.  (3)  Active  peptic  ulcer.  Ste- 
roids cause  increase  in  production  of  gastric 
hydrochloric  acid  and  pepsin  and  increase 
the  volume  of  gastric  juice.  (4)  Herpes  sim- 
plex of  the  eye. 

Relative  contraindications  include  a group 
of  conditions  in  which  use  of  steroids  carries 
definite  danger  but  in  which  the  need  for 
these  drugs  may  outweigh  the  danger.  These 
include  (1)  diabetes;  (2)  cardiac  failure; 
(3)  severe  hypertension;  (4)  renal  insuffi- 
ciency; (5)  osteoporosis;  (6)  many  infec- 


tions (there  is  danger  of  spread  of  infection 
and  danger-signs  may  be  masked) ; (7)  emo- 
tional instability. 

In  addition  there  are  numerous  unde- 
sirable effects  which  must  be  watched  for. 
Among  these  are  sodium  retention,  potas- 
sium loss,  edema,  hypertension,  gluconeo- 
genesis  with  glycosuria  and  hyperglycemia 
(anti-insulin  effect),  negative  protein  bal- 
ance, osteoporosis  (may  lead  to  fractures  and 
interference  with  bone  healing) , nervousness, 
insomnia,  mental  changes,  prevention  of 
wound  healing  in  long-term  use,  menstrual 
irregularities,  acne,  hirsutism,  etc. 

Conclusion 

Finally,  on  a note  of  caution,  it  should  be 
emphasized  that  corticotropin  and  the  corti- 
costeroids are  potent  therapeutic  weapons. 
They  are  two-edged  swords  which  can  be 
life-saving  or  can  do  irreparable  harm.  Those 
who  use  them  should  be  well  versed  in  their 
indications,  values  and  dangers  and  should 
use  discretion  and  caution  while  employing 
them.  It  is  suggested  that  there  will  be  many 
abuses  of  these  agents  and  that  in  the  future 
we  may  see  many  conditions  due  to  hormonal 
imbalance  induced  by  improper  use  of  ste- 
roids. It  is  suggested  further  that  for  the 
time  being  use  of  these  agents  be  restricted 
to  those  conditions  in  which  their  value  is 
well  established  and  that  further  investiga- 
tive work  on  the  clinical  use  of  them  be 
done  only  by  those  who  are  well  qualified 
by  interest,  facilities  and  training  to  do  so. 
This  course  will  avert  many  tragedies.  It  is 
hoped  and  believed  that  development  of  new 
synthetic  derivatives  and  discovery  of  newer 
steroids  will  add  to  the  great  value  of  this 
type  of  therapy  and  will  enhance  its  safety.  • 
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Management  of  hepatic  coma 

Edward  J.  Donovan,  M.D.,  Denver* 


Intricacies  of  liver  metabolism  as  related 
to  the  treatment  of  coma  are  discussed. 
Three  types  of  hepatic  coma  are 
differentiated  since  treatment  with 
glutamic  acid  is  effective  in 
only  two  groups. 


Hepatic  coma  is  the  clinical  syndrome  seen 
in  patients  with  severe  disease  of  the  liver 
or  portal  circulation  manifesting  varying  de- 
grees of  encephalopathy.  Historically,  hepatic 
coma  was  a well  known  entity.  Medical  writ- 
ings of  ancient  times  by  Hippocrates  and 
Galen  include  descriptions  of  a disturbance 
in  consciousness  associated  with  jaundice. 
Frequent  references  to  this  condition  are 
also  found  in  medical  writings  on  liver  dis- 
ease of  the  early  centuries.  In  1860  Frerich’s 
in  an  article  entitled  “Treatise  on  Liver  Dis- 
ease'’ gave  one  of  the  most  complete  descrip- 
tions of  this  neurological  syndrome  to  be 
found  in  medical  literature.  More  recently, 
Adams  and  Foley  have  described  in  detail 
the  clinical  picture  of  hepatic  coma  and  cor- 
related it  with  the  neuropathological  findings 
in  the  brain.  The  syndrome  was  originally 
thought  to  be  due  to  the  retention  of  bile 
pigments  in  the  blood  stream  and  for  this 
reason  Leyden  proposed  the  term  “cholemia” 
for  the  disturbance  in  consciousness  seen  in 
liver  disease.  Frerich’s,  however,  proved  be- 
yond a doubt  that  the  derangement  of  nerv- 
ous function  was  not  related  to  the  intensity 
of  jaundice  by  showing  that  injections  of 
large  amounts  of  bile  into  the  blood  stream 
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of  dogs  had  no  observable  effect  on  the 
nervous  system,  and  clinically  typical  he- 
patic coma  may  be  seen  in  patients  without 
jaundice.  In  recent  years  there  has  been  in- 
creased interest  in  the  complex  biochemical 
abnormalities  to  be  found  in  hepatic  coma. 
This  was  largely  stimulated  by  the  demon- 
stration of  a relationship  between  the  neuro- 
psychiatric disorder  and  toxic  nitrogenous 
substances  derived  from  the  intestinal  tract, 
and  by  the  article  by  Walshe  reporting  the 
survival  of  five  episodes  of  hepatic  coma  in 
patients  treated  with  sodium  glutamate. 
Prior  to  this  time  hepatic  coma  once  mani- 
fested had  been  considered  nearly  always 
fatal  and  the  most  frequent  terminal  episode 
in  the  patient  ill  with  severe  liver  disease. 
While  the  exact  pathogenesis  of  the  syn- 
drome is  not  fully  known  much  has  been 
learned  of  its  complex  biochemical  abnor- 
malities and  these  recent  contributions  form 
the  basis  for  a rational  method  of  therapy. 

Pathology 

Because  the  syndrome  represents  involve- 
ment of  the  central  nervous  system  in  pa- 
tients with  severe  liver  disease,  the  inter- 
relationships of  these  two  organs  have  been 
the  subject  of  much  intensive  study.  In  the 
brain  one  may  find  edema,  congestion  of 
vessels,  perivascular  mononuclear  infiltration 
and  minute  focal  hemorrhages  throughout 
the  brain  substance.  However,  the  only  con- 
sistent and  significant  pathologic  lesion  ap- 
pears to  be  an  increase  in  the  number  and 
size  of  the  astrocytes.  The  cerebrospinal  fluid 
shows  no  characteristic  abnormality  unless 
the  patient  is  intensely  jaundiced,  in  which 
case  the  fluid  may  be  slightly  tinged  by  bili- 
rubin. There  is  generally  no  increase  in  cere- 
brospinal fluid  pressure  or  cell  count,  but  an 
elevation  of  protein  is  frequently  found  the 
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ACHROMYCIN-V 

Tetracycline  and  Citric  Acid  Lederla 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently, 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms. 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V— the  choice  of 
physicians  in  every  field  and  specialty. 
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Hepatic  coma  cont.  from  49 

exact  significance  of  which  is  not  known. 
Increases  in  glutamine  levels  in  the  spinal 
fluid  have  been  reported  and  in  animals  the 
glutamine  content  of  the  brain  increases  rap- 
idly after  hepatectomy  without  correspond- 
ing changes  in  the  other  amino  acids.  Char- 
acteristic electroencephalographic  changes 
have  been  found  in  patients  with  hepatic 
coma  and  help  to  make  up  the  diagnostic 
triad  along  with  the  mental  aberrations  and 
flapping  tremor.  The  latter,  however,  has 
been  described  in  association  with  other 
conditions  such  as  congestive  heart  failure, 
respiratory  alkalosis,  and  uremia  so  it  is 
not  specific  for  hepatic  coma.  In  the  liver 
the  usual  liver  function  tests  do  little  more 
as  a rule  than  demonstrate  that  severe  liver 
disease  is  present,  and  hepatic  coma  may 
occur  from  any  severe  liver  disease.  The 
usual  liver  function  tests  offer  no  help  in 
deciding  that  coma  will  or  will  not  occur. 
If  they  do  not  worsen  one  should  be  par- 
ticularly alert  to  the  possibility  of  some  other 
cause  for  the  patient’s  coma. 

Metabolic  changes 

A number  of  metabolic  abnormalities 
have  been  studied  in  patients  with  hepatic 
coma  and  severe  liver  disease  and  some  have 
been  found  to  be  particularly  deranged. 
Among  some  of  the  abnormalities  demon- 
strated have  been  elevated  amino  acid  blood 
levels,  elevated  blood  pyruvate  and  lactate, 
elevated  alpha-keto-glutarate,  and  low  mag- 
nesium levels.  Hypoglycemia  as  a factor  in 
the  production  of  some  of  the  mental  symp- 
toms has  been  investigated  and  while  hypo- 
glycemic stupor  has  been  reported  in  liver 
disease  others  have  found  no  correlation  be- 
tween blood  sugar  level  and  hepatic  coma. 
The  most  common  and  frequent  abnormality 
found  has  been  elevation  of  the  blood  am- 
monia level.  Ammonia  metabolism  has  re- 
cently undergone  intensive  investigation  by 
biochemists  and  other  investigators  in  regard 
to  its  part  in  the  genesis  of  hepatic  coma. 
While  numerous  investigators  have  reported 
discrepancies  in  the  ammonia  blood  level 
and  the  clinical  status  of  the  patient  in 
hepatic  coma  “there  is  no  other  theory  that 


comes  so  near  to  conforming  to  the  observed 
facts.” 

The  problem  of  the  relationship  of  the 
liver  and  portal  circulation  to  ammonia  me- 
tabolism has  been  investigated  periodically 
since  1893  when  Pavlov  and  his  associates 
first  described  the  occurrence  of  “meat  in- 
toxication” in  the  Eck  fistula  dog.  These 
investigations  have  given  rise  to  the  conven- 
tional idea  that  bacteria  of  the  intestine 
break  down  certain  nitrogenous  substances 
such  as  amino  acids  and  urea  to  form  am- 
monia. This  ammonia  enters  the  portal  cir- 
culation and  is  carried  to  the  liver  where  it 
is  converted  to  urea.  Whenever  the  portal 
circulation  by-passes  the  liver  and  is  diverted 
into  the  systemic  circulation  an  elevation  of 
the  ammonia  in  the  systemic  blood  may  re- 
sult. Such  elevations  have  been  reported  by 
several  investigators  in  cases  of  cirrhosis  and 
in  man  and  dogs  with  an  anastamosis  be- 
tween the  portal  vein  and  vena  cava  (Eck 
fistula).  In  these  conditions  the  portal  blood 
largely  or  entirely  by-passes  the  liver  and 
it  has  been  shown  that  by-passing  of  the 
liver  and  reduced  hepatic  blood  flow  appear 
to  be  the  principal  reasons  for  the  elevation 
of  the  blood  ammonia  which  occurs,  rather 
than  the  associated  hepatic  damage  as  sug- 
gested by  Kirk.  Although  Mathew  in  1922 
suggested  that  it  might  be  ammonia  in  the 
blood  that  produced  stupor  in  dogs  with  an 
Eck  fistula  given  high  protein  feedings,  the 
deleterious  effects  of  a high  nitrogenous  in- 
take in  the  gastrointestinal  tract  in  patients 
with  severe  liver  disease  was  not  fully  ap- 
preciated until  recent  years.  Increased  blood 
levels  of  ammonia  and  production  of  hepatic 
coma  have  been  shown  to  follow  administra- 
tion of  high  protein  diets,  ammonium  con- 
taining cation  exchange  resins,  amino  acid 
infusions,  Diamox,  paracentesis  and  gastro- 
intestinal hemorrhage. 

Formation  of  ammonia 

Proteins  as  they  pass  through  the  gastro- 
intestinal tract,  are  broken  down  into  amino 
acids,  which  are  absorbed  by  the  small  in- 
testine and  pass  into  the  portal  circulation. 
Some  of  these  amino  acids  are  then  utilized 
as  such,  while  others  are  conjugated  to  form 
body  proteins.  Ammonia  is  formed  as  the 
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result  of  deamination  of  these  amino  acids 
by  the  enzyme  dehydrogenase.  Once  formed 
ammonia  is  removed  from  the  body  by  two 
important  means:  (1)  the  formation  of  glu- 
tamine from  glutamic  acid  and  (2)  the  forma- 
tion of  urea  by  the  liver.  Glutamic  acid  is  a 
nonessential  amino  acid  and  it  has  been 
shown  that  glutamic  acid  is  an  amino  acid 
which  combines  with  ammonia  in  the  pres- 
ence of  tissue  and  glucose  and  is  converted 
to  glutamine.  In  the  kidney,  glutamine  in  the 
presence  of  glutaminase  is  degraded  into  glu- 
tamic acid  and  ammonia  and  excreted.  This 
accounts  for  60  per  cent  of  the  ammonia  that 
is  eliminated  by  the  kidney. 

One  important  function  of  the  liver  is 
the  removal  of  the  toxic  substance,  ammonia, 
and  its  conversion  to  urea.  This  has  been  sup- 
ported by  earlier  work  showing  that  the 
portal  vein  blood  of  dogs  had  a much  higher 
ammonia  content  than  the  hepatic  vein,  and 
that  a high  blood  ammonia  level  was  found 
in  dogs  with  an  Eck  fistula  or  who  had  been 
hepatectomized.  Thus,  the  second  important 
means  of  removing  ammonia  from  the  blood, 
namely,  the  formation  of  urea  by  the  liver, 
involves  the  combination  of  ammonia,  carbon 
dioxide  and  ornithine  (ornithine,  citrulline, 
arginine  cycle)  with  the  formation  of  urea, 
which  is  then  excreted  in  the  urine.  It  can 
easily  be  seen  that  this  method  of  removing 
ammonia  from  the  blood  could  be  severely 
compromised  in  patients  with  marked  liver 
damage. 

Coma  and  ammonia 

While  an  elevation  of  blood  ammonia  has 
been  frequently  found  in  patients  with  cir- 
rhosis and  hepatic  coma  one  of  the  major 
objections  to  the  theory  that  this  was  the 
most  important  biochemical  abnormality  in- 
volved has  been  the  lack  of  correlation  found 
by  some  investigators  between  the  level  of 
the  blood  ammonia  and  the  presence  or  ab- 
sence of  coma.  Several  reasons  for  this  ap- 
parent discrepancy  have  been  advanced, 
among  which  are  the  following;  (1)  the  dif- 
ficulties inherent  in  present  methods  of 
measuring  the  blood  ammonia  level,  (2)  Bess- 
man  and  others  have  shown  that  muscle 
tissue  is  capable  of  taking  up  ammonia  to  the 
extent  of  50  per  cent  of  the  amount  pre- 


sented to  it  by  arterial  blood  while  the  brain 
removes  only  20  per  cent  and  thus  a consider- 
able difference  may  exist  between  the  ve- 
nous and  arterial  blood,  which  is  the  blood 
actively  bathing  the  brain,  (3)  the  difficulty 
in  establishing  a clear  cut  case  of  hepatic 
coma  because  of  associated  complications 
which  are  often  found  such  as  subarachnoid 
hemorrhage,  alcoholism,  and  uremia,  (4)  a 
final  cause  for  discrepancy  may  be  found  in 
the  chemical  mechanism  for  the  production 
of  coma  by  ammonia. 

Eiseman  and  his  associates  have  shown 
that  prolonged  periods  of  elevated  blood  am- 
monia levels  must  be  maintained  before  coma 
can  be  produced  and  this  concept  of  the 
toxicity  of  ammonia  being  a product  of  am- 
monia excess  and  duration  has  recently  been 
re-emphasized  by  Bessman.  Additional  ex- 
planations have  been  that  the  blood  ammonia 
concentrations  are  extracellular  measure- 
ments and  thus  are  not  a true  indication  of 
the  more  significant  intracellular  concentra- 
tions, and  that  ammonia  intoxication  with 
its  elevated  peripheral  blood  ammonia  con- 
centration may  merely  reflect  a metabolic 
dysfunction  of  more  fundamental  impor- 
tance. 

Types  of  hepatic  coma 

The  exact  mechanism  of  how  an  increase 
in  blood  ammonia  decreases  the  activity  of 
the  brain  is  not  known,  but  the  most  attrac- 
tive theory  is  that  alpha  ketoglutaric  acid  is 
removed  from  the  Krebs  cycle  to  form  glu- 
tamic acid  which  combines  with  the  am- 
monia. This  interrupts  the  oxidative  processes 
in  the  brain  and  produces  cerebral  symp- 
toms. The  Krebs  cycle  intermediates  cannot 
pass  the  brain  barrier  and  regeneration  of 
the  Krebs  cycle  in  the  brain  is  a slow  process 
once  it  has  been  disrupted.  McDermott  and 
his  colleagues  have  helped  greatly  to  clarify 
the  clinical  picture  of  hepatic  coma  and  the 
relationship  of  blood  ammonia  levels  and 
their  response  to  glutamic  acid  administra- 
tion. They  have  divided  the  patients  with 
hepatic  coma  into  three  groups;  (1)  the  acute 
spontaneous,  (2)  the  acute  exogenous,  and 
(3)  the  chronic.  The  acute  spontaneous  group 
consists  of  patients  with  advanced  liver  dis- 
ease who  have  central  nervous  system  signs 
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and  symptoms  without  precipitating  factors 
such  as  ingestion  of  protein,  ammonium 
chloride,  urea,  or  Diamox,  and  without  evi- 
dence of  bleeding  into  the  gastrointestinal 
tract. 

The  acute  exogenous  group  represents 
persons  with  well  compensated  livers  who 
have  acute  episodes  of  central  nervous  sys- 
tem signs  and  symptoms  precipitated  by  a 
variety  of  exogenous  factors  such  as  gastro- 
intestinal hemorrhage,  oral  administration  of 
ammonium  chloride,  or  high  protein  feed- 
ings. In  other  words,  the  important  factor  in 
this  group  has  been  the  introduction  into  the 
gastrointestinal  tract  of  large  amounts  of 
nitrogenous  substances.  In  the  chronic  group 
are  those  suffering  from  chronic  disease  of 
the  liver  or  portal  circulation  who  evidence 
a chronic  confused  state  without  any  rapid 
progression  to  coma  and  without  any  appar- 
ent spontaneous  exacerbations  or  remissions. 
He  has  shown  that  patients  classified  under 
the  acute  spontaneous  group  receive  little 
value  from  the  treatment  with  1-glutamic 
acid,  although  some  transient  improvement 
may  occur.  In  other  words,  in  the  patient 
with  acute  severe  liver  disease  in  whom  the 
hepatic  coma  is  primarily  due  to  hepatic 
cellular  disease  the  administration  of  glu- 
tamic acid  would  not  be  expected  to  improve 
the  underlying  hepatocellular  disease.  Those 
patients  in  the  acute  exogenous  and  the 
chronic  encephalopathy  groups  show  a dis- 
tinct improvement  upon  receiving  glutamic 
acid.  These  concepts  have  received  additional 
support  from  Eiseman,  Arnold,  and  others. 

Differential  diagnosis 

Management  of  the  patient  with  severe 
liver  disease  presenting  with  the  clinical  pic- 
ture of  precoma  or  coma  should  first  of  all 
begin  with  a thorough  evaluation  of  the 
patient’s  entire  clinical  picture.  One  must 
make  certain  that  he  is  dealing  with  a true 
hepatic  coma  and  not  one  of  the  many  other 
conditions  which  may  account  for  a coma- 
tose state  in  the  patient  with  severe  liver 
disease.  Among  conditions  which  must  be 
carefully  differentiated  are  cerebral  vascular 
accidents,  subdural  hematoma,  uremia,  elec- 
trolyte imbalance,  diabetic  coma,  Wernicke- 
Korsakoff  syndrome,  end  stages  of  delirium 


tremens,  and  failure  of  drug  detoxification. 
Uremia  at  times  may  be  a difficult  syndrome 
to  differentiate  from  hepatic  coma  and  its 
difficulties  have  recently  been  emphasized 
by  Bessman,  who  has  stressed  the  absence 
of  an  elevated  blood  ammonia  in  the  patient 
with  renal  failure  as  an  aid  in  the  differential 
diagnosis. 

Although  one  might  expect  a low  blood 
nitrogen  in  hepatic  failure,  since  the  liver  is 
the  sole  urea  synthesizing  organ  of  the  body, 
a low  blood  urea  nitrogen  may  not  neces- 
sarily accompany  hepatic  failure.  Its  pres- 
ence or  absence  depends  largely  upon  the 
relationship  between  urea  synthesis  and  ex- 
cretion occurring  in  that  patient,  and  conse- 
quently it  may  be  low,  normal,  or  elevated. 
Adding  to  the  difficulty  is  the  susceptibility 
of  the  patient  with  liver  failure  to  “prerenal 
azotemia”  resulting  from  hemorrhage  and 
electrolyte  imbalance  and  the  not  uncommon 
association  of  renal  failure  with  hepatic  fail- 
ure. 

Signs  of  impending  coma 

One  of  the  most  important  measures  in 
the  management  is  the  constant  alertness  of 
the  physician  to  the  possibility  of  coma  and 
its  earliest  signs,  and  when  the  precoma 
stage  is  recognized  the  removal  of  all  pos- 
sible precipitants  that  would  aggravate  his 
condition.  The  precoma  stage  may  be  sug- 
gested by  the  presence  of  mental  clouding 
and  confusion  and  a so-called  “far  away 
look”  in  the  patient’s  eyes.  In  addition,  a 
drop  in  temperature,  a leucocytosis  with  ab- 
solute increase  in  polys,  and  a progressive 
diminution  in  urinary  output  for  a period  of 
days  despite  an  adequate  intake  of  fluids, 
all  may  herald  the  onset  of  the  precoma  stage 
in  any  patient  with  severe  liver  disease. 
Among  the  precipitating  factors  to  be  avoid- 
ed or  eliminated  are  infections,  hemorrhage, 
surgical  procedures,  abdominal  paracentesis, 
high  protein  intake,  Diamox,  cation  exchange 
resins,  urea,  sedatives  and  hypnotics.  Meticu- 
lous attention  should  be  paid  to  the  possibil- 
ity of  water  and  electrolyte  imbalance. 

T reatment 

Among  the  general  and  supportive  meas- 
ures used,  adequate  nursing  care  is  most 
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essential  and  should  include,  in  addition  to 
keeping  the  patient  clean  and  avoiding  decu- 
bitus ulcerations,  the  careful  recording  of 
vital  signs,  intake  and  output,  and  constant 
maintenance  of  an  unobstructed  airway.  The 
patient  with  severe  liver  disease  tolerates 
anoxia  poorly. 

Because  of  production  of  ammonia  by  the 
bacteria  of  the  intestinal  tract  acting  upon 
nitrogenous  substances  all  protein  in  the 
diet  should  be  eliminated.  Chester  Jones  in 
1936  first  emphasized  the  value  of  glucose 
in  the  treatment  of  liver  failure.  The  patient 
should  be  given  intravenous  feedings  of  glu- 
cose or  fructose.  The  latter  has  been  shown 
to  be  more  readily  phosphorylated,  more 
rapidly  utilized  by  the  liver,  and  it  is  known 
to  be  a better  glycogen  former  than  glucose. 
A high  carbohydrate  intake  orally  and  pa- 
renterally  also  has  a biochemical  background 
for  its  use  as  Krebs  has  shown  that  in  the 
presence  of  adequate  glucose,  brain  slices 
were  able  to  synthesize  glutamine  from  glu- 
tamic acid  and  Weil-Malherbe  has  also  shown 
that  brain  slices  could  bring  about  the  dis- 
appearance of  added  ammonia  in  the  pres- 
ence of  glucose.  It  should  be  emphasized  that 
patients  who  receive  large  amounts  of  glu- 
cose solutions  in  water  may  develop  low 
sodium  and  potassium  levels  on  the  basis  of 
electrolyte  dilution  resulting  from  water  in- 
toxication. This  situation  may  be  more  com- 
plex if  the  liver  failure  is  associated  with 
excessive  vomiting  resulting  in  a metabolic 
alkalosis.  Excessive  administration  of  glu- 
cose in  water  without  correction  of  other 
electrolytes  in  the  presence  of  a hypochlo- 
remic alkalosis  may  produce  coma  that  has 
no  relation  to  the  associated  severe  liver 
disease.  Tube  feedings  as  well  as  intravenous 
feedings  may  be  necessary  in  the  comatose 
patient.  Avoid  foods  which  leave  much  nitro- 
genous waste  and  mixtures  which  may  pre- 
cipitate diarrhea  or  gastrointestinal  distress 
as  diarrhea  may  be  poorly  tolerated  by  the 
patient  with  a seriously  damaged  liver.  Vita- 
min supplements  should  be  given  as  recom- 
mended by  Latner.  Patients  with  severe  liver 
disease  also  have  shown  a tendency  to  de- 
velop low  potassium  levels.  When  the  patient 
begins  to  show  improvement  protein  may 
be  added  in  20  gm.  amounts  at  three  to  four 


day  intervals  divided  among  several  feedings. 
Upon  resumption  of  protein  feedings  should 
the  patient  again  show  signs  of  mental  aber- 
rations protein  must  again  be  restricted  until 
such  time  as  it  can  be  gradually  increased. 
In  chronic  liver  failure  patient  protein  may 
have  to  be  permanently  restricted  to  40-60 
gm.  daily. 

Immediate  control  of  any  gastrointestinal 
hemorrhage  is  of  the  utmost  importance  be- 
cause of  the  deleterious  effects  of  anemia, 
anoxia,  and  shock  on  the  diseased  liver.  This 
necessitates  prompt  and  accurate  assessment 
of  the  source  of  bleeding  so  that  correct 
therapeutic  measures  may  be  instituted.  In 
addition  to  esophageal  varices  the  patient 
with  severe  liver  disease  has  an  increased 
incidence  of  hemorrhage  from  duodenal  ul- 
cer, gastritis,  and  gastritic  erosions,  as  well 
as  abnormalities  of  the  clotting  mechanism. 
It  does  nothing  to  employ  esophageal  tam- 
ponade in  a patient  who  is  bleeding  from 
lesions  of  the  stomach  or  duodenum  and  it 
is  the  author’s  practice  to  employ  emergency 
gastroscopy  and  esophagoscopy  when  feasi- 
ble if  there  is  any  doubt  as  to  the  source  of 
the  bleeding. 

Electrolyte  correction 

Oxygen  should  be  administered  because 
of  the  known  deleterious  effects  of  anoxia  on 
the  diseased  liver.  Reduction  in  cerebral 
oxygen  consumption  has  been  shown  to  oc- 
cur in  patients  with  hepatic  coma.  Respira- 
tory alkalosis  secondary  to  hyperventilation 
has  recently  been  correlated  with  early  he- 
patic coma  presumably  due  to  the  stimula- 
tion of  the  respiratory  center  by  the  am- 
monia.  Respiratory  alkalosis  is  known  to 
result  in  shifts  of  potassium  and  phosphate 
to  the  intracellular  space.  The  finding  of 
hypokalemia  and  hypophosphatemia  is  not 
unusual  in  hepatic  coma  with  marked  hyper- 
ventilation. Alkalosis  may  be  treated  by  the 
administration  of  5 to  10  per  cent  carbon 
dioxide  and  oxygen  either  by  nasal  tube  or 
tent.  If  the  potassium  level  is  low  this  must 
be  replenished.  Meticulous  fluid  and  electro- 
lyte balance  must  be  maintained  because  hy- 
ponatremia, hypochloremia,  hypophosphatas- 
emia,  and  hypokalemia  have  all  been  shown 
to  occur  in  the  patients  with  hepatic  coma. 
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A Levophed  drip  should  be  given  should 
there  be  hypotension  as  an  elevation  of  blood 
ammonia  has  been  shown  to  occur  in  shock- 
like states  (and  because  of  the  known  dele- 
terious effect  of  anoxia  and  hypotension  on 
the  hepatic  cells). 

The  use  of  the  adrenal  steroids  in  hepatic 
coma  was  suggested  by  the  results  of  Ducci 
in  patients  with  severe  hepatitis.  While  some 
have  recommended  its  use  in  the  patient 
with  severe  liver  disease  and  coma  the  ma- 
jority have  not  found  it  to  be  of  value.  The 
known  tendency  for  steroids  to  produce  gas- 
troduodenal hemorrhage,  thromboses,  and 
electrolyte  imbalance  would  seem  to  limit 
their  use  to  the  patient  who  is  not  respond- 
ing to  other  recommended  measures. 

While  no  consistent  specific  biochemical 
disturbance  has  been  demonstrated,  presence 
of  an  elevated  blood  ammonia  correlates 
closer  with  the  clinical  status  than  any  other 
chemical  determination.  Elimination  of  the 
intestinal  source  of  ammonia  by  elimination 
of  all  blood  and  nitrogenous  substances  from 
the  intestinal  canal  by  the  use  of  gastric 
lavage,  enemas,  and  catharsis,  followed  by 
the  administration  of  broad  spectrum  anti- 
biotics, has  been  shown  to  be  of  value.  Aureo- 
mycin  may  be  given  with  a loading  dose  of 
2.0  gms.  followed  by  0.5  gm.  every  six  hours 
for  the  duration  of  symptoms  or  a maximum 
of  one  week.  Neomycin  has  also  been  shown 
to  be  of  value  and  should  be  given  in  doses 
of  2.0  or  3.0  gms.  every  six  hours. 

Amino  acids 

Administration  of  amino  acids  known  to 
reduce  blood  ammonia  level  has  been  the 
subject  of  much  discussion  and  investigation. 
Use  of  sodium  glutamate  was  largely  stimu- 
lated by  the  report  of  Walshe,  and  while 
opinions  vary  as  to  its  effectiveness  it  should 
be  given  a trial  in  each  case.  As  shown  by 
McDermott  and  Eiseman  it  appears  to  work 
best  in  those  cases  with  a definite  exogenous 
precipitating  factor  such  as  hemorrhage  or 
protein  administration  and  poorest  where 
coma  is  primarily  due  to  severe  liver  cell 
failure.  Its  effect  on  blood  ammonia  levels 
could  be  mediated  in  two  different  ways — 
first,  it  could  combine  with  ammonia  to  form 
glutamine  which  transports  the  ammonia  to 


the  kidney  for  removal;  secondly,  by  trans- 
amination with  pyruvic  acid  it  could  provide 
additional  alpha-ketoglutaric  acid,  which  is 
an  essential  intermediate  of  the  Krebs  cycle 
in  the  brain.  These  reactions,  unfortunately, 
cannot  take  place  in  the  brain  because  gluta- 
mate cannot  pass  the  blood  brain  barrier  and 
Bessman  has  stated  that  their  major  activity 
is  in  the  liver.  Thus,  if  the  enzyme  structure 
of  the  liver  is  severely  damaged  the  gluta- 
mate reactions  in  the  liver  would  not  be  ex- 
pected to  help  the  patient  since  they  also 
would  be  severely  damaged.  On  the  other 
hand,  if  the  patient’s  liver  enzyme  system  is 
not  seriously  damaged  and  he  gets  along  well 
except  when  in  coma  precipitated  by  exces- 
sive nitrogen  intake,  administration  of  gluta- 
mate would  be  expected  to  be  of  more  aid. 
Thus,  successful  sodium  glutamate  therapy 
“appears  to  depend  upon  the  presence  of  a 
considerable  amount  of  functional  integrity 
of  the  liver.”  Failure  of  glutamate  to  exert 
an  effect  may  possibly  be  due  to  inadequate 
dosage  as  the  majority  of  reporting  physi- 
cians have  used  doses  of  approximately  25 
gms.  daily  with  the  patient  often  partially 
responding,  then  relapsing.  Others  have  re- 
ported best  results  with  large  doses  in  the 
neighborhood  of  100-120  gms.  given  over  a 
thirty-six  to  forty-eight  hour  period.  In  the 
patient  with  ascites  it  must  be  remembered 
that  the  total  sodium  content  of  25  gms.  of 
sodium  glutamate  is  about  169  milliequiva- 
lents  which  may  be  poorly  tolerated.  An 
attempt  to  minimize  this  disadvantage  has 
been  the  utilization  of  mixtures  of  sodium 
and  potassium  salts.  The  importance  of  glu- 
tamate may  also  be  related  to  its  role  in 
potassium  transport  in  the  brain  as  suggested 
by  Davies  and  Krebs.  During  the  active 
transport  of  the  potassium  ion  into  the  brain 
cells,  glutamate  is  felt  to  be  necessary  to 
carry  the  cation  across  the  membrane.  If 
this  is  true,  a decrease  in  glutamate  could 
rapidly  decrease  the  intracellular  potassium 
ion  concentration  since  the  exchange  rate 
of  the  ion  in  brain  tissue  is  much  higher  than 
in  most  other  tissues.  These  workers  have 
also  shown  that  ammonia  in  the  presence  of 
an  energy  source  such  as  glucose  decreases 
intracellular  potassium.  If  ammonia  decreases 
the  potassium  ion  content  of  the  brain  cells 
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by  decreasing  the  glutamate  this  might  ac- 
count for  the  impaired  brain  function  ob- 
served clinically  in  so-called  ammonia  pois- 
oning that  is  clinically  indistinguishable 
from  hepatic  coma. 

L-arginine  is  the  second  amino  acid  ca- 
pable of  reducing  blood  ammonia  levels, 
and  while  some  have  reported  good  results 
with  its  use  other  investigators  have  failed 
to  confirm  these  results.  This  amino  acid 
appears  to  work  through  the  hepatic  en- 
zyme systems.  Fahey  and  his  associates  have 
suggested  that  when  adequate  amounts  of 
L-arginine  are  present  the  ammonia  result- 
ing from  amino  acid  metabolism  within  the 
liver  is  converted  to  urea  and  is  not  available 
for  diffusion  as  ammonia  into  the  blood 
stream.  On  the  other  hand,  if  there  is  an 
arginine  deficiency,  ammonia  is  released  into 
the  blood  stream.  Thus  the  major  action  of 
L-arginine  appears  to  be  diversion  and  re- 
moval of  hepatic  endogenous  source  of  am- 
monia prior  to  its  release  into  the  blood 
stream.  However,  at  the  present  time  efforts 


to  reduce  elevated  blood  ammonia  levels 
seem  to  be  more  effective  when  directed  at 
the  source  of  ammonia  levels  rather  than 
at  ammonia  removal  sites.  Final  evaluation 
of  these  ammonia  reducing  amino  acids  must 
await  further  clinical  trial. 

The  prognosis  in  any  patient  with  severe 
liver  disease  who  develops  hepatic  coma  will 
of  necessity  be  a guarded  one,  but  a poor 
prognosis  has  particularly  been  shown  to  oc- 
cur in  the  patient  with  coma  associated  with 
low  cholesterol  esters,  jaundice,  ascites,  low 
albumin  levels,  high  serum  bilirubin  of  3-5 
mgms.,  and  the  combination  of  a positive 
cephalin  floculation  test  and  a low  thymol 
turbidity  reaction. 

Summary 

Review  has  been  given  of  the  pathologic 
physiology  of  hepatic  coma  and  its  relation- 
ship to  ammonia  metabolism.  Based  upon 
these  concepts  a rational  plan  of  manage- 
ment for  the  patient  presenting  with  hepatic 
coma  has  been  presented.  • 


Some  aspects  of  the  Forand  Bill* 

Edward  B.  Stevens,  Silver  City,  New  Mexico 


Today  there  are  more  than  fifteen  million 
persons  in  the  United  States  who  have 
reached  the  age  of  65.  During  each  day  one 
thousand  more  attain  that  age.  In  another 
ten  years  it  is  estimated  that  there  will  be 
eighteen  millions  of  persons  65  or  over  in  our 
country  and  by  the  end  of  the  century 
twenty-five  million.  Fifty  years  ago  there 
were  less  than  three  million  in  this  age 
group  and  they  represented  4 per  cent  of  the 
population.  Today  that  percentage  is  ap- 
proaching 10  per  cent.  These  increases,  both 
in  number  and  percentage,  are  in  a large 
part  due  to  scientific  and  medical  discoveries 
in  the  prevention  and  cure  of  disease.  These 
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discoveries  are  wonderful.  However,  as  in 
the  case  of  the  discovery  of  new  drugs,  some- 
times there  is  a by-product  or  a side  effect 
which  is  not  so  good.  In  prolonging  the  life 
of  the  individual  we  have  also  created  a 
social,  political  and  economic  problem. 

It  is  estimated  that  66  per  cent  of  these 
people  have  incomes  of  less  than  $1,000  per 
year  and  40  per  cent  less  than  $500.00.  Less 
than  nine  million  of  those  now  in  this  age 
group  are  receiving  Social  Security  benefits 
and  the  average  payment  to  these  benefi- 
ciaries is  less  than  $70.00  per  month.  Only  a 
small  percentage  of  these  people  have  enough 
money  coming  in  to  maintain  their  present 
living  standards. 

These  are  our  senior  citizens.  Perhaps  they 
represent  a higher  percentage  of  our  actual 
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voting  population  than  any  of  us  realize. 
Certainly  they  cannot  be  classified  as  a small 
pressure  group.  In  some  of  our  states  these 
people  have  organized  into  pension  leagues, 
senior  citizens  unions  and  similar  type  or- 
ganizations. They  have  become  a political 
factor  to  be  seriously  reckoned  with.  Aside 
from  politics  and  because  they  represent  this 
large  a number  of  consumers  and  influence 
others,  they  are  an  economic  factor. 

Probably  a higher  percentage  of  persons 
in  this  age  group  will  need  and  receive  hos- 
pital and  medical  care  than  in  other  age 
classifications.  As  consumers,  they  are  ex- 
tremely conscious  of  this  fact.  Many  of  us 
have  talked  with  people  in  this  age  bracket 
or  who  are  approaching  it  about  their  eco- 
nomic future.  I think  probably  that  some  of 
us  are  becoming  aware  of  the  fact  that  we  are 
not  immune  to  the  march  of  years.  One  of 
the  greatest  fears  that  these  people  have  is 
that  they  will  become  ill  and  helpless.  They 
know  this  will  require  the  purchase  of  care 
and  that  they  might  be  forced  to  exhaust 
their  resources  in  a comparatively  short  time 
to  purchase  this  care.  I am  not  now  speaking 
of  those  who  have  been  improvident.  I am 
talking  of  those  who  have  saved  money — 
who  own  their  homes — and  who  might  rea- 
sonably be  expected  to  continue  to  be  self- 
supporting  in  the  future  with  the  assistance 
of  pensions  or  Social  Security  benefits.  Some 
of  these  people  have  experienced  the  eco- 
nomic disaster  created  in  their  own  lives  be- 
cause of  illness  and  its  attendant  expense. 
Most  of  them  have  read  about  the  cost  of 
medical  care  and  hospitalization  or  heard  of 
it  from  friends.  As  consumers  they  are  con- 
fronted with  an  unforeseeable  and  unknown 
but  terrifying  economic  problem. 

I am  sure  that  some  of  us  have  participated 
in  discussions  of  the  economic  problems  of 
these  older  people  in  our  own  staff  meetings. 
In  my  own  case  and  perhaps  because  I was 
associated  with  plans  for  prepaid  care  for 
twenty  years,  the  problem  has  been  dis- 
cussed many  times.  We  came  to  the  conclu- 
sion long  ago  that  we  could  not  possibly  care 
for  these  older  people  on  a prepayment  basis 
and  expect  to  be  paid  at  the  going  rates  for 
the  services  rendered.  At  the  same  time, 
however,  we  realized  that  most  of  these 


people  are  not  financially  able  to  purchase 
and  pay  for  their  care  on  a private  patient 
basis,  so  that  in  accumulating  a lot  of  charges 
at  ordinary  rates  for  care  for  these  people 
we  would  only  be  fooling  ourselves.  The 
result  was  that  we  did  care  for  a considerable 
number  of  them  on  an  individual  prepay- 
ment basis  without  any  provision  for  hos- 
pitalization. It  is  my  recollection  that  our 
experience  proved  that  we  received  more 
cash  on  this  plan  from  this  age  group  than 
we  did  from  collections  on  a fee  for  service 
basis  from  a similar  age  group.  However, 
we  already  had  the  machinery  set  up  for 
prepayment  care  which  probably  made  some 
difference.  And  so  it  is  that  we  as  the  pur- 
veyors of  medical  care  are  also  faced  with, 
an  economic  problem  in  caring  for  the  aged. 
If  they  are  to  be  treated  on  a fee  for  service 
basis  and  must  pay  for  that  from  their  own 
economic  resources  we  can  be  certain  that 
the  percentage  of  collections  of  this  class  of 
accounts  will  be  much  lower  than  the  aver- 
age. 

Economic  problem 

The  economic  problem  created  for  the 
consumer  and  for  the  furnisher  of  service  by 
this  age  group  is  not  a new  one,  in  spite  of 
what  you  may  read  in  the  newspapers  or 
hear  from  Washington.  It  has  been  with  us 
a long  time  and  much  thought  has  been  given 
to  its  solution.  The  states  of  Washington  and 
California  have  had  plans  for  medical  and 
hospital  care  for  their  elder  citizens  for 
years.  So  far  as  Washington  is  concerned, 
these  various  plans  have  not  been  too  satis- 
factory from  the  standpoint  of  either  the 
patient  or  the  physician.  In  a two-year  period 
when  the  most  liberal  plan  was  in  effect  in 
that  state — from  April  1,  1949,  through  March 
31,  1951,  the  state  expended  $24,651,082.50 
for  medical,  hospital  and  dental  care  through 
the  State  Department  of  Public  Assistance. 
Of  the  total  number  of  157,469  persons  re- 
ceiving care  in  the  last  year  of  that  period, 
70,489  were  classified  as  Senior  Citizens  and 
also  received  Old  Age  Assistance,  which  was 
the  state  pension  plan.  This  represented  ap- 
proximately 44  per  cent  of  the  total  number 
of  eligibles.  However,  it  is  estimated  that 
this  group  accounted  for  60  per  cent  of  the 
cost  of  the  plan,  reflecting  again  the  need 
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for  more  care  and  hospitalization  by  this  age 
group  as  opposed  to  others.  It  is  interesting 
to  note  that  in  this  program  hospitalization 
accounted  for  over  $11,000,000  of  the  cost 
and  physicians’  services  accounted  for  less 
than  $8,000,000.  It  is  rather  surprising  to 
note  that  in  the  list  of  other  expenditures  is 
one  of  $1,785,827.75  for  dentures.  This  did  not 
include  fees  for  other  dental  services.  In  con- 
sidering the  amount  of  this  expense  it  must 
be  remembered  that  the  charges  for  hospital 
care  in  that  area  have  increased  materially 
since  1951.  The  over-all  cost  of  hospital  care 
including  incidentals  such  as  anesthesiology 
and  other  ancillary  services  has  almost 
doubled  since  that  time. 

I am  sure  that  statistics  regarding  this 
plan  and  other  statistics  covering  other  plans 
have  been  studied  by  representatives  of 
medical  organizations  in  these  and  other 
states.  The  problem  of  providing  care  for 
this  age  group  has  not  been  neglected  but 
has  been  given  a lot  of  thought  by  many 
people.  Yet  we  now  find  that  some  of  our 
national  politicians  have  suddenly  become 
aware  of  this  problem  and  possibly  of  the 
size  of  the  voting  population  which  it  affects. 
So  we  have  the  usual  result.  It  is  suddenly  an 
emergency.  Everyone  wants  to  get  on  the 
bandwagon  and  claim  credit  for  preserving 
the  savings  of  these  old  people.  Again,  as 
usual,  there  are  about  as  many  plans  as 
there  are  proponents  of  plans. 

I have  not  had  an  opportunity  to  examine 
all  the  legislation  which  has  been  offered  to 
solve  this  problem.  However,  I have  read 
over  the  Forand  Bill  which  seems  to  have 
received  the  most  publicity  and  been  the 
most  widely  discussed.  It  was  introduced  in 
Congress  on  August  27,  1957,  by  Representa- 
tive A.  J.  Forand  of  Rhode  Island. 

Generally  this  bill  provides  that  each  per- 
son otherwise  eligible  for  benefits  under  the 
Social  Security  Act  because  of  age  is  to  re- 
ceive sixty  days  of  hospitalization  during 
any  one  year  at  the  expense  of  the  Social 
Security  fund.  If  the  care  is  provided  in  a 
nursing  home,  the  over-all  period  of  time 
will  be  extended  to  120  days  in  any  one  year. 
In  addition  the  fund  will  pay  for  surgical 
services  provided  in  the  hospital  or  the 
doctor’s  office  for  such  patient.  This  will  in- 


clude oral  surgery  when  it  is  performed  in 
a hospital  by  a licensed  dentist.  All  surgery 
is  to  be  provided  with  the  exception  of  elec- 
tive surgery,  which  is  defined  as  “surgery 
requested  by  the  patient  but  which  in  the 
opinion  of  cognizant  medical  authority  is  not 
medically  required.”  The  patient  may  select 
the  surgeon  of  his  choice  provided  that  he 
is  certified  by  the  American  Board  of  Sur- 
gery. It  goes  on  further  to  say  that  such  cer- 
tification shall  not  be  required  “in  case  of 
emergency  where  the  life  of  the  patient 
would  be  endangered  by  any  delay,  or  in 
such  other  cases  where  such  certification  is 
not  practicable.” 

Contractual  arrangement 

In  order  to  participate  in  the  general 
operation  of  the  program,  surgeons  and  hos- 
pitals must  enter  into  agreements  with  the 
fund  for  the  provision  of  care.  These  written 
agreements  will  define  the  services  to  be 
paid  for  and  the  rate  of  payment.  Any  quali- 
fied surgeon  who  wishes  to  participate  will 
enter  into  a written  agreement  with  the  fund 
which  will  stipulate  the  fee  he  is  to  receive 
for  his  service  and  probably  many  other 
things  not  mentioned  in  the  short  section 
making  this  provision.  These  agreements 
may  also  be  made  with  any  association  or 
organization  representing  either  the  surgeon 
or  the  hospital.  Presumably  this  would  in- 
clude State  and  County  Medical  Societies  or 
organizations  such  as  Blue  Cross  or  Blue 
Shield. 

All  of  this  will  be  financed  by  increases 
in  Social  Security  taxes. 

This  all  sounds  very  simple  and  quite 
idealistic.  It  would  be  wonderful  if  all  of 
our  problems  could  be  solved  this  easily. 
However,  it  is  not  simple,  it  is  not  practical 
and  it  is  not  even  idealistic.  Let’s  take  a cold, 
hard  look  at  this  bill  and  at  the  problems  it 
is  presumed  to  solve. 

First,  it  provides  for  this  care  for  only 
about  60  per  cent  of  those  people  in  our 
country  who  are  over  65.  Over  six  million 
people  are  left  out  in  the  cold  with  no  pro- 
vision whatever  made  for  the  expense  of 
their  illnesses.  These  six  million  are  not  eli- 
gible for  Social  Security  payments  and  cannot 
qualify  under  this  law.  What  are  we  going 
to  do  about  them?  Surely  no  one  would  be 
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so  foolish  as  to  say  that  they  should  be  in- 
cluded in  the  benefits  of  Social  Security  when 
they  are  not  contributors  to  the  Social  Se- 
curity fund.  Yet  if  we  are  to  be  idealistic  and 
fair  to  all,  every  person  over  65  should  be 
equally  the  recipient  of  the  bounties  of  gov- 
ernment. 

Whose  determination? 

Second,  it  would  result  in  governmental 
interference  with  the  quality  of  medical  care 
furnished  to  these  people.  It  is  true  that  the 
bill  specifically  provides  that  “nothing  in 
such  agreements  or  in  this  act  shall  be  con- 
strued to  give  the  Secretary  supervision  or 
control  over  the  practice  of  medicine  or  the 
manner  in  which  medical  services  are  pro- 
vided.” However,  let’s  revert  to  the  defini- 
tion of  elective  surgery.  Again  I quote — “The 
term  ‘elective  surgery’  means  surgery  which 
is  requested  by  the  patient,  but  which  in  the 
opinion  of  cognizant  medical  authority  is  not 
medically  required.”  Who  is  going  to  deter- 
mine whether  such  surgery  is  “medically  re- 
quired”? I have  no  doubt  but  that  the  Secre- 
tary will  accept  the  advice  of  some  surgeon 
or  physician  employed  by  the  department 
in  making  the  final  determination.  On  many, 
many  occasions  there  is  a difference  of  opin- 
ion as  to  the  necessity  or  advisability  of  a 
surgical  procedure.  Unless  the  Secretary  ac- 
cepts the  opinion  of  the  operating  surgeon 
on  this  necessity,  it  is  an  interference  with 
his  surgical  judgment.  Yet  there  have  been 
occasions  where  unnecessary  and  unwise  sur- 
gery is  performed — in  some  instances  the  in- 
dication for  surgery  is  controlled  by  the 
patient’s  ability  to  pay  or  his  insurance  cov- 
erage— so  that  there  must  necessarily  be 
some  check  on  this  type  of  thing.  No  simple 
or  practical  solution  for  this  problem  has 
been  found  by  any  insurance  carrier  and  I 
don’t  think  any  simple  solution  can  be  found 
by  the  Social  Security  Department. 

What  is  “reasonable  cost”? 

Third — and  this  is  of  interest  to  hospitals 
principally — the  bill  provides  that  the  hos- 
pital will  be  paid  the  “reasonable  cost”  of 
the  services  provided.  This  reasonable  cost 
would  probably  be  based  on  a compilation 
of  statistics.  Conceivably  it  would  be  fixed 
in  the  same  manner  as  the  Blue  Cross  now 
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follows  to  fix  the  amount  of  “reimbursable 
costs”  to  hospitals.  In  New  Mexico  our  small 
hospital  is  precluded  from  participating  in 
the  Blue  Cross  program  because  the  “reim- 
bursable cost”  to  be  paid  to  us  is  arrived  at 
statistically  without  reference  to  the  type  of 
cases  handled  by  the  hospital  or  the  amount 
of  service  rendered.  Because  we  are  small 
and  handle  mostly  surgical  cases,  our  cost 
per  bed  is  fully  30  per  cent  more  than  those 
in  a general  hospital  where  all  types  of  cases 
are  handled  including  what  might  be  termed 
resident  rest  cures  for  imaginary  ailments. 
The  only  solution  offered  by  the  Blue  Cross 
is  that  we  should  enlarge  our  hospital  so 
that  we  can  handle  general  cases.  So  we 
should  build  it  bigger  so  we  can  lose  more 
money.  We  can  lose  money  on  each  patient 
but  make  it  up  by  volume.  This  is  mathe- 
matics at  a high  level. 

Painless  taxation 

Fourth,  and  to  me  the  most  important 
objection  to  this  legislation,  is  that  it  is  abso- 
lutely and  completely  fantastic  financially. 
Back  in  the  late  thirties,  some  brilliant  mind 
came  up  with  a painless  form  of  taxation. 
His  proposal  was  to  deduct  taxes  from  the 
worker’s  check  before  he  received  it.  Evi- 
dently the  theory  is  that  if  he  never  had  it, 
he  would  never  miss  it.  At  first  this  was 
limited  to  Social  Security  payments  of  1 per 
cent  from  the  worker  with  a like  tax  on  the 
employer.  During  World  War  H it  became 
necessary  for  income  taxes  to  be  increased 
substantially.  Disgraceful  and  shameful  as 
it  is,  the  tax  authorities  found  after  one 
year  of  experience  that  a great  number  of 
people  employed  in  war  industries  simply 
would  not  make  their  returns  and  pay  their 
income  taxes.  This  created  an  impossible  col- 
lection and  policing  problem.  To  solve  this, 
government  created  an  enormous  new  force 
of  tax  collectors.  In  effect,  they  said  to  all 
employers,  you  be  the  collector  and  make 
your  employees  pay  their  taxes.  Take  it  out 
of  their  wages  before  they  receive  them.  If 
you  don’t  do  it,  we’ll  punish  you  with  fines 
and  imprisonment.  So  there  was  created  a 
tremendous  new  number  of  unpaid  and  un- 
praised tax  collectors. 

The  fault  with  this  system  is  that  it 
makes  taxation  too  painless.  The  majority 
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of  workers  look  upon  their  take  home  pay 
as  their  earnings.  They  seldom  give  serious 
consideration  to  the  deductions  which  have 
been  made  — particularly  those  for  taxes. 
They  have  no  feeling  that  they  are  the  ones 
who  are  paying  these  taxes  even  though 
ordinary  common  sense  should  dictate  that 
if  these  deductions  were  not  being  made  the 
amount  thereof  might  be  added  to  their  check 
in  take  home  pay.  It  is  time  we  quit  fooling 
ourselves  about  pay  roll  tax  deductions.  It  is 
the  most  insidious  and  vicious  form  of  tax 
collecting  which  there  is  and  eventually  may 
well  result  in  our  economic  ruin.  All  of  these 
taxes  are  ultimately  paid  by  the  consumer 
of  the  product  created  or  of  the  service  ren- 
dered, creating  an  artificial  and  inflated  price 
of  everything  this  same  wage  earner  buys 
and  consumes. 

Under  the  proposals  in  this  act,  there 
would  first  be  an  increase  to  $6,000  per  year 
in  the  base  earnings  for  Social  Security  tax 
purposes.  Then  Social  Security  taxes  will  be 
increased  gradually  and  painlessly  to  a rate 
of  9%  per  cent  in  1975  on  the  employed 
worker  and  IVs  per  cent  on  the  self-em- 
ployed. In  the  first  place,  why  should  an 
employed  person  pay  30  per  cent  more  for 
the  same  Social  Security  benefits  than  a self- 
employed  individual?  Some  will  say  this 
isn’t  true.  It  will  be  said  that  the  worker 
only  pays  one-half  of  the  tax  and  the  balance 
is  paid  by  the  employer.  I say  that  the 
amount  of  Social  Security  tax  contributed 
by  the  employer  is  just  as  much  a part  of 
■the  wages  of  that  employee  as  the  amount 
deducted  for  income  tax.  It  is  all  money 
which  is  regarded  as  a wage  cost. 

We  complain  about  taxes  now.  Yet  -on  the 
basis  of  our  present  income  tax  rates  an 
employed  person  with  a wife  and  two  chil- 
dren and  who  takes  the  standard  deduction 
pays  $620.00  per  year  income  taxes  on  a gross 
income  of  $6,000.  His  total  Social  Security 
tax  payment  both  from  him  and  from  his 
employer  is  $189.00  per  year.  When  this  pro- 
gram of  Social  Security  tax  increase  is  com- 
plete, that  same  man  will  be  paying  $570.00 
in  Social  - Security  taxes  for  the  year  1975. 
The  Social  Security  tax  will  amount  to  more 
than  90  per  cent  of  his  present  income  tax 
bill.  The  whole  tax  bill  will  lack  just  $10.00 


of  being  20  per  cent  of  his  gross  earnings. 
At  the  present  income  tax  rates,  this  same 
man  with  a gross  income  of  $4,000  per  year 
will  be  paying  $245.00  in  income  taxes  and 
$380.00  in  Social  Security  taxes  in  1975  and 
if  he  gets  down  to  $3,000  per  year  his  Social 
Security  tax  payment,  including  the  contri- 
bution of  his  employer,  will  lack  just  $10.00 
of  being  four  times  as  much  as  his  income 
taxes.  Is  it  possible  to  conceive  of  anything 
more  fantastic  than  this?  It  is  high  time  we 
took  a good  hard  look  at  all  proposals  which 
result  in  an  increase  in  taxes,  whether  they 
be  income  taxes  or  Social  Security  taxes. 
It  is  high  time  that  we  call  upon  our  law- 
makers to  stop  this  increase  in  deductions 
from  the  pay  envelopes  of  workers  just  be- 
cause it  is  the  easiest  way  out.  It  is  time  that 
we  realized  that  some  of  these  proposed  cures 
are  worse  than  the  disease. 

Hare-brained  legislation 

Yes,  my  friends,  we  do  have  a problem  of 
how  to  pay  for  medical  care  and  hospitaliza- 
tion for  the  aged.  However,  it  is  not  such  a 
problem  that  it  becomes  necessary  for  us 
to  enact  hare-brained,  irresponsible  and  ill- 
conceived  legislation  as  a cure.  It  is  entirely 
possible  that  there  is  no  cure,  but  to  approach 
the  problem  sensibly  and  wisely  is  the  first 
step  toward  a remedy.  During  the  past  sixty 
days  the  foundation  has  been  laid  by  some 
of  the  most  important  organizations  in  the 
health  field  to  study  the  problem  of  health 
care  for  this  older  group.  The  American  Hos- 
pital Association,  the  American  Dental  Asso- 
ciation, the  American  Medical  Association 
and  the  American  Nursing  Home  Association 
announced  on  April  8 the  establishment  of 
the  Joint  Council  to  Improve  the  Health 
Care  of  the  Aged.  Objectives  of  this  council, 
the  formation  of  which  has  been  under  con- 
sideration for  some  time  by  the  sponsoring 
groups,  have  been  announced  as:  (1)  To 
identify  and  analyze  the  health  needs  of  the 
aged;  (2)  to  appraise  available  health  re- 
sources for  the  aged;  and  (3)  to  develop 
programs  to  foster  the  best  possible  health 
care  of  the  aged  regardless  of  their  economic 
status.  Certain  members  of  Congress  through 
the  introduction  of  House  Bill  9822  and  House 
Bill  11835  are  also  seeking  to  provide  for 
conferences  at  the  national  and  state  level 
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covering  the  same  subject.  This  last  legisla- 
tion has  the  support  of  the  American  Medical 
Association  as  well  as  many  other  organiza- 
tions interested  in  the  national  health  pic- 
ture. 

Most  of  the  support  for  House  Bill  9467 — 
the  Forand  Bill — comes  from  organized  labor, 
but  I question  whether  all  of  the  leaders  in 
that  movement  have  given  full  consideration 
to  its  effect  on  the  pay  envelope  of  the 
worker.  A similar  bill  has  been  introduced 
in  the  Senate  by  Senator  Wayne  Morse  of 
Oregon  and  has  been  assigned  number  3508. 
Hearings  on  the  Forand  Bill  are  expected  to 
get  under  way  during  the  current  month  and 
I strongly  urge  each  of  you  to  write  your 
Senators  and  Representatives  about  this  leg- 
islation. It  does  not  take  a great  deal  of 
time  to  do  this  and  I know  that  it  is  worth- 
while. In  spite  of  what  you  may  think,  your 
Senators  and  your  Representatives  are  inter- 
ested in  your  views.  If  you  do  write,  tell 
them  why  you  are  opposed  to  this  particular 


legislation,  let  them  understand  that  you  are 
aware  of  the  existing  problem  and  are  taking 
it  seriously,  but  emphasize  that  this  cure 
may  prove  to  be  worse  than  the  disease. 

One  of  the  current  smart  cracks  in  circu- 
lation at  this  time  is — “If  you  can  keep  your 
head  when  all  about  you  other  people  are 
losing  theirs,  maybe  it’s  because  you  just 
don’t  understand  the  problem.”  I think  it  is 
more  apt  to  be  true  that  those  who  don’t 
understand  a problem  are  apt  to  lose  their 
heads  and  the  framers  of  this  bill  are  a living 
example  of  that  type.  Let’s  get  the  facts, 
find  out  what  the  actual  problem  is,  and  then 
present  a program  which  will  be  funda- 
mentally sound  and  for  the  benefit  of  all  of 
our  citizens — whether  they  be  old  or  young — 
doctor  or  patient.  This  problem  can  be  solved 
by  private  enterprise.  In  a small  way  we 
proved  that  in  the  clinic  I was  associated 
with  in  Tacoma.  Let’s  do  it  that  way  and  not 
embark  on  the  road  to  economic  ruin  in  a 
vain  pursuit  of  the  mirage  called  security.  • 
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Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  Is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
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a superior  psychochemical 
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*A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb. 7,  1958. 
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A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  A.M.A. 

For  the  first  time  since  the  idea  was  proposed 
more  than  seven  years  ago  by  President  Truman 
and  Oscar  Ewing,  legislation  to  tack  a hospital 
and  medical  service  program  onto  Social  Security 
has  received  a thorough  airing  before  a Congres- 
sional committee. 

For  eleven  days  the  House  Ways  and  Means 
Committee  listened  to  testimony  on  this  and  other 
suggested  changes  in  the  law.  The  hospitalization 
plan — now  identified  as  the  Forand  bill,  for  its 
sponsor,  Rep.  Aime  J.  Forand  (D.,  R.I.) — was  by 
far  the  most  controversial  issue.  It  came  up  re- 
peatedly and  each  time  was  the  signal  for  either 
sharp  questions  or  praise  from  Mr.  Forand,  de- 
pending on  what  the  particular  witness  thought 
about  the  bill. 

At  the  end  of  the  hearings,  it  appeared  that  a 
majority  of  the  committee  was  not  inclined  to 
press  for  enactment  of  the  Forand  bill,  although 
there  remained  the  possibility  of  sentiment  change. 


At  this  writing,  the  prospect  is  that  a bill  may 
be  enacted  to  raise  both  Social  Security  and  old- 
age  assistance  payments,  with  a $600  increase  in 
the  amount  of  taxable  salary  or  self-employment 
income  to  meet  the  extra  OASI  cost;  public  assist- 
ance payments  came  out  of  general  revenue. 

What  did  the  Forand  hearings  produce? 

For  one  thing,  the  proponents  and  opponents 
lined  up  in  columns  to  be  identified.  The  one 
important  exception  was  the  American  Hospital 
Association.  The  AHA  specifically  opposed  the 
Forand  bill  “at  this  time,”  but  left  itself  room  for 
maneuvering. 

The  hospital  witnesses,  Ray  Amberg,  President- 
elect of  the  AHA,  and  Dr.  James  P.  Dixon,  chair- 
man of  its  committee  to  study  health  needs  of 
the  aged,  said  their  conclusion  was  that  federal 
help  of  some  sort  was  needed  to  finance  the  health 
care  of  the  aged,  and  that  the  Social  Security 
approach  might  be  the  ultimate  decision. 

However,  for  the  present  the  hospital  spokes- 
men proposed  that  the  Ways  and  Means  Commit- 
tee set  up  a special  advisory  committee — health 
personnel  and  others — to  bring  together  all  in- 
formation on  the  health  problems  of  the  aged, 
study  the  data  and  make  recommendations  to  the 
committee  before  January  1,  1960. 

American  Medical  Association  led  the  parade 
of  opponents  of  the  Forand  bill,  and  its  witnesses, 
Drs.  Leonard  Larson,  a trustee,  and  Frank  Krusen 
of  the  Mayo  Clinic,  were  subjected  to  close  but 


THE  EMORY  JOHN  BRADY  HOSPITAL 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO 
MEIrose  4-8828 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 

Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
E.  JAMES  BRADY,  M.D.,  Medical  Director 
CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D.,  Paul  A.  Draper,  M.D.,  Charles  W.  McClellan,  M.D. 
Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 


64 


Rocky  Mountain  Medical  Journal 


not  unfriendly  questioning  by  Mr.  Forand. 

At  one  point  Dr.  Larson,  the  new  chairman 
of  the  A.M.A.  Board  of  Trustees,  told  Mr.  Forand: 
“As  chairman,  I shall  devote  all  my  energies  to 
solving  this  problem  and  other  problems  of  medi- 
cal care  plans  in  general.  This  is  my  primary 
interest.  I rise  or  fall  on  what  happens  in  this 
field.” 

Lined  up  with  the  A.M.A.  in  opposing  the 
Forand  plan  (in  addition  to  the  AHA)  are  the 
American  Dental  Association,  Blue  Shield,  the 
insurance  industry  in  general,  the  U.  S.  Chamber 
of  Commerce  and  a number  of  other  business  and 
professional  groups. 

The  AFL-CIO  appears  to  be  the  backbone  of 
forces  working  for  the  Forand  bill.  Labor’s  spokes- 
men, however,  have  the  backing  of  several  welfare 
organizations  (plus  the  Illinois  and  Massachusetts 
welfare  directors),  the  American  Nurses  Associa- 
tion and  the  Physicians  Forum,  among  others.  The 
latter  group  also  informed  the  committee  that  it 
favors  compulsory  Social  Security  coverage  for 
physicians. 

Notes 

A highlight  of  a testimonial  luncheon  for  Sur- 
geon General  Burney  was  the  first  public  appear- 
ance of  Dr.  Gunnar  Gundersen  as  new  A.M.A. 
President.  Dr.  Gundersen  praised  Dr.  Burney  as 
a public  health  officer  and  as  a government  offi- 
cial who  did  not  lose  contact  with  the  private 


medical  community.  The  affair  was  in  recogni- 
tion of  Dr.  Burney’s  election  as  President  of  the 
World  Health  Assembly. 

For  the  time  being,  neither  doctors  nor  hos- 
pitals will  have  the  exclusive  radio  frequencies 
they  are  attempting  to  obtain.  They  were  tempo- 
rarily turned  down  by  the  Federal  Communica- 
tions Commission  in  one  category,  but  will  con- 
tinue their  efforts  to  obtain  the  frequencies  for 
emergency  as  well  as  day-to-day  communications. 

It  was  late  in  the  session  before  Congress  in- 
dicated it  would  continue  the  Hill-Burton  pro- 
gram; legislation  virtually  certain  of  enactment 
would  extend  the  operation  for  three  years,  and 
authorize  long-term  loans  to  non-profit  sponsors 
who  for  religious  or  other  reasons  do  not  want 
federal  grants. 

Internal  Revenue  Service  has  ruled  that  physi- 
cians on  full-time  staff  basis  with  hospitals  do 
not  have  to  include  in  their  U.  S.  income  tax  re- 
turns money  received  from  patients,  when  the 
checks  are  indorsed  over  to  the  hospital. 

While  avoiding  “campaigning  against  smoking,” 
the  U.  S.  Public  Health  Service  is  going  to  pass 
on  to  the  public  all  the  information  it  has  on  the 
subject.  Its  most  recent  effort  in  this  direction  was 
release  of  a report,  based  on  studies  of  200,000 
veterans,  that  showed  a much  higher  death  rate 
for  “cigarette  only”  smokers. 
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And  within  12  days,  most  cases  of  trichomona! 
and  non-specific  vaginitis  are  rendered  organism- 
free  (Monilia  genus  may  require  longer).  TrTva 
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The  Utah  State  Medical  Association 


Wednesday,  September  10 

“Pediatrics  Day” 

9:00 — Registration — (all  day). 

Afternoon  session 

1:15 — Welcoming  address  and  presiding:  Reed  W. 
Farnsworth,  M.D.,  President,  Utah  State  Medical 
Association,  Cedar  City,  Utah. 

1:30 — “Hormone  Therapy  in  Rheumatic  Fever,” 
Vincent  C.  Kelley,  M.D.,  Ph.D. 

2:00 — “Nutritional  Management  of  Infants  and 
Children,”  Robert  L.  Jackson,  M.D. 

2:30 — “Common  Orthopaedic  Problems  in  Child- 
hood,” William  T.  Mustard,  M.D. 

3:00— RECESS  TO  VISIT  EXHIBITS. 

3:30 — “Pharmacologic  Horizons — an  Avalanche  of 
New  Drugs,”  John  C.  Krantz,  Jr.,  Ph.D. 

4:00 — “The  Treatment  of  Acute  Otitis  Media,” 
Theo.  E.  Walsh,  M.D. 

4:30 — Movies:  “Traumatic  Neurosis.” 


Evening 

6:30 — Blue  Shield  Reception, 


HOTEL  UTAH  MOTOR  LODGE,  SEPTEMBER  10,  11,  12,  1958 


ship,”  Newhouse  Hotel. 

7:30 — Annual  Dinner  Meeting,  Blue  Shield  Stock- 
holders, Newhouse  Hotel. 

Thursday,  September  11 
Morning  session 
Registration — (all  day). 

Presiding:  U.  R.  Bryner,  M.D.,  President-elect, 
Utah  State  Medical  Association,  Salt  Lake  City, 
Utah. 

8:00 — Movies:  “Myasthenia  Gravis.” 

9:00 — “Principles  in  Corticoid  Therapy,”  Peter  H. 
Forsham,  M.D. 

9:30 — “Psychosomatic  Pelvic  Pain,”  Ernest  W. 
Page,  M.D. 

10:00 — “From  Anesthesia  to  Psychiatry  with  Flu- 
orinated  Ethers,”  John  C.  Krantz,  Jr.,  Ph.D. 
10:30— RECESS  TO  VISIT  EXHIBITS. 

11:00 — Symposium — Sponsored  by  the  Department 
of  Pharmacology,  University  of  Utah  College  of 
Medicine,  Salt  Lake  City. 

Moderator:  Louis  S.  Goodman,  M.A.,  M.D.,  Pro- 
fessor of  Pharmacology,  Department  of  Pharma- 
cology. 

Members  (to  be  announced). 

12:10 — Luncheon,  Empire  Room. 


Hi 


se  of  Friend- 


§uest  Speakers 


;|'  Edward  L.  Compere 

y Chicago,  Professor  and 
i,  Chairman,  Department  of 
]'  Orthopedic  Surgery, 

'!■  Northwestern  University 
: Medical  School 


Oscar  Creech,  Jr. 

New  Orleans,  Professor  and 
Chairman,  Department  of 
Surgery,  Tulane  University 
School  of  Medicine 


Peter  H.  Forsham 

San  Francisco,  Professor  of 
Medicine  and  Pediatrics, 
University  of  California 
Medical  Center 


Robert  L.  Jackson 

Columbia,  Mo.,  Professor  and 
Chairman,  Department  of 
Pediatrics,  University  of 
Missouri  School  of  Medicine 


Vincent  C.  Kelle'  k 

Seattle,  Professor  of  P' 
University  of  Washing  „ 
School  of  Medicine 

id 


I 


Panel  Discussion. 

Moderator:  John  F.  Waldo,  M.D.,  President-elect, 
Salt  Lake  County  Medical  Society,  Salt  Lake  City, 
Utah. 

Panel  Members:  John  C.  Krantz,  Jr.,  Ph.D.;  Louis 
S.  Goodman,  M.D.;  Ernest  W.  Page,  M.D.;  Peter 
H.  Forsham,  M.D. 

Afternoon  session 

Presiding:  Donald  K.  Worden,  M.D.,  President, 
Idaho  State  Medical  Association,  Lewiston,  Idaho. 
2:00 — “Treatment  of  the  Child  with  Diabetes  Mel- 
litus,”  Robert  L.  Jackson,  M.D. 

2:30 — “Recent  Developments  in  Thyroidology  and 
Their  Practical  Application,”  Peter  H.  Forsham, 
M.D. 

3:00 — “Hypoglycemia  in  Children — Diagnosis  and 
Management,”  Vincent  C.  Kelley,  M.D.,  Ph.D. 
3:30-— RECESS  TO  VISIT  EXHIBITS. 

4:00 — “The  Diagnosis  of  Malignering,  Particularly 
Involving  Pain  and  Paresis,”  Petter  A.  Lindstrom, 
M.D. 

4:30 — Report  on  the  First  Annual  Workshop  on 
Mental  Health,  Madison  H.  Thomas,  M.D.,  Chair- 
man, Mental  Health  Committee,  Utah  State  Medi- 
cal Association,  Salt  Lake  City. 

Evening 

ATTEND  ONE  OF  THE  SPECIALTY  GROUP 
DINNERS 

You  are  invited  to  attend  the  dinner  meeting  of 
your  choice,  regardless  of  your  specialty. 

INTERMOUNTAIN  PEDIATRIC  SOCIETY— Alta 
Club.  6:30,  Social  Hour;  8:00,  Dinner. 

Guest  speakers  in  attendance:  Robert  L.  Jackson, 
M.D.;  Vincent  C.  Kelley,  M.D.,  Ph.D. 

SALT  LAKE  SURGICAL  SOCIETY— Ft.  Douglas 
Club.  6:30,  Social  Hour;  7:30,  Dinner. 

Guest  speakers  in  attendance:  William  T.  Mustard, 
M.D.;  Oscar  Creech,  Jr.,  M.D.;  Petter  A.  Lind- 
strom, M.D.;  Walter  J.  Burdette,  M.D. 

UTAH  CHAPTER  AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE — Junior  Ballroom,  Hotel 
Utah.  7:00,  Dinner. 

Guest  speakers  in  attendance:  Louis  S.  Goodman, 


M.D.;  John  C.  Krantz,  Jr.,  Ph.D. 

UTAH  OBSTETRICAL  AND  GYNECOLOGICAL 
SOCIETY — University  Club.  6:30,  Social  Hour; 
7:30,  Dinner. 

Guest  speaker  in  attendance:  Ernest  W.  Page,  M.D. 

INTERMOUNTAIN  OTO-OPHTHALMOLOGICAL 
SOCIETY — University  Club.  6:00,  Social  Hour; 
7:00,  Dinner. 

Guest  speaker  in  attendance:  Theo.  E.  Walsh,  M.D. 

UTAH  CHAPTER,  WESTERN  ORTHOPEDIC  SO- 
CIETY— Ambassador  Club.  6:30,  Social  Hour;  7:30, 
Dinner. 

Guest  speaker  in  attendance:  Edward  L.  Compere, 
M.D. 

UTAH  SOCIETY  OF  INTERNAL  MEDICINE— 
Pioneer  Room,  Hotel  Utah.  6:30,  Social  Hour;  7:30, 
Dinner. 

Guest  speaker  in  attendance:  Peter  H.  Forsham, 
M.D. 

Friday,  September  12 

“Surgery  Day” 

Registration — (all  day). 

Morning  session 

Presiding:  George  M.  Fister,  M.D.,  Trustee,  Ameri- 
can Medical  Association,  Ogden,  Utah. 

8:00 — Movies  (to  be  announced). 

9:00 — “The  Surgical  Treatment  of  Parkinsonism,” 
Petter  A.  Lindstrom,  M.D. 

9:30 — “The  Changing  Concepts  in  the  Treatment 
of  Peripheral  Vascular  Disease,”  Oscar  Creech, 
Jr.,  M.D. 

10:00 — “Whiplash  Injuries  of  the  Neck,”  Edward 
L.  Compere,  M.D. 

10:30— RECESS  TO  VISIT  EXHIBITS. 

11:00 — Symposium,  “The  Treatment  of  Peptic  Ul- 
cer”— Sponsored  by  the  Department  of  Surgery, 
University  of  Utah  College  of  Medicine,  Salt  Lake 
City. 

Moderator:  Walter  J.  Burdette,  M.D.,  Professor 
and  Head,  Department  of  Surgery. 

Members  (to  be  announced). 

12:10 — Luncheon — Empire  Room. 


Quest  Speakers 


i.  Kr.'^ntz,  Jr.,  Petter  A.  Lindstrom 

Salt  Lake  City,  Chief,  Division 
Professor  of  Neurosurgery,  University  of 

■logy,  University  of  Utah  College  of  Medicine 
School  of  Medicine 


William  T.  Mustard 

Toronto,  Ontario,  Canada, 
Associate  Senior  Surgeon, 
Hospital  for  Sick  Children, 
University  of  Toronto 
Medical  School 


Ernest  W.  Page 

San  Francisco,  Professor  of 
Obstetrics  and  Gynecology, 
University  of  California 
Medical  Center 


Theodore  E.  Walsh 

St.  Louis,  Professor  of 
Otolaryngology,  Washington 
University  School  of  Medicine 


Surgical  panel  discussion. 

Moderator:  Philip  B.  Price,  Dean,  University  of 
Utah  College  of  Medicine,  Salt  Lake  City. 

Panel  Members:  Edward  L.  Compere,  M.D.;  Oscar 
Creech,  Jr.,  M.D.;  Petter  A.  Lindstrom,  M.D.; 
Walter  J.  Burdette,  M.D. 

Afternoon  session 

Presiding:  C.  C.  Wiley,  M.D.,  President,  Colorado 
State  Medical  Society,  Longmont,  Colorado. 

2:00 — “Surgery  for  Deafness,”  Theo.  E.  Walsh, 
M.D. 

2:30 — “The  Physiology  and  Management  of  Edema 
of  Pregnancy,”  Ernest  W.  Page,  M.D. 

3:00 — “What’s  New  in  Orthopaedic  Surgery,”  Ed- 
ward L.  Compere,  M.D. 

3:30— RECESS  TO  VISIT  EXHIBITS. 

4:00 — “The  Treatment  of  Malignant  Neoplasms  by 
Perfusion  with  Chemotherapeutic  Agents  Using  a 
Heart-Lung  Apparatus,”  Oscar  Creech,  Jr.,  M.D. 
(Sponsored  by  the  Utah  Division  of  The  American 
Cancer  Society.) 

4:30 — “Open  Heart  Surgery,”  William  T.  Mustard, 
M.D. 

5:00 — Close  of  the  Scientific  Program. 

Evening  session 

5:30-7:00— PRESIDENT’S  RECEPTION,  Alta  Club. 
7:15— PRESIDENT’S  BANQUET,  Lafayette  Ball- 
room, Hotel  Utah. 

Speaker:  F.  J.  L.  Blasingame,  M.D.,  General  Man- 
ager, American  Medical  Association. 


Program  for  the  Woman’s  Auxiliary, 

Utah  State  Medical  Association 
Convention  Chairman:  Mrs.  Richard  S.  Tanner. 
Theme:  “This  Is  Our  Best.” 

THURSDAY — September  11,  1958,  Jade  Room, 
Hotel  Utah. 

9:00  a.m. — Registration  and  Hospitality  Hour. 
10:00  a.m. — Meeting  — Special  Guest,  Mrs.  E. 
Arthur  Underwood,  President,  Woman’s  Auxiliary 
to  the  A.M.A. 

Mrs.  David  B.  Gottfredson,  State  President,  Wom- 
an’s Auxiliary,  presiding. 

All  Auxiliary  members  are  urged  to  attend. 

1:00  p.m. — Luncheon,  Oakridge  Country  Club.  In 
honor  of  the  guest  speaker,  Mrs.  Underwood,  and 
all  Past  Presidents  of  the  Auxiliary. 

Musical  program  under  the  direction  of  Mrs. 
Anthony  J.  Lund. 

Chairman:  Mrs.  C.  Charles  Hetzel,  Jr. 

FRIDAY — September  12,  1958,  Brunch  and  Swim- 
ming Party.  This  event  will  be  held  at  the  homes 
of  the  Co-Hostesses:  Mrs.  Paul  A.  Pemberton,  5364 
Hillsden  Drive;  Mrs.  Robert  H.  Lamb,  2667  Hills- 
den  Drive,  Holladay,  Utah. 

5:30  p.m. — President’s  Reception,  Alta  Club.  Hon- 


oring Reed  W.  Farnsworth,  M.D.,  President,  Utah 
State  Medical  Association;  U.  R.  Bryner,  M.D., 
President-elect,  Utah  State  Medical  Association, 
and  F.  J.  L.  Blasingame,  M.D.,  General  Manager, 
American  Medical  Association. 

7:15  p.m. — President’s  Banquet,  Lafayette  Ball- 
room, Hotel  Utah.  Informal.  Dinner  Speaker,  Dr. 
Blasingame. 

Chairman:  Mrs.  D.  C.  Bernson. 

Hospitality  Chairman:  Mrs.  L.  C.  Warenski. 
Transportation  Chairman:  Mrs.  Joseph  H.  Allen. 


Auxiliary  installs  new  President 

Mrs.  David  B.  Gott- 
fredson was  recently  in- 
stalled as  President  of 
the  Woman’s  Auxiliary 
to  the  Utah  State  Medi- 
cal Association  at  the  an- 
nual House  of  Delegates 
meeting,  succeeding  Mrs. 

Anthony  J.  Lund. 

Other  officers  installed 
at  the  House  of  Delegates 
meeting  were:  Mrs.  James 
W.  Webster,  Provo,  Pres- 
ident-elect; Mrs.  Laville 
H.  Merrill,  Hiawatha, 

First  Vice  President;  Mrs.  W.  R.  Merrell,  Brigham 
City,  Second  Vice  President. 

Mrs.  A.  A.  Jenkins  is  the  Recording  Secretary; 
Mrs.  Stanley  R.  Child,  Corresponding  Secretary; 
Mrs.  J.  Victor  Stevenson,  Treasurer;  Mrs.  Harold 
E.  Merkley,  Assistant  Treasurer,  and  Mrs.  A.  W. 
Middleton,  Parliamentarian,  all  of  Salt  Lake  City. 
Mrs.  R.  L.  Draper,  Ogden,  is  the  Historian  and 
Mrs.  J.  Paul  Burgess,  Hyrum,  Auditor. 


Obituary 

ERNEST  P.  MILLS 

Dr.  Mills  passed  away  May  19  at  the  age  of  89. 
His  early  career  as  a printer  was  set  aside  in  1893 
for  his  more  consuming  interest  in  medicine  when 
he  entered  Kansas  City  Homeopathic  College. 

Dr.  Mills  began  to  practice  in  Ogden  in  1907 
and  continued  until  his  retirement  in  1950.  Al- 
though he  retired  from  active  practice,  his  inter- 
est in  cancer  research  centered  upon  the  statistics 
gathered  from  special  cancer  cases  handled  in  the 
two  Ogden  hospitals. 

He  is  survived  by  two  daughters. 
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MY  PAP- 


(Sails  of  Dihydrohydfoxycodeinone  TAR  I RT<i 
and  Homatropme,  plus  APG)  ■ f 

ACTS  FASTER... 

usually  within  5-15  minutes 

LASTS  LONGER  . . . 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES... 

excellent  for  chronic  or  bedridden  patients 


"It  happened 
at  work 
while  he 
was  putting 
oil  in 
something" 


"He  told 
Mora  his 
shoulder 
felt  like 
it  was  on 
fire" 


AND  THE  PAIN 
WENT  AWAY  FAST 


"He  couldn’t 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  —and 
the  pain 
went  away 
fast" 


"Dad  said 
we’d  play 
hall  again 
tomorrow 
when  he 
comes  home" 


Demi 

VERSATILE 

New  "demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodetnone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  PEecooAN*  Tablet  contaiins  4.50  mg.  dihydrohydroxyco- 
deinone  bydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  iphenacetin,  and  32  mg.  caffeine. 

ENEIO  LASORATORI6S 

Richmond  HIM  1Q,  New  York 


»y.S,  Pat.  a.628.185 


Quest  Speakers 


Selden  D.  Bacon 
Ph.D. 

New  Haven,  Conn., 
Professor  of  Sociology, 
Yale  University 


Marvin  A.  Block 

Buffalo,  N.  Y.,  Assist 
Clinical  Professor  of 
Medicine,  University 
Buffalo  Medical  Schoi 


EIGHTY-EIGHTH  ANNUAL  SESSION 

The  Colorado  State  Medical  Society 


BROADMOOR  HOTEL,  COLORADO  SPRINGS,  SEPTEMBER  24-27,  1958 


General  Program 

Wednesday,  September  24 

Morning 

8:00 — Registration  opens,  Broadmoor  Ballroom. 
8:30-12:00 — Orientation  Course  (see  detailed  pro- 
gram), Oval  Room. 

10:00 — Grievance  Committee. 

11:00 — Beard  of  Trustees,  North  Lake  Room. 

Afternoon 

1:00 — Installation  of  Exhibits. 

1:30-2:30 — Orientation  Course,  Oval  Room. 

2:00 — Board  of  Councilors. 

3:00 — Constitution,  By-Laws  and  Credentials  Com- 
mittee. 

4:00 — First  meeting,  House  of  Delegates,  Little 
Theater. 

Sports  events  all  day  (see  detailed  program). 
Evening 

6:00 — Cocktail  Hour. 

7:00 — Sportsmen’s  Dinner  and  Smoker. 

General  Surgery  Section 

Thursday,  September  25 

Albert  J.  Kukral,  M.D.,  Presiding. 

9:00 — “Esophageal  Hiatal  Hernia,’’  David  H.  Wat- 
kins, M.D. 

9:20 — “Pancreatitis,”  Merle  M.  Musselman,  M.D. 

(Guest). 

10:00 — Intermission  to  view  exhibits. 

10:45 — “Palliative  Treatment  of  Carcinoma  of  the 
Esophagus,”  Samuel  Levine,  M.D. 

11:05 — “A  Review  of  the  Literature  on  the  Reasons 


for  Conserving  Ovarian  Tissues  in  Pelvic  Surgery,” 
Horace  E.  Thompson,  M.D. 

11:25 — “Mesenteric  Vascular  Thrombosis,”  George 
B.  Guarino,  M.D. 

11:45 — “Acute  Gastric  Dilatation,”  James  R. 
Wheeler,  M.D. 

Each  paper  will  be  followed  by  a brief  discussion 
period. 

Internal  Medicine  Section 

Thursday,  September  25 

Carl  S.  Gydesen,  M.D.,  Presiding. 

9:00 — “Convulsive  Disorders,”  Eugene  W.  Lasater, 
M.D. 

9:15 — “The  Diagnosis  of  Spinal  Cord  Neoplasms,” 
Homer  G.  McClintock,  M.D. 

9:30 — -“Some  Problems  in  the  Management  of  In- 
fectious Diseases,”  Herbert  J.  Rothenberg,  M.D. 
9:45 — “Staphylococcal  Endocarditis,”  Rodman  Wil- 
son, M.D. 

10:00 — Intermission  to  view  exhibits. 

10:45 — “The  Significance  of  Prolapse  of  the  Gastric 
Mucosa,”  David  E.  Dines,  M.D. 

11:00 — “Ocular  Lesions  in  Systemic  Diseases,” 
William  G.  Hopkins,  M.D. 

11:15 — “Correlation  of  Clinical,  Histologic  and 
Biochemical  Aspects  of  Cirrhosis,”  Hyman  J.  Zim- 
merman, M.D.  (Guest). 

Otolaryngology  Section 
Thursday,  September  25 

James  Blair,  M.D.,  Presiding  (M.  O.  Dart,  M.D., 
Alternate). 

9:00 — “Improved  Outlook  for  Patients  with  Car- 
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Fleming 


Vice  Chairman, 
tee  on  Alcoholism, 


Harold  E.  Himwich 

Galesburg,  111., 
Professorial  Lecturer, 
University  of  Illinois 
Medical  School 


Samuel  Kohan 

B.S. 

Denver.  Chief  Pharmacist, 
Denver  General  Hospital 


John  B.  Miale 

Miami,  Professor  of 
Pathology,  University  of 
Miami  School  of  Medicine 


Merle  M.  Musselman 

Omaha,  Professor  of 
Surgery,  University  of 
Nebraska,  College  of 
Medicine 


cinoma  of  the  Hypo-Pharynx  and  Pharynx,”  Will 
P.  Pirkey,  M.D. 

9:10 — “Treatment  of  Nosebleed,”  Richard  F.  La- 
Force,  M.D. 

9:25 — “The  Nasal  Approach  to  the  Pituitary,” 
James  Chessen,  M.D. 

9:35 — “Silent  Otitis  Media,”  W.  H.  Wilson,  M.D. 
9:50 — Intermission  to  view  exhibits. 

10:30 — “Mechanics  of  Hearing  as  Applied  to  Sur- 
gical Reconstruction  of  the  Middle  Ear  Trans- 
former,” George  E.  Shambaugh,  Jr.,  M.D.  (Guest). 
11:00 — Discussion. 

11:05 — Diagnosis  and  Treatment  of  Headache. 
Participants:  Harry  R.  Boyd,  M.D.;  Kenneth  Chin- 
burg,  M.D.;  Paul  Kimball,  M.D.;  Jack  Lowrey, 
M.D.;  Will  P.  Pirkey,  M.D. 


L.  E.  Prickman 

Rochester,  Minn.,  Associate 
Professor  in  Medicine, 

Mayo  Foundation, 
University  of  Minnesota 


William  W.  Scott 

Baltimore,  Professor  of 
Urology,  Johns  Hopkins 
University  of  Medicnie 


Urology  Section 

Thursday,  September  25 

Moderator:  Donald  E.  Newland,  M.D. 

9:00 — “Genito-Urinary  Tuberculosis,”  Anthony  A. 
Borski,  M.D. 

9:15 — “Clinical  Experiences  with  Enuresis,”  Mer- 
ritt G.  Ringer,  M.D. 

9:30 — “Retropubic  Prostatectomy  1948  - 1958,” 
Lawrence  D.  Dickey,  M.D. 

9:45 — “Prostatic  Cancer,”  W.  W.  Scott,  M.D. 
(Guest). 

10:15 — Question  Period. 

10:30 — Intermission  to  view  exhibits. 

11:15 — “The  Clinical  Results  of  Over  2500  Opera- 
tions of  Adreno-Nephropexies  in  the  Past  Fifty 
Years,”  Ora  S.  Fowler,  M.D. 

11:30 — “Reticulum  Cell  Sarcoma  Presenting  in  the 
Testes,”  Brodie  C.  Nalle,  Jr.,  M.D. 

11:45 — “Unilateral  Renal  Diseases  and  Hyperten- 
sion,” Solomon  H.  Bassow,  M.D. 

General  Session 

Thursday,  September  25 

Little  Theater 

Gatewood  C.  Milligan,  M.D.,  Presiding. 

1:25 — Call  to  order  by  the  President,  Clare  C. 

^Yiley,  M.D.  continued  on  next  page 

for  August,  1958 


George  E.  Shambaugh 
Jr. 

Chicago,  Chairman,  Dep’t 
of  Otolaryngology, 
Northwestern  University 
Medical  School 


Jackson  A.  Smith 

Omaha,  Professor  of 
Psychiatry  and  Neurology, 
University  of  Nebraska 
School  of  Medicine 


C.  Ronald  Stephen 


H.  J.  Zimmerman 


Durham,  N.  C.,  Professor 
of  Anesthesia,  Duke 
University  School 
of  Medicine 


Chicago,  Professor  of 
Medicine,  Chicago  Medical 
School 


1:30 — Presidential  Address,  John  I.  Zarit,  M.D. 

2:00 — Institute  on  Alcoholism. 

Introduction  by  Norbert  L.  Shere,  M.D. 
Moderator:  Marvin  A.  Block,  M.D.,  Chairman  of 
Committee  on  Alcoholism  of  the  Council  on  Mental 
Health  of  the  American  Medical  Association. 

2:15 — “Sociology  and  Alcoholism,”  Selden  D. 
Bacon,  Ph.D. 

2:30 — “The  Pharmacological  Aspects  of  Alcohol- 
ism,” Harold  E.  Himwich,  M.D. 

2:45 — Intermission  to  view  exhibits. 

3:15 — “The  Role  of  the  Doctor  in  Alcoholism,” 
Robert  Fleming,  M.D. 

3:30 — “The  Medical  Treatment  of  Alcoholism,” 
Marvin  A.  Block,  M.D. 

3:45 — “Treatment  of  the  Sober  Alcoholic,”  Jackson 
A.  Smith,  M.D. 

4:00 — Question  and  Answer  Period. 

4:30 — Adjourn. 

General  Surgery  Section 
Friday,  September  26 
Morning 

Fred  D.  Hartshorn,  M.D.,  Presiding. 

General  Surgery  (Trauma) 

9:00 — “Initial  Care  of  Eye  Injuries,”  Harold  R. 
Peterson,  M.D. 

9:20 — “The  Urological  Aspects  of  Trauma,”  W.  W. 
Scott,  M.D.  (Guest). 

10:00 — Intermission  to  view  exhibits. 

10:45 — “Fracture  About  the  Elbow,”  Eugene  Bige- 
low, M.D. 

11:05 — “The  Emergency  Management  of  Chest  In- 
juries,” Joseph  L.  Kovarik,  M.D. 

11:25 — “Management  of  the  Severely  Injured  Pa- 
tient,” Merle  M.  Musselman,  M.D.  (Guest). 

12 :05 — Adj  ourn. 

Each  paper  will  be  followed  by  a brief  discussion 
period. 

Afternoon 

J.  Robert  Spencer,  M.D.,  Presiding. 

1:30 — “ENT  Movie  on  Temporal  Bone  with  Micro- 
scopic Dissection,”  George  E.  Shambaugh,  Jr., 
M.D.  (Guest). 

2:10 — “End  Results  in  the  Combined  (Commando) 
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Operation  for  Mouth  Cancer,”  H.  Mason  Morfit, 
M.D. 

2:30 — Intermission  to  view  exhibits. 

3:00 — “Initial  Care  of  Hand  Injuries  and  Infec- 
tions,” Timothy  J.  Fogel,  M.D. 

3:20 — “Infections  and  Antibiotics  in  Surgery,”  M. 
M.  Musselman,  M.D.  (Guest). 

4:00 — Adjourn. 

Each  paper  will  be  followed  by  a brief  discussion 
period. 

Internal  Medicine  Section 
Friday,  September  26 
Morning 

Charles  W.  Arnot,  M.D.,  Presiding. 

9:00 — “The  Care  of  the  Cancer  Patient,”  John  S. 
Bouslog,  M.D. 

9:15 — “Leukemia  Complicated  by  Pregnancy,” 
John  S.  Flint,  M.D. 

9:30 — “Cigarettes:  Villains  or  Innocent  Bystand- 
ers?” N.  Conant  Webb,  Jr.  M.D. 

9:45 — “Clinical  Implications  of  Serum  Enzyme  De- 
terminations,” Hyman  J.  Zimmerman,  M.D. 
(Guest). 

10:15 — Intermission  to  view  exhibits. 

11:00 — “Hemochromatosis,”  Charles  E.  Fisher, 
M.D.,  Edward  B.  Liddle,  Jr.,  M.D. 

11:15 — “Trans-Lumbar  Aortography:  An  Analysis 
of  Complications  and  Use  of  the  Procedure  in 
Internal  Medicine,”  Robert  V.  Elliott,  M.D. 

11:30 — “Cryptorchidism,”  William  W.  Scott,  M.D. 
(Guest). 

12:30 — Adjourn  for  Lunch. 

Afternoon 

Robert  H.  Smith,  M.D.,  Presiding. 

1:30 — “Oral  Treatment  of  Diabetes,”  E.  Paul  Sheri- 
dan, M.D. 

1:45 — “Magnesium  Metabolism:  Clinical  Evidence 
of  Deficiency  and  Intoxication  Syndromes,”  Her- 
bert R.  Brettell,  M.D. 

2:00 — “Does  the  Executive  Health  Program  Meet 
Its  Objectives?”  Follow-up  Study  of  Examinations 
of  231  Management  Executives,  Louis  E.  Prickman, 

M.D.  (Guest). 

2:30 — Intermission  to  view  exhibits. 

3:00 — “Opacifying  Gall  Stones,”  Emanuel  Salzman, 

M.D. 

3:15 — “The  Differential  Diagnosis  and  Manage- 
ment of  Gastric  Ulcers” — 

A.  “Gastroscopy  and  Clinical  Features,”  Edward 

J.  Donovan,  M.D. 

B.  “Radiological  Features,”  John  H.  Freed,  M.D. 

Laboratory  Medicine  Section 

Friday,  September  26 

S.  M.  Prather  Ashe,  M.D.,  Presiding. 

9:00 — “The  Myeloproliferative  Disorders;  A Syn- 
thesis,” John  B.  Miale,  M.D.  (Guest). 

9 :45 — Discussion. 

10:00 — “Pitfalls  of  Protein  Bound  Iodine  Deter- 
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mination,”  A.  E.  Lubchenco,  M.D. 

10:15 — “Technics  and  Value  of  Exfoliative  Cy- 
tology in  Diagnosis  of  Carcinoma  of  the  Cervix,” 
Walter  Wikle,  M.D. 

10:30 — “Pulmonary  Fungus  Infections,”  A.  F.  Lin- 
coln, M.D. 

10:45 — Intermission  to  view  exhibits. 

11:30 — Panel  Discussion:  “Use  and  Abuse  of  Bone 
Marrow  Examinations.” 

Participants:  Drs.  J.  B.  Miale,  Harold  D.  Palmer, 
W.  D.  Millett,  E.  C.  Beatty,  Jr. 

Anesthesiology  Section 

Friday,  September  26 

C.  Walter  Metz,  M.D.,  Presiding. 

1:30 — “Hypnoanesthesia  in  Medicine,”  William 
Curtis  Pearcy,  M.D. 

1:45 — “Anesthetic  Problems  in  Infants  and  Chil- 
dren Under  Six  Years  of  Age,”  C.  Ronald  Stephen, 
M.D.  (Guest). 

2:30 — Intermission  to  view  exhibits. 

3:00 — “Upper  Arm  Brachial  Block,”  Donald  A. 
Turner,  M.D. 

3:15 — “Uses  and  Abuses  of  Vasopressors  in  General 
Anesthesia,”  Donald  W.  Stein,  M.D. 

3:30 — “Trilene  Anelgesia  in  Minor  Surgery,”  Rich- 
ard S.  Bolton,  M.D. 

3:45 — “ Immediate  Post-operative  Problems,” 
Charles  B.  McCrory,  M.D. 


General  Session 
Saturday,  September  27 
Little  Theater 

George  R.  Buck,  M.D.,  Presiding. 

9:00 — “What  Anesthetic  Drug  Shall  I Use  Today?” 
C.  Ronald  Stephen,  M.D.  (Guest). 

9:30 — “The  Staff  Physician  and  the  Hospital  Phar- 
macist,” Samuel  H.  Kohan  (Guest). 

9:45 — Report  of  Actions  of  the  House  of  Delegates 
Installation  of  Officers. 

Report  of  the  Necrology  Committee. 

10:30 — Intermission  to  view  exhibits. 

11:15 — Panel  Discussion:  “Problems  of  Hemor- 
rhage from  the  Gastro-Intestinal  Tract.” 
Moderator:  Dr.  Harold  D.  Palmer. 

Participants:  Drs.  John  B.  Miale,  David  Akers, 
George  H.  Curfman,  Jr.,  B.  T.  Daniels. 


Obituary 

JOHN  R.  HOPKINS 

Dr.  Hopkins,  born  1871  at  Stoney  Creek,  On- 
tario, Canada,  passed  away  June  11,  1958,  of 
coronary  thrombosis. 

He  received  his  medical  education  from  the 
University  of  Toronto  and  postgraduate  degrees 
from  Trinity  College,  Toronto,  and  Royal  College 
of  Physicians  and  Surgeons,  Edinburgh,  Scotland. 
Dr.  Hopkins  entered  the  practice  of  medicine  in 
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Denver  in  1900,  retiring  from  active  practice  in 
1953. 

He  is  survived  by  a son,  Dr.  Hugh  J.  Hopkins, 
Denver,  and  a daughter. 


in  1892  and  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons,  New  York 
City,  1918.  He  was  licensed  in  1920.  Dr.  Cornish 
was  a member  of  Am.erican  College  of  Surgeons, 
American  Medical  Association  and  New  Mexico 
Medical  Society. 


St.  Luke’s  Hospital  approved 
for  two-year  medical  residency 

Saint  Luke’s  of  Denver,  Colorado,  recently  re- 
ceived approval  for  a second  year  residency  in 
Internal  Medicine.  The  one-year  program  has  been 
active  for  several  years.  During  this  past  year  a 
Medical  and  a Cardiac  Charity  Clinic  were  opened. 
Physicians  interested  in  either  year  may  write 
to  the  Administrator. 


Obituary 

PERCY  G.  CORNISH 

Percy  G.  Cornish,  M.D.,  Albuquerque  surgeon, 
passed  away  June  17,  1958.  Dr.  Cornish  was  born 


Powell’s  first  physician  dies 

William  Alexander  Graham,  M.D.,  87,  the  first 
resident  physician  in  Powell,  died  June  26,  1958. 

Born  in  Beaver  County,  Pennsylvania,  Septem- 
ber 10,  1870,  he  graduated  from  a medical  school 
in  Keokuk,  Iowa,  in  1898.  After  practicing  in  Iowa 
he  moved  to  Powell,  Wyoming,  in  1909  where  he 
continued  an  active  practice  for  over  forty  years. 
In  the  obstetrical  portion  of  his  general  practice 
he  delivered  4,000  infants,  including  twenty-four 
pairs  of  twins,  with  no  maternal  mortality.  He 
was  preceded  in  death  by  his  wife  (1949).  Soon 
after  this  he  retired  from  active  practice  but  con- 
tinued his  residence  in  Powell.  He  is  survived  by 
three  sons. 
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FORMULA:  Each  IS  cc.  (tablespoon)  contains: 
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Pectin  225  mg. 
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DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
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MONTANA 

_ _ ___  ‘1 

1958  annual  meeting 
Montana  Medical  Association 

The  Montana  Medical  Association  will  hold  its 
80th  Annual  Meeting  in  Billings,  September  11-13. 
All  of  the  scientific  and  business  sessions  of  the 
Association  will  be  held  at  the  Shrine  Auditorium, 
1125  Broadwater  Avenue. 

Among  the  participants  in  the  scientific  pro- 
gram will  be  Ross  T.  Mclntire,  M.D.,  Chicago, 
Illinois;  Arnold  S.  Jackson,  M.D.,  Madison,  Wis- 
consin; Evan  Fredrickson,  Seattle,  Washington; 
Harold  E.  Harris,  M.D.,  Cleveland,  Ohio;  C.  F. 
Dixon,  M.D.,  Rochester,  Minnesota;  F.  W.  Hoff- 
bauer,  M.D.,  Minneapolis,  Minnesota;  Cyril  B. 
Courville,  M.D.,  Los  Angeles,  California;  Joseph 
Jorgens,  M.D.,  Minneapolis,  Minnesota,  and  Her- 
bert E.  Schmitz,  M.D.,  Chicago,  Illinois. 

On  Wednesday,  September  10,  many  medical 
specialty  societies  have  scheduled  scientific  and 
social  meetings. 

The  annual  reception  and  banquet  of  the  Asso- 
ciation will  be  held  on  Thursday  evening,  Sep- 
tember 11. 


F.  J.  L.  Blasingame,  M.D.,  General  Manager  of 
the  American  Medical  Association,  will  be  the 
principal  speaker  at  the  banquet.  On  Friday, 
September  12,  members  of  the  Yellowstone  Valley 
Medical  Society  will  be  hosts  to  all  physicians 
and  guests  at  a reception  and  dinner  dance  at  the 
Beacon  Club. 

All  physicians  in  the  Rocky  Mountain  area 
are  cordially  invited  to  attend  this  meeting.  There 
will  be  no  fee  for  registration  of  any  physician 
at  this  meeting. 


American  Association  of 
Medical  Assistants 

Plans  have  been  made  for  the  Second  Annual 
Convention  of  the  American  Association  of  Medi- 
cal Assistants  to  be  held  at  the  Palmer  House, 
Chicago,  Illinois,  on  October  31,  November  1 and 
2,  1958. 

The  American  Association  of  Medical  Assistants 
is  made  up  of  men  and  women  employed  as 
assistants  in  the  offices  of  Doctors  of  Medicine. 
The  Association  was  conceived  in  Kansas  City, 
Kansas,  during  the  fall  of  1955  when  interested 
persons  from  fifteen  states  met  to  make  plans  for 
a formal  organization.  The  second  meeting  was 
held  the  following  year  at  Milwaukee,  Wisconsin, 

continued  on  82 
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at  which  time  a Constitution  and  By-Laws  were 
adopted  and  the  Association  formally  set  up. 
During  this  first  official  year,  a great  deal  of 
work  was  done  and  the  First  Annual  Convention 
was  held  in  San  Francisco,  California,  in  October, 
1957.  Now,  with  a membership  of  nearly  6,000 
representing  seventeen  states,  and  with  the  ap- 
proval of  State  Medical  Societies  and  the  Ameri- 
can Medical  Association,  this  Association  is  well 
under  way. 

The  purposes  of  the  Association  are  stated  as 
follows:  To  inspire  its  members  to  render  honest, 
loyal  and  more  efficient  service  to  the  profession 
and  to  the  public  which  they  serve.  To  strive 
at  all  times  to  cooperate  with  the  medical  profes- 
sion in  improving  public  relations.  To  render  edu- 
cational services  for  the  self-improvement  of  its 
members  and  to  stimulate  a feeling  of  fellowship 
and  cooperation  among  the  Societies.  To  encourage 
and  assist  all  unorganized  medical  assistants  in 
forming  local  and  State  Societies.  This  Association 
is  declared  to  be  non-profit.  It  is  not  nor  shall  it 
ever  become  a trade  union  or  collective  bargain- 
ing agency. 

Several  states  now  offer  fine  educational 
courses  with  the  cooperation  of  their  colleges  and 
universities  which  will  help  the  assistant  to  be- 
come more  valuable  in  the  doctor’s  office.  Physi- 
cians realize  that  the  well-trained  assistant  is  an 
asset  to  their  profession  and  that  these  courses 
will  relieve  them  of  much  of  the  time-consuming 
work  of  on-the-job  training.  The  American  Asso- 
ciation plans  to  offer  courses  on  a national  level 
as  soon  as  a suitable  curriculum  has  been  set  up. 

Membership  in  medical  assistants  societies 
throughout  the  country  has  provided  an  oppor- 
tunity for  the  assistant  to  benefit  from  the  many 
fine  lectures,  workshops  and  seminars  as  a part 
of  regular  programs. 

The  American  Association  of  Medical  Assist- 
ants is  now  offering  its  members  a comprehensive 
insurance  program.  This  is  a salary  replacement 
(sickness  and  accident)  plan  with  optional  major 
hospital,  nurse  expense  and  surgical  benefits. 


We  Welcome  the  Patronage  of  the 
Medical  Profession 

GIBSON  SURGICAL  GARMENTS 

Truform  Anatomical  Supports 
S.  H.  Camp  Garments — Surgical  Belts 
Identical  Breast  Forms — Elastic  Stockings 

"PRESCRIPTION  WORK  OUR  SPECIALTY" 
Finer — M.  C.  GIBSON,  R.N. 

1430  East  18th  Avenue,  Denver,  Colorado 
AMherst  6-11  S3 


It  is  to  the  advantage  of  the  medical  profession 
to  have  their  medical  assistants  affiliated  with 
this  organization. 

The  American  Association  of  Medical  Assist- 
ants would  welcome  the  opportunity  to  give  in- 
formation concerning  the  organization  and  to 
assist  with  the  formation  of  County  and  State 
Societies.  Inquiries  may  be  addressed  to  Miss 
Hallie  Cummins,  R.R.L.,  Chairman  of  the  Public 
Relations  Committee,  Medical  Record  Library, 
Caro  State  Hospital  for  Epileptics,  Caro,  Michigan. 


Report  on  actions  of  the  House  of  Delegates 
American  Medical  Association* 

107th  Annual  Meeting 
June  23-27,  1958 
San  Francisco 

The  United  Mine  Workers  of  America  Welfare 
and  Retirement  Fund,  Social  Security  coverage 
for  self-employed  physicians,  relations  with  vol- 
untary health  organizations,  veterans’  medical 
care,  the  Medicare  program,  the  Association’s 
Washington  office  and  over-all  legislative  system, 
the  medical  aspects  of  hypnosis  and  the  advertis- 
ing of  over-the-counter  medications  were  among 
the  variety  of  subjects  acted  upon  by  the  House 
of  Delegates  at  the  American  Medical  Associa- 
tion’s 107th  Annual  Meeting,  held  June  23-27  in 
San  Francisco. 

Dr.  Louis  M.  Orr,  urologist  of  Orlando,  Florida, 
was  chosen  unanimously  as  President-elect  for 
the  coming  year.  Dr.  Orr,  who  in  recent  years  has 
been  Vice  Speaker  of  the  House  of  Delegates  and 
chairman  of  the  A.M.A.  Committee  on  Federal 
Medical  Services,  will  become  President  of  the 
American  Medical  Association  at  the  June,  1959, 
meeting  in  Atlantic  City.  He  then  will  succeed 
Dr.  Gunnar  Gundersen  of  La  Crosse,  Wisconsin, 
who  became  the  112th  President  at  the  Tuesday 
night  inaugural  ceremony  in  the  Rose  and  Concert 
Rooms  of  the  Sheraton  Palace  Hotel. 

The  1958  Distinguished  Service  Award  of  the 
American  Medical  Association  was  voted  to  Dr. 
Frank  Hammond  Krusen,  professor  of  physical 
medicine  and  rehabilitation  at  Mayo  Foundation, 
Rochester,  Minn.,  for  his  outstanding  achieve- 
ments and  contributions  in  the  field  of  physical 
medicine  and  rehabilitation.  For  only  the  fourth 
and  fifth  times  in  A.M.A.  history,  the  House  also 
approved  special  citations  to  laymen  for  outstand- 


*Note:  This  summary  covers  only  a few  of  the  many  important 
subjects  dealt  with  by  the  House  and  is  not  intended  as  a 
detailed  report  on  all  actions  taken. 
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ing  service  in  advancing  the  ideals  of  medicine 
and  contributing  to  the  public  welfare.  Kecipients 
of  these  awards  were  Mrs.  Charles  W.  Sewell  of 
Otterbein,  Ind.,  who  has  spent  forty-five  years  in 
rural  health  work,  and  Gobind  Behari  Lai,  Ph.D., 
distinguished  science  writer  and  Pulitzer  prize 
winner. 

With  half  a day  of  the  meeting  still  to  go,  total 
registration  Thursday  night  had  reached  37,520, 
including  13,034  physicians. 

United  Mine  Workers 

Major  discussion  of  relations  between  medicine 
and  the  UMWA  Welfare  and  Retirement  Fund 
centered  on  a reference  committee  report  which 
concurred  in  a Board  of  Trustees  opinion  that 
final  action  on  two  resolutions  adopted  in  Decem- 
ber, 1957,  should  be  postponed  until  the  final 
report  of  the  Commission  on  Medical  Care  Plans 
is  received. 

One  of  those  resolutions,  Number  20,  declared 
that  “a  broad  educational  program  be  instituted 
at  once  by  the  American  Medical  Association  to 
inform  the  general  public,  including  the  benefi- 
ciaries of  the  Fund^  concerning  the  benefits  to  be 
derived  from  preservation  of  the  American  right 
to  freedom  of  choice  of  physicians  and  hospitals 
as  well  as  observance  of  the  ‘Guides  to  Relation- 
ships Between  State  and  County  Medical  Societies 
and  the  UMWA  Welfare  and  Retirement  Fund’ 
adopted  by  this  House  last  June.”  The  other  reso- 


lution, Number  24,  called  for  the  appropriate 
A.M.A.  committee  or  council  to  engage  in  confer- 
ences with  third  parties  to  develop  general  prin- 
ciples and  policies  which  may  be  applied  to  their 
relationships  with  members  of  the  medical  pro- 
fession. 

In  explaining  its  position  that  final  action  on 
the  two  resolutions  should  be  taken  only  after 
proper  study,  the  reference  committee  said  it 
“anticipates  that  the  final  report  of  the  Commis- 
sion on  Medical  Care  Plans  will  contain  recom- 
mendations serving  to  clarify  the  relationships 
between  the  medical  profession,  the  patient  and 
third  parties,  and  the  committee  has  been  assured 
that  this  can  be  expected.”  The  committee  also 
urged  the  Commission  to  present  its  recommenda- 
tions no  later  than  December,  1958. 

The  House  of  Delegates,  however,  by  a vote  of 
110  to  72,  adopted  a floor  amendment  “that  this 
section  of  the  reference  committee  report  be 
amended  to  show  that  our  A.M.A.  Headquarters 
Staff  is  directed,  under  supervision  of  the  Board 
of  Trustees,  to  proceed  immediately  with  the  cam- 
paign which  was  originally  ordered  at  Philadel- 
phia last  December,  that  no  further  delays  will 
be  tolerated,  and  that  the  Council  on  Medical 
Service  be  relieved  of  any  further  responsibility 
in  this  matter.” 

Social  Security  coverage 

In  considering  seven  resolutions  dealing  with 
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the  inclusion  of  self-employed  physicians  under 
the  Social  Security  Act,  the  House  disapproved 
of  three  which  called  for  polls  or  a referendum 
of  the  A.M.A.  membership,  one  which  favored 
state-by-state  participation  in  Social  Security,  and 
two  which  called  for  compulsory  inclusion  on  a 
national  basis.  Instead,  the  House  adopted  a reso- 
lution pointing  out  that  “American  physicians  al- 
ways have  stood  on  the  principle  of  security 
through  personal  initiative,”  and  reaffirming  un- 
equivocal opposition  to  the  compulsory  inclusion 
of  self-employed  physicians  in  the  Social  Security 
system. 

On  the  question  of  polls,  the  House  expressed 
the  opinion  that  any  poll  should  be  taken  on  a 
state-by-state  basis  and  the  results  transmitted  to 
the  A.M.A.  delegates  from  that  state.  It  also 
pointed  out  that  since  there  is  no  provision  in  the 
Constitution  and  By-laws  for  a referendum  of 
members,  such  a referendum  would  usurp  the 
duties  and  prerogatives  of  the  House  of  Delegates, 
which  is  the  Association’s  policy-making  body. 

Voluntary  health  organizations 

Dealing  with  problems  that  have  arisen  in  the 
raising  and  distributing  of  funds  since  develop- 
ment of  the  concept  of  united  community  effort, 
the  House  adopted  the  following  statement  of- 
fered in  the  form  of  amendments  from  the  floor: 

“1.  That  the  House  of  Delegates  reiterate  its 
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commendation  and  approval  of  the  principal  vol- 
untary health  agencies. 

“2.  That  it  is  the  firm  belief  of  the  American 
Medical  Association  that  these  agencies  should  be 
free  to  conduct  their  own  programs  of  research, 
public  and  professional  education  and  fund  raising 
in  their  particular  spheres  of  interest. 

“3.  That  the  House  of  Delegates  respectfully 
requests  that  the  American  Medical  Research 
Foundation  take  no  action  which  would  endanger 
the  constructive  activities  of  the  national  volun- 
tary health  agencies. 

“4.  That  the  Board  of  Trustees  continue  ac- 
tively its  studies  of  these  perplexing  problems 
looking  forward  to  their  ultimate  solution.” 

Veterans’  medical  care 

Pointing  out  that  the  Federal  Government 
spent  $619,614,000  on  hospitalized  medical  care  of 
veterans  in  VA  hospitals  in  1957,  of  which  about 
75  per  cent  had  non-service-connected  disabilities, 
and  that  ways  and  means  of  obtaining  economy 
in  Federal  Government  are  allegedly  being  sought 
by  Congress  at  this  time,  the  House  urged  Con- 
gressional action  to  restrict  hospitalization  of  vet- 
erans at  VA  hospitals  to  those  with  service-con- 
nected disabilities.  It  also  recommended  that  the 
American  Medical  Association  suggest  to  the 
Dean’s  Committees  that  they  restrict  their  activi- 
ties to  Veterans  Administration  hospitals  admit- 
ting only  patients  with  service-connected  disabili- 
ties. 

The  Medicare  program 

In  disapproving  a resolution  calling  for  repeal, 
modification  or  amendment  of  Public  Law  569, 
the  House  took  the  position  that  desired  changes 
in  the  Medicare  program  could  be  accomplished 
through  modification  of  the  present  implementing 
directives  without  the  necessity  for  new  legisla- 
tion. The  House  reaffirmed  the  action  taken  last 
year  in  New  York  recommending  that  the  decision 
on  type  of  contract  and  whether  or  not  a fee 
schedule  is  included  in  future  contract  negotia- 
tions should  be  left  to  individual  state  determina- 
tion. Also  reaffirmed  was  the  Association’s  basic 
contention  that  the  Dependent  Medical  Care  Act 
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as  enacted  by  Congress  does  not  require  fixed 
fee  schedules;  the  establishment  of  such  schedules 
would  be  more  expensive  than  permitting  physi- 
cians to  charge  their  normal  fees,  and  fixed  fee 
schedules  would  ultimately  disrupt  the  economics 
of  medical  practice. 

Washington  office 

The  House  adopted  a resolution  requesting  the 
Board  of  Trustees  to  make  an  immediate  survey 
and  re-evaluation  of  “the  functions  and  effective- 
ness of  the  over-all  A.M.A.  legislative  system  in- 
cluding the  Washington  office,  in  the  light  of 
present-day  needs  of  the  government,  public  and 
medical  professional  alike  for  effective  liaison  be- 
tween government  and  medicine  on  all  matters 
affecting  the  public’s  health  and  adequate,  prompt 
and  accurate  transmittal  to  the  full  membership 
of  the  A.M.A.  of  information  on  all  current  public 
issues  in  which  the  physician  has  a direct  interest.” 
The  House  asked  that  the  Board  of  Trustees  im- 
plement, as  rapidly  as  possible,  all  changes  and 
additions  that  its  survey  discloses  are  desirable  to 
achieve  the  basic  purpose  of  the  resolution,  “effec- 
tive public  and  government  relations.” 

Medical  aspects  of  hypnosis 

A Council  on  Mental  Health  report  on  “Medical 
Use  of  Hypnosis”  was  approved  by  the  House, 
which  recommended  that  it  be  published  in  the 
Journal  of  the  American  Medical  Association  with 
bibliography  attached.  The  report  stated  that  gen- 
eral practitioners,  medical  specialists  and  dentists 
might  find  hypnosis  valuable  as  a therapeutic 
adjunct  within  the  specific  field  of  their  profes- 
sional competence.  It  stressed,  however,  that  all 
those  who  use  hypnosis  need  to  be  aware  of  the 
complex  nature  of  the  phenomena  involved.  Teach- 
ing related  to  hypnosis  should  be  under  respon- 
sible medical  or  dental  direction,  the  report  em- 
phasized, and  should  include  the  indications  and 
limitations  for  its  use.  The  report  urged  physi- 
cians and  dentists  to  participate  in  high  level 
research  on  hypnosis,  and  it  vigorously  condemned 
the  use  of  hypnosis  for  entertainment  purposes. 

Over-the-counter  medications 

The  House  endorsed  recommendations  by  the 
Public  Relations  Department  that: 

The  A.M.A.  join  with  other  interested  groups 
in  setting  up  an  expanded  voluntary  program, 
coordinated  by  the  National  Better  Business  Bu- 
reau, which  will  seek  to  eliminate  objectionable 
advertising  of  over-the-counter  medicines. 

The  A.M.A.  counsel  with  the  National  Better 
Business  Bureau  in  the  selection  of  a physicians’ 
advisory  committee. 

The  established  facilities  of  the  A.M.A.,  such  as 
the  Chemical  Laboratory,  the  offices  of  the  va- 
rious scientific  councils,  and  the  Bureau  of  In- 
vestigation, be  made  available,  so  far  as  is  feasible, 
to  aid  in  the  carrying  out  of  this  program. 

The  Public  Relations  Department  continue  its 
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liaison  work  with  the  various  groups  involved  and 
assist  in  the  development  and  operation  of  this 
program  in  any  way  possible. 

The  A.M.A.  become  a sustaining  member  of 
the  National  Better  Business  Bureau,  giving  evi- 
dence of  its  willingness  and  desire  to  support  this 
organization  in  its  worthwhile  activities. 

Miscellaneous  actions 

Among  a wide  variety  of  actions  on  many 
subjects,  the  House  also: 

Adopted  amendments  to  the  Constitution  and 
By-laws  which  eliminate  the  separate  offices  of 
Secretary  and  Treasurer,  combining  them  into 
one,  and  which  change  the  titles  of  the  General 
Manager  and  Assistant  General  Manager  to  Exec- 
utive Vice  President  and  Assistant  Executive  Vice 
President; 

Recommended  the  appointment  of  a Commit- 
tee on  Atomic  Medicine  and  Ionizing  Radiation 
and  suggested  that  it  concern  itself  with  informing 
the  American  public  on  all  phases  of  radiation 
hazards  related  to  the  national  health; 

Approved  in  principle  the  admission  of  the 
Virgin  Islands  Medical  Society  as  a constituent 
society  of  the  American  Medical  Association; 

Commended  the  Federal  Food  and  Drug  Ad- 
ministration for  its  untiring  efforts  in  behalf  of 
the  public  and  the  profession,  and  urged  all  states 


to  review  and  strengthen  their  food  and  drug 
laws; 

Approved  the  “Suggested  Guides  for  the  Or- 
ganization and  Operation  of  Medical  Society  Com- 
mittees on  Aging,”  submitted  by  the  Council  on 
Medical  Service; 

Commended  the  Committee  on  Medical  and 
Related  Facilities  of  the  Council  on  Medical  Serv- 
ice for  its  report  on  the  Hill-Burton  Study  and 
approved  its  recommendations; 

Requested  that  any  funds  provided  under  the 
Public  Assistance  provisions  of  the  Social  Security 
Act  for  medical  care  of  the  indigent  be  admin- 
istered by  a voluntary  agency  such  as  Blue  Shield 
on  a cost  plus  basis  or  by  a specific  agency  estab- 
lished by  the  medical  society  of  the  state  in  which 
indigent  care  is  rendered; 

Directed  the  Board  of  Trustees  to  study  prob- 
lems pertaining  to  licensure  by  reciprocity  and 
to  consult  with  the  Federation  of  State  Medical 
Boards  in  an  attempt  to  find  a satisfactory  solu- 
tion; 

Urged  all  members  of  the  House  of  Delegates 
to  give  full  consideration  to  the  preliminary  re- 
port of  the  Committee  on  Preparation  for  General 
Practice  and  to  submit  comments  and  suggestions 
to  that  committee; 

Expressed  the  opinion  that  some  operating 
room  experience  is  valuable  and  necessary  train- 
ing for  all  nurses; 

Recommended  that  general  hospitals,  wherever 
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feasible,  be  encouraged  to  permit  the  hospitaliza- 
tion of  suitable  psychiatric  patients;  and 

Approved  a National  Interprofessional  Code 
for  physicians  and  attorneys  prepared  by  the 
joint  liaison  committee  of  the  American  Medical 
Association  and  the  American  Bar  Association. 

Opening  session 

At  the  Monday  opening  session  Dr.  David  B. 
Allman,  retiring  A.M.A.  President,  urged  every 
physician  to  rededicate  himself  to  the  service  of 
mankind  and  every  medical  society  to  strengthen 
its  disciplinary  system  “to  prevent  the  very  few 
from  besmirching  the  vast  majority  of  us.”  Dr. 
Gundersen,  then  President-elect,  said  the  Associa- 
tion is  moving  ahead  in  finding  the  best  possible 
ways  to  serve  both  the  public  and  the  medical 
profession,  and  he  declared  there  is  no  reason  to 
believe  that  its  influence  and  impact  will  not 
continue  to  grow  in  the  times  ahead.  The  Gold- 
berger  Award  in  clinical  nutrition  was  presented 
to  Dr.  Virgil  P.  Sydenstricker,  Professor  Emeritus 
of  Medicine  at  the  Medical  College  of  Georgia. 

Inaugural  ceremony 

Dr.  Gundersen,  in  his  Tuesday  night  inaugural 
address,  called  upon  the  medical  profession  to 
accept  its  full  responsibilities  in  promoting  better 
world  health,  brotherhood  and  peace,  adding  that 
“the  time  has  come  when  medical  statesmanship 
must  be  used  to  augment  the  methods  of  political 


diplomacy.”  Dr.  Gundersen  also  presented  the  Dis- 
tinguished Service  Award  to  Dr.  Krusen  and  the 
special  layman  citations  to  Mrs.  Sewell  and  Dr. 
Lai.  The  Shrine  Chanters  of  Oakland,  Calif.,  pro- 
vided choral  numbers  during  the  program. 

Election  of  officers 

In  addition  to  Dr.  Orr,  the  new  President-elect, 
the  following  officers  were  selected  by  the  House 
on  Thursday: 

Dr.  W.  Linwood  Ball  of  Richmond,  Va.,  Vice 
Presidene;  Dr.  E.  Vincent  Askey  of  Los  Angeles, 
re-elected  Speaker,  and  Dr.  Norman  A.  Welch  of 
Boston,  Vice  Speaker. 

Dr.  Warren  W.  Furey  of  Chicago  was  elected 
for  a five-year  term  on  the  Board  of  Trustees, 
succeeding  Dr.  E.  S.  Hamilton  of  Kankakee,  111. 
Dr.  Raymond  M.  McKeown  of  Coos  Bay,  Ore.,  was 
re-elected  for  a five-year  term  and  Dr.  R.  B. 
Robins  of  Camden,  Ark.,  was  named  to  fill  the 
unexpired  term  of  Dr.  F.  J.  L.  Blasingame.  Dr. 
Leonard  W.  Larson  of  Bismarck,  N.  D.,  was  elected 
Chairman  of  the  Board  at  its  organizational  meet- 
ing after  the  Thursday  elections. 

Dr.  George  A.  Woodhouse  of  Pleasant  Hill, 
Ohio,  was  renamed  to  the  Judicial  Council.  Elected 
to  the  Council  on  Medical  Education  and  Hospitals 
were  Dr.  Leland  S.  McKittrick  of  Brookline,  Mass., 
to  succeed  himself,  and  Dr.  John  V.  Bowers  of 
Madison,  Wis.,  to  succeed  Dr.  Victor  Johnson  of 
Rochester,  Minn.  continued  on  next  page 
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Dr.  R.  B.  Chrisman,  Jr.,  of  Coral  Gables,  Fla., 
and  Dr.  J.  F.  Burton  of  Oklahoma  City,  Okla., 
were  re-elected  to  the  Council  on  Medical  Service. 
For  the  same  Council,  Dr.  Russell  B.  Roth  of 
Erie,  Pa.,  was  named  to  fill  the  unexpired  term 
of  Dr.  H.  B.  Mulholland  of  Charlottesville,  Va., 
resigned. 

Three  members  were  elected  to  the  Council  on 
Constitution  and  By-laws:  Dr.  William  Stovall  of 
Madison,  Wis.,  to  succeed  Dr.  Stanley  H.  Osborn 
of  Hartford,  Conn.;  Dr.  William  Hyland  of  Grand 
Rapids,  Mich.,  to  fill  the  unexpired  term  of  Dr. 
Floyd  S.  Winslow,  deceased,  of  Rochester,  N.  Y., 
and  Dr.  Walter  Bornemeier  of  Chicago,  to  replace 
Dr.  Furey. 

The  House  approved  a Board  of  Trustees  an- 
nouncement that  Miami  Beach  will  replace  Chi- 
cago as  place  of  the  1960  Annual  Meeting,  and 
New  York  will  be  the  site  of  the  1961  Annual 
Meeting.  Action  was  postponed  on  selection  of 
the  city  for  the  1962  Annual  Meeting. 

Rising  votes  of  appreciation  were  given  to  Dr. 
Hamilton;  Dr.  George  F.  Lull,  retiring  Secretary, 
and  Dr.  J.  J.  Moore,  retiring  Treasurer. 

At  the  Wednesday  session  of  the  House  the 
Illinois  State  Medical  Society  made  another  record 
state  society  contribution  to  the  American  Medical 
Education  Foundation  by  turning  over  a check  for 
$177,500  to  Dr.  Lull,  now  foundation  President. 

F.  J.  L.  Blasingame,  M.D., 
Executive  Vice  President, 
American  Medical  Association. 
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New  Books  Received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

A Search  for  Man’s  Sanity;  the  Selected  Letters  of  Trigant 
Borrow:  Prepared  by  the  Editorial  Committee  of  the  Lifwj'nn 
Foundation,  W.  E.  Galt,  Chairman.  N.  Y.,  Oxford  University 
Press,  1958.  Price:  .$8.75. 

Clinical  Obstetrics  and  Gynecology,  Vol.  1,  No.  1,  March 
C.  J.  Lund,  Ed.,  Medical  Problems  of  Pregnancy:  A.  C. 
Barnes,  Ed.,  Mana.gement  of  Endocrine  Problems.  N.  Y., 
Hoeber-Harper,  1958.  Price:  $18.00  for  four  numbers. 

Laboratory  Medicine — Hematology:  By  John  B.  Miale,  M.D. 
St.  Louis.  C.  V.  Mosby  Co.,  1958.  Price:  $13.75. 

Drugs  of  Choice,  1958-1959:  Edited  by  Walter  Modell,  M.D. 
St.  Louis.  C.  V.  Mosby  Co.,  1958.  Price:  $12.75. 

Oral  Surgery:  By  Kurt  H.  Thoma,  D.M.D.  3d  edition.  St. 
Louis,  C.  V.  Mosby  Co.,  1958.  Price:  $27.50. 

Handbook  of  Treatment  of  Acute  Poisoning;  By  E.  H.  Bensley, 
M.D.,  and  G.  E.  Joron,  M.D.  2nd  edition.  Baltimore,  Williams 
& Wilkins  (Edinburgh,  E.  & S.  Livingstone,  Ltd.l.  1953.  Price: 
$4.00. 

Love,  Skill  and  Mystery;  a Handbook  to  Marriage:  By  Theo- 
dor Bovet.  Garden  City,  Doubleday  & Co.,  1958.  Price:  $3.50. 

Modern  Clinical  Psychiatry:  By  Arthur  P.  Noyes,  M.D.,  and 
Lawrence  C.  Kolb,  M.D.  5th  edition.  Phila.,  W.  B.  Saunders 
Co.,  1958.  Price:  $8.00. 

Orr’s  Operations  of  General  Surgery:  By  G.  A.  Higgins,  M.D., 
and  T.  H.  Orr,  Jr.,  M.D.  3d  edition.  Phila.,  W.  B.  Saunders 
Co.,  1958.  Price:  $20.00. 

Orthopedic  Diseases;  Physiology,  Pathology.  Radiology;  By- 
Ernest  Aegerter,  M.B.,  and  J.  A.  Kirkpatrick,  M.D.  Phila., 
W.  B.  Saunders  Co.,  1958.  Price:  $12.50. 

The  Psychology  of  Medical  Practice:  By  M.  H.  Hollender, 
M.D.  Phila..  W.  B.  Saunders  Co.,  1958.  Price;  $6.50. 


, Book  Reviews 

Physical  Examination  in  Health  and  Disease;  By  Rudolph  H. 
Kampmeier,  A.B.,  M.D.  Phila.,  F.  A.  Davis  Company,  1957. 
' 774  p.  Price:  $9.50. 

Dr.  Rudolph  H.  Kampmeier,  Professor  of  Medi- 
cine, Vanderbilt  University  School  of  Medicine, 
I has  written  this  book  to  aid  the  second-year 
medical  student  in  building  a solid  foundation  of 
I the  fundamentals  of  physical  diagnosis  and  to  set 
I the  pattern  for  lifelong  practices  in  the  study  of 
1 the  patient.  This  textbook  covers  each  region  of 
the  body  by  two  chapters,  the  first  dealing  with 
the  normal  findings  and  the  second  with  abnormal 
findings.  The  author  has  been  successful  in  giving 
the  reason — anatomic,  physiologic,  or  pathologic — 
for  physical  manifestations  when  the  cause  is  not 
obvious.  This  book  contains  seventy-six  illustra- 
j tions  which  have  been  selected  to  amplify  textual 
^ descriptions.  This  textbook  is  easily  readable. 


complete,  and  contains  no  material  that  might 
confuse  a beginner  in  physical  diagnosis.  This 
book  is  recommended,  without  reservation,  for 
the  medical  student  and  also  to  anyone  in  prac- 
tice who  wishes  to  review  basic  physical  diagnosis. 

Dale  B.  Hylton,  M.D. 

Obesity:  Its  Cause,  Classification,  and  Care:  By  E.  Philip 
Gelvin,  M.D.,  F.A.C.P.,  Associate  in  Medicine,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hospital,  New 
York,  and  Thomas  H,  McGavack,  M.D.,  F.A.C.P.,  Professor  of 
Clinical  Medicine,  New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospital.  N.  Y.,  Hoeber-Harper,  1957.  146  p. 
Price:  $3.50. 

The  authors  of  this  book  on  obesity  are  well 
qualified  to  discuss  the  subject  because  of  their 
personal  experience  at  the  Obesity  Clinic  at 
Metropolitan  Hospital,  New  York.  They  discuss 
simply  but  adequately  the  basic  chemistry  and 
physiology  of  fat  metabolism,  the  etiology  of 
obesity,  and  its  management.  The  subject  of  diets 
is  thoroughly  covered,  as  is  the  use  of  the  various 
drugs  in  obesity.  The  psychological  factors  of  over- 
eating are  not  adequately  covered  in  this  book. 
The  program  that  they  have  presented  for  the 
management  of  obesity  is  safe,  effective  and  con- 
sistent with  principles  of  good  nutrition,  yet 
simple  for  the  physician  to  prescribe  and  conveni- 
ent for  the  patent  to  observe.  This  book  can  be 
read  profitably  by  any  physician  who  treats  the 
obese  patient. 

Dale  B.  Hylton,  M.D. 

Review:  Strabismus  Ophthalmic  Symposium  II:  Edited  b.v 
James  H.  Allen.  M.D.  St.  Louis,  C.  V.  Mosby  Company,  1958. 
552  p.  Price:  $16.00. 

This  textbook  is  based  on  the  second  Sympo- 
sium on  Strabismus  sponsored  by  the  New  Orleans 
Academy  of  Ophthalmology.  The  contributors  are 
men  with  wide  experience  and  international  repu- 
tation in  the  field  of  strabismus.  They  are:  Drs. 
Adler,  Brown,  Burian,  Costenbader,  Fink,  Guibor, 
Knapp  and  Swan. 

The  volume  consists  of  twenty-two  chapters 
which  cover  in  a rather  complete  fashion  the 
entire  subject  of  strabismus;  from  the  basic  an- 
atomy, physiology  and  neurology  of  the  eye  and 
its  movements  to  the  detailed  refinements  of 
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medical  and  surgical  treatment  of  abnormal  ocu- 
lar motility.  A round-table  discussion  of  pertinent 
questions  on  strabismus  follows  the  formal  text. 
Two  brief  chapters  by  the  late  Dr.  Walter  Lan- 
caster are  appended.  These  deal  with  the  termi- 
nology of  strabismus  and  a discussion  of  factors 
underestimated  and  overestimated  in  strabismus 
along  with  comments  on  classification.  Dr.  Lan- 
caster’s comments  are  particularly  interesting. 

The  book  is  authoritative,  well  written  and 
well  printed.  It  fulfills  a need  in  the  field  of 
ophthalmology  and  is  highly  recommended. 

Robert  L.  Weiner,  M.D. 


An  Atlas  of  Regional  Dermatology:  By  G.  H.  Percival  (Edin- 
burgh) and  T.  C.  Dodds  (Edinburgh).  Baltimore,  Williams  and 
Wilkins  Company,  1955.  262  p.  Price:  $19.00. 

“An  Atlas  of  Regional  Dermatology,”  by  Per- 
cival and  Dodds,  answers  a real  need  in  this 
field  as  far  as  the  general  physician  is  concerned. 
I have  found,  by  talking  with  internists,  medical 
students  and  physicians  in  all  the  specialties  that 
most  of  them  have  had  the  same  experience  as  I. 
After  completing  a course  in  dermatology  in 
medical  school,  we  still  do  not  have  enough  knowl- 
edge of  the  subject  to  be  able  to  adequately  diag- 
nose and  treat  the  problems.  There  are  many 
dermatology  texts  available,  but  most  of  these  are 
so  arranged  that  one  has  to  know  the  diagnosis 
before  one  can  find  any  information.  The  biggest 
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problem  in  dermatology  for  most  physicians  is  the 
inability  to  recognize  the  skin  lesion  on  sight  and 
make  the  diagnosis. 

Percival  and  Dodds  “Atlas”  supplies  this  need. 
The  books  is  exactly  what  its  title  implies — mostly 
pictures  and  very  little  text.  It  is  broken  into 
four  general  divisions:  head  and  neck,  hands  and 
arms,  feet  and  legs,  and  the  trunk  and  generalized 
conditions.  I have  found  that  by  searching  the 
various  regions  in  the  text,  one  can  usually  find 
an  illustration  which  applies  to  the  disease  at 
hand.  One  can  then  easily  go  to  the  more  detailed 
texts  for  discussion  of  the  pathology  and  treat- 
ment. 

There  are  two  drawbacks  to  this  book:  one  is 
its  price — almost  $20.00  for  a volume  of  only  256 
pages,  but  well  worth  it  if  you  have  ever  been 
embarrased  by  not  being  able  to  identify  a skin 
lesion.  The  other  problem  is  the  fact  that  this 
book  is  a British  publication,  and  a few  of  the 
disease  names  are  not  identical  with  those  in 
common  usage  in  America.  This,  in  itself,  is  no 
great  deterrent  because  the  synonymous  terms  can 
usually  be  easily  found.  This  book  could  well  be 
on  the  shelf  of  every  internist  and  general  prac- 
titioner. 

L.  H.  Pinkers,  M.D. 


Handbook  of  Orthopaedic  Surgery:  By  Alfred  Shands,  B.A., 
M.D.,  Medical  Director  of  the  Alfred  I.  Dupont  Institute;  and 
Richard  Beverly  Raney,  B.A.,  M.D.,  Professor  of  Orthopaedic 
Surgery  at  the  University  of  North  Carolina.  Fifth  edition. 
725  p.  St.  Louis,  C.  V.  Mosby  Company,  1957.  Price;  $9.75. 

This  is  the  fifth  edition  of  this  handbook,  which 
first  appeared  in  1937.  One  cannot  disagree  with 
the  statement  in  the  Preface  that  “It  is  probably 
the  most  generally  read  orthopaedic  text  in  the 
United  States.”  Its  general  acceptance  and  wide 
popularity  are  well  merited. 

In  this  edition  it  is  stated  that  seventeen  new 
short  sections  have  been  added,  that  there  has 
been  a regrouping  of  the  general  affections  of  the 
skeleton,  and  there  has  been  a shortening  of  the 
two  chapters  on  tuberculosis.  According  to  the 
Preface,  particular  attention  has  been  given  to 
clear  photographic  illustrations,  which  have  re- 
placed most  of  the  line  drawings  of  previous  edi- 
tions. Though  these  new  illustrations  are  excellent, 
it  is  with  personal  regret  that  I note  replacement 
of  the  wonderfully  detailed  and  informative  line 
drawings  of  previous  editions. 

The  division  into  twenty-four  chapters,  sixteen 
arranged  on  the  basis  of  pathology,  seven  accord- 
ing to  anatomical  region,  each  chapter  being  ade- 
quately subdivided  in  the  Table  of  Contents,  makes 
this  an  extremely  easy  book  to  use. 

The  text  throughout  is  well  written,  and  it  is 
obvious  that  the  authors  are  excellent  teachers 
who  have  given  much  thought  to  the  manner  in 
which  the  subject  should  be  presented.  This  is  not 
a textbook  on  fractures,  though  fracture  deformi- 
ties are  adequately  covered  in  one  chapter.  Gen- 
eral outlines  of  treatment  are  well  covered. 

Ninety-nine  pages  of  this  text  are  devoted  to 
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a bibliography.  Listed  at  the  beginning  of  this 
section  are  general  textbooks  containing  excellent 
reference  material.  Following  this,  the  bibliog- 
raphy is  divided  to  correspond  with  the  chapters 
in  this  book.  Author,  exact  title  of  the  article, 
and  exact  source  are  set  forth  in  three  parallel 
columns.  It  would  be  difficult  to  find  a better  list 
of  source  material  in  orthopaedic  surgery. 

If  the  doctor’s  or  student’s  library  is  to  contain 
but  one  single  text  on  orthopaedic  surgery,  this 
is  the  best  which  could  be  found. 

William  F.  Stanek,  M.D. 

A Textbook  of  X-Ray  Diagnosis,  by  British  Authors:  Edited 
by  S.  Cochrane  Shanks,  M.D.,  and  Peter  Kerley,  M.D.  3rd 
edition.  Volume  I,  1957.  Phila.,  W.  B.  Saunders  Co.  (H.  K. 
Lewis.  Price:  $18.00. 

Volume  I of  the  third  edition  of  “A  Textbook 
of  X-ray  Diagnosis”  deals  with  the  radiological 
features  of  the  central  nervous  system,  the  teeth 
and  jaws,  the  accessory  nasal  sinuses  and  the  ear 
and  temporal  bone.  Three  other  volumes  of  the 
third  edition  are  to  appear  shortly  and  will  in- 
clude x-ray  diagnosis  of  the  cardio-vascular  and 
respiratory  systems;  the  alimentary  tract,  biliary 
tract,  abdomen,  the  urinary  tract,  obstetrical  and 
gynecological  radiology;  and  bones,  joints  and 
soft  tissues. 

The  four  volumes,  known  among  radiologists 
as  “the  British  Authors,”  are  a valuable  addition 
to  the  specialist’s  library,  and  are  both  a textbook 
and  an  excellent  reference  book. 

Unfortunately,  Volume  I,  dealing  with  the 
central  nervous  system,  and  the  head  and  neck, 
will  appeal  only  to  a limited  group  of  doctors, 
including  radiologists,  otorhinolaryngologists,  neu- 
rosurgeons and  neurologists. 

The  third  edition  does  not  appear  to  include 
sufficient  new  material  to  warrant  repurchase  by 
owners  of  the  second  edition.  However,  it  can 
be  heartily  recommended  to  those  who  do  not 
already  own  earlier  editions  of  this  readable  text. 
Both  the  resident  and  the  practicing  radiologist 
will  benefit  from  this  book. 

Bertram  L.  Pear,  M.D. 

The  Specialties  in  General  Practice:  Edited  by  Russell  L. 
Cecil,  M.D.,  and  Howard  F.  Conn,  M.D.  2nd  edition.  Phila- 
delphia, W.  B.  Saunders  Co.,  1957.  780  p.  Price;  $16.00. 

The  value  of  Cecil’s  “Specialties  in  General 
Practice”  can  best  be  demonstrated  by  relating 
my  own  experiences  when  reviewing  this  book. 
Initially,  it  seemed  rather  impossible  to  me  that 
a book  which  purported  to  summarize  a field  as 
broad  as  this  could  have  anything  of  value  in  it, 
but  rather  than  reading  it  in  a skimming  manner, 
I soon  found  myself  engrossed  in  the  details  and 
reading  every  word. 

There  is  not  one  chapter  in  the  entire  book 
which  does  not  have  at  least  some  items  of  value. 
Even  with  many  authors  treating  different  sub- 
jects, the  style  and  contents  are  clear  and  easily 
read.  I found  the  chapters  on  minor  surgery  and 
those  on  orthopedics,  both  on  surgical  orthopedics 


and  fractures,  the  chapter  on  urology,  the  chapters 
on  obstetrics  and  gynecology,  and  the  one  on 
psychiatry  extremely  inclusive  and  helpful  in  their 
detail.  Most  chapters  give  information  of  specific 
use  in  office  practice  as  well  as  delineating  the 
limits  where  office  practice  ceases  and  hospital 
and  specialty  practice  begins. 

This  book  should  be  in  the  office  library  of 
every  general  practitioner.  Even  specialists,  such 
as  general  surgeons,  will  find  its  discussions  of 
the  other  specialties  useful  in  their  own  practice. 

L.  H.  Pinkers,  M.D. 

Technique  of  Fluid  Balance;  Principles  and  Management  of 
Water  and  Eleetrolyte  Therapy:  By  Geoffrey  H.  Tovey,  M.D., 
Director,  South  West  Regional  Blood  Transfusion  Service, 
Southmead,  Bristol;  Lecturer  in  Haematology,  University  of 
Bristol.  Springfield,  Charles  C.  Thomas,  1957.  100  p.  Price: 
$2.50. 

The  author  felt  that  regardless  of  the  number 
of  excellent  books  written  on  the  subject  during 
the  past  few  years,  another  monograph  would  be 
welcomed.  His  reasons  were  twofold:  first,  he 
believed  there  was  a need  for  a shorter  account 
to  provide  the  busy  doctor  with  a concise  and 
practical  outline  of  fluid  and  electrolyte  balance; 
second,  he  felt  that  there  is  a growing  tendency 
to  make  water  and  electrolyte  therapy  too  de- 
pendent upon  the  results  of  blood  electrolyte 
estimation,  the  flame  photometer,  etc.  A large 
number  of  patients  have  to  be  treated  where  no 
biochemical  analysis  can  be  obtained,  according 
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to  the  author,  although  he  pointed  out  that  the 
biochemical  analyses  are  of  the  greatest  value 
when  carefully  interpreted  and  assessed  against 
the  patient’s  history  and  clinical  state.  One  of 
the  aims  of  this  monograph,  therefore,  is  to  guide 
the  doctor  whether  he  has  laboratory  facilities  or 
a modern  pathology  department. 

Although  the  subject  of  fluid  and  electrolyte 
balance  may  become  quite  complicated,  the  prin- 
ciples of  management  are  not  too  difficult  to 
master.  Dr.  Tovey  has  clarified  the  subject  in  a 
concise  and  well-organized  monograph.  He  has 
given  the  essential  technics  in  the  management  of 
fluid  and  electrolyte  imbalance  and  balance. 

“In  terms  of  common  parlance,  a stranger  to 
the  game  might  well  be  puzzled  if  told  that  at  a 
forthcoming  football  match  770  kilograms  of  team 
A will  play  against  660  kilograms  of  team  B.  He 
would  promptly  be  enlightened,  however,  when 
he  saw  that  there  were  eleven  men  in  both  team 
A and  team  B.  An  understanding  of  the  signifi- 
cance of  the  units  of  measurement  is  as  vital  to 
a full  appreciation  of  the  problems  of  fluid  bal- 
ance as  it  is  to  those  of  football!”  This  paragraph 
was  noted  in  the  chapter  dealing  with  milliequiva- 
lents. 

Dr.  Tovey  stated  in  Chapter  VIII  that  the  ac- 
count of  fluid  balance  already  presented  is  in- 
tended as  an  introduction  to  water  and  electrolyte 
therapy,  and  emphasis  has  been  laid  on  the  prin- 
ciples underlying  case  management  rather  than 


Presbyterian 

Hospital 

Nineteenth  Avenue  and  Gilpin  Street 
Denver,  Colorado 

A General  Hospital 

Approved  Intern-Resident 
Program 

School  of  Nursing 


Don’t-  miss 

important-  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away, 
day  or  night;  our  kindly  voice  conscientiously  tends 
your  telephone  business,  accurately  reports  to  you 
when  you  return. 

TELEPHONE 

ANSWERING 

SERVICE 

CALL  ALpine  5-1414 


attempting  to  prescribe  for  every  problem  likely 
to  be  encountered  in  clinical  practice.  The  further 
notes  contained  in  this  chapter  are  in  no  way 
comprehensive,  but  are  intended  as  a guide  and 
a possible  stimulus  to  further  reading  in  the 
larger  treatises  now  available. 

This  monograph  provides  the  busy  practitioner, 
student,  or  house  staff  officer,  with  an  adequate, 
concise,  and  practical  account  of  the  management 
of  fluid  and  electrolyte  problems  whether  done 
with  emphasis  on  biochemical  technics,  or  on  a 
simplified  scheme  of  management  which  includes 
a new  type  of  fluid  balance  record  chart,  appli- 
cable to  doctors  working  with  or  without  full 
laboratory  facilities.  The  author  is  careful  to  ad- 
vise the  reader  concerning  the  place  and  limita- 
tions of  biochemical  estimates  in  the  diagnosis 
and  treatment  of  body  fluid  imbalance.  I am  con- 
vinced that  Dr.  Tovey  of  Southmead,  Bristol,  has 
produced  a simplified  scheme  of  management  of 
water  and  electrlyte  therapy. 

William  G.  Baker,  M.D. 


Films  of  A.M.A.  annual  meeting 

Filmed  highlights  of  the  A.M.A.’s  107th  An- 
nual Meeting — presented  by  the  American  Medi- 
cal Association  in  cooperation  with  Merck,  Sharp 
& Dohme — will  be  available  after  September  1 
for  showing  to  medical  meetings.  Entitled  “San 
Francisco — 1958”  (TV  Abstracts  of  the  A.M.A. 
Annual  Meeting),  the  forty-minute  black  and 
white  films  taken  from  kinescopes  of  five  daily 
television  programs  may  be  secured  either  from 
the  A.M.A.  Film  Library  or  Merck,  Sharp  & 
Dohme,  Philadelphia  1,  Pa.  These  programs  will 
feature  interviews  with  speakers  on  the  conven- 
tion program. 

/ 

A.M.A.  pamphlet  on  driver  fitness 

Before  taking  the  wheel,  every  driver  should 
check  to  make  sure  that  he’s  fit  to  drive.  Under 
certain  circumstances — outlined  in  a new  Ameri- 
can Medical  Association  pamphlet — a driver  can 
be  a dangerous  hazard  on  the  road.  “Are  You  Fit 
to  Drive?”  urges  drivers  to  contact  their  physi- 
cians if  they  are  in  doubt  about  their  fitness.  Pre- 
pared by  the  A.M.A.’s  Committee  on  Medical  As- 
pects of  Automobile  Injuries  and  Deaths  in  co- 
operation with  the  Center  for  Safety  Education 
at  New  York  University,  the  booklet  contains  in- 
formation about  those  conditions  that  can  ad- 
versely affect  driving  skills — emotional  upsets, 
driver  attitudes,  sleepiness,  medicines,  faulty 
vision,  certain  nerve  and  heart  disorders,  diabetes, 
old  age  and  drinking. 

For  distribution  through  physicians’  offices, 
the  booklet  currently  is  available  from  the  Asso- 
ciation of  Casualty  and  Surety  Companies,  60  John 
Street,  New  York  38,  N.  Y.  Price  is  $4.60  per  100 
copies,  regardless  of  quantity. 
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The  Colorado  State  Medical  Society 

Annual  Session  September  24-27,  1958 
Colorado  Springs 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years):  Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W,  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R. 
Safarik,  Denver,  1960;  District  No.  2;  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6:  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8;  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No,  9: 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell,  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G,  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt,  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S,  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association^  (two  calendar 
years) : Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 
Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  pompelli.  Assistant  Executive  Secre- 
tary: Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant:  835 
Republic  Building,  Denver  2,  Colorado:  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 


Montana  Medical  Association 

Annual  Meeting  September  11-13,  1958 
Billings 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect:  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings:  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula:  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association:  Raymond  F.  Peter- 
son, Butte;  alternate,  Paul  J,  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 


The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958 
Salt  Lake  City 

OFFICERS— 1957-1968— Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth.  Cedar  City 
President-Elect:  U.  R.  Bryner,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 


Honorary  President:  Frank  Ray  King, 

Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association.  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City:  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 
L,  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medicai 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E,  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B,  McQuarrie,  Ogden. 

President  Medical  Service  Bureau;  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis.  Salt  Lake  City;  Lesiie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City:  Robert  M. 
Dalrympie,  Salt  Lake  City. 


New  Mexico  Medical  Society 

OFFICERS — 1958-1959 — Terms  of  officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton.  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959; 
Aaron  E.  Margulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  1960;  Allen  Service. 
Roswell,  I960:  Paul  Fell,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians’  Service:  Omar  Legant,  Albuquerque, 
President,  1961;  Allen  Haynes,  Clovis,  Vice  President.  1959; 
W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
H.  M.  Mortimer,  Las  Vegas,  1980;  D.  A.  McKinnon,  Jr., 
Albuquerque,  Secretary-Treasurer,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Eugene  Szerlip,  Albuquerque,  1961;  H.  P. 
Borgeson,  Alamagordo,  1961;  John  T.  Parker,  Farmington, 
1961;  Philip  L.  Shultz,  Santa  Fe,  1961. 


The  Wyoming  State  Medical  Society 

OFFICERS — 1958-1959 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  j'ear  only  and  expires  at  the  1959 
Annual  Session. 

President:  L.  Narmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz.  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River,  1960. 

Alternate  Delegate,  AMA;  B.  J.  Sullivan,  Laramie,  1960. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors;  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock:  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne:  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale:  Uinta  County,  Joseph  Whalen, 
Evanston:  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 


for  August,  1958 
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WANT  ADS 


RESIDENCIES  IN  PSYCHIATRY — Timberlawn  Sani- 
tarium, affiliated  with  the  University  of  Texas 
Southwestern  Medical  School  and  Parkland  Hospital, 
the  teaching-  hospital  of  the  University,  provides  ex- 
perience in  intensive  psychotherapy,  group  psycho- 
therapy, pharmacological  and  physiological  therapies, 
social  and  preventive  psychiatry.  Residents  participate 
in  teaching  and  research.  Child  psychiatry,  out-patient 
service,  psychosomatic  medicine  and  neurology  Park- 
land Hospital  second  year.  Graduates  of  U.  S.  medical 
schools  only,  eligible  for  Texas  Licensure.  Two  years’ 
general  practice  preferred.  Stipend:  First  year  ?4,800: 
second  year  ,$5,400.  Write  for  details:  Perry  C.  Talk- 
ington,  M.D.,  Clinical  Director,  Timberlawn  Sanita- 
rium, P.  O.  Box  1769,  Dallas  21,  Texas.  81 


MEDICAL  OFFICE  space  for  rent,  2795  South  Colorado 
Boulevard,  phone  SKyline  6-8756.  84 


WANTED:  Residents  in  Internal  Medicine.  First  and 
second  year — recently  approved  for  second  year. 
442  adult  bed  general  hospital.  Four  charity  clinics 
which  include  a Medical  and  Cardiac  Clinic.  Stiped 
.$225.00  per  month.  Applicants  must  be  graduates  of 
U.  S.  medical  schools  Write  to:  Administrator,  Saint 
Luke’s  Hospital,  601  East  19th  Avenue,  Denver  3,  Colo- 
rado. 82 


FOR  SALE:  Sets  of  Lewis’s  "Practice  of  Surgery’’  and 
Davis’s  “Cyclopedia  of  Medicine,”  many  others. 
Ultra-sonic,  portable  X-ray,  Ultra-violet,  office  furni- 
ture and  refrigerator,  injectables,  etc.  Write  4605 
Crest  Avenue  SE,  or  phone  ALpine  6-7485,  Albuquer- 
que, New  Mexico.  85 


MEDICAL  OFFICES  FOR  LEASE:  Convenient  to  hos- 
pitals. Furnished  reception  room  and  receptionists’ 
stations;  partially  furnished  exam,  rooms;  parking; 
maintenance;  utilities;  beautiful  landscaping;  acous- 
tical tile  ceilings;  sound-resistant  wallsj  clinical  lab- 
oratory. Loren  Blaney,  M.D.,  1889  York  Street.  EA. 
2-5388.  86-3 


RELIABLE  DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LVBIX’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


FOR  SALE:  G.E.  X-ray  unit,  100  ma  tube,  100  KV, 
tilt  table  with  Bucky.  Excellent  working  order. 
Price  reasonable.  Inquire — Stanley  M.  Weiner,  M.D., 
816  Republic  Building,  Denver  2,  Colorado.  87 


NEW  MEDICAL  BUILDING  being  built  in  fast  grow- 
ing suburb  of  North  Denver.  Population  in  excess 
of  15,000;  excellent  opportunity  for  pediatrician,  Ob. 
and  Gyn.  Internist  and  GP.  Suites  available  for  five 
to  seven  M.D.’s.  For  further  information  call  HArrison 
9-2091  after  6 p.m.  or  write  A.  T.  Chitwood,  Sr.,  3815 
West  72nd,  Westminster,  Colo. 


PATHOLOGIST:  Age  35,  married.  Wishes  to  relocate 
in  Rocky  Mountain  area.  Desires  private  practice 
with  hospital  affiliation  or  association  with  estab- 
lished pathologist  or  group.  Certified  Pathological 
Anatomy  1955;  Please  answer  to  Box  No.  8-3,  Rocky 
Mountain  Medical  Journal,  825  Republic  Building, 
Denver  2,  Colorado. 


POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  both  as  independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TP,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 


FOR  SALE — An  x-ray  unit.  General  Electric  R-2-39 
100  MA  Stationary  Anode  DXC  2. 0-4. 5,  with  a rela- 
tively new  tube;  price  right.  N.  L.  Beebe,  M.D.,  605  S. 
College  Ave.,  HUnter  2-6374,  Fort  Collins,  Colorado. 

61-3 


GOOD  LOCATION  for  Medical  Clinic,  1728-1738  Clark- 
son Street.  Will  sell  or  will  lease  any  part  of  twenty 
rooms,  all  on  ground  floor.  3 lots;  ample  parking. 
Property  in  good  condition.  Phone  SPruce  7-6003  or 
AMherst  6-3269.  83 


OFFICE  SPACE  in  professional  doctors  building, 
$95.00  a month.  Beautifully  decorated,  up-to-date 
office,  conveniently  located  in  the  center  of  a number 
of  Denver’s  major  hospitals  at  E.  18th  Ave.  and 
Marion  St.  Rent  includes  parking,  steam  heat,  land- 
scaping and  custodians’  services.  Inquiries  invited 
concerning  a new  medical  building  to  be  erected  in 
the  same  area.  Call  DExter  3-2713.  72 


H-O-W-D-Y 

Registered  Trade  Mark 


BOB S PLACE 

A Bob  Cat  for  Service 


TEXACO  PRODUCTS 
300  Sout-h  Colorado  Boulevard 

‘trate  MMk 

Cow  Town,  Colo. 
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Abbey  Rents,  93 
Ames  Company,  12 
Ayerst  Laboratories,  76 

Baker  Laboratories,  Inc.,  16 
Berber!,  George  & Sons,  Inc.,  24 
Bob’s  Place,  98 
Boyle  & Company,  66-67 
Bristol-Myers  Company,  90 
Burroughs  Wellcome  Company, 

18,  44 

Cambridge  Dairy,  99 

Case,  G.  M.  Laboratories,  100 

Children’s  Hospital,  100 

Ciba  Pharmaceutical  Products 

Company,  Inc.,  7 

City  Park-Brookridge  Farms,  78 

Cocks-Clark  Engraving  Company,  92 

Denver  Optic  Company,  74 

Earnest  Drug,  98 
Emory  John  Brady  Hospital,  64 
Empire  Casualty  Company,  20 
Endo  Laboratories,  71 


General  Electric  Company,  84 
Gibson  Surgical  Garments,  82 

Kincaid’s  Pharmacy,  98 

Lakeside  Laboratories,  3 
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POSITIVE 
RESULTS  ASAINST  MANY 
GRAM-NEGATIVE  INVADERS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Gram-negative  organisms,  involved  in  many  stubborn  infections,  dem- 
onstrate high  in  vitro  sensitivity  to  CHLOROMYCETIN^"^ 

The  efficacy  of  CHLOROMYCETIN  against  these  troublesome  invad- 
ers is  borne  out  in  vivo  in  such  infections  as  infantile  gastroenteritis,® 
urinary  tract  infections,^®  the  septicemic  and  focal  forms  of  salmonel- 
losis,^^ and  Friedlander’s  pneumoniad^ 

CHLOROMYCETIN  is  available  in  a variety  of  fonns,  including  Kapseals,®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthemiore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the. 
patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Schneierson,  S.  S.:  J.  Mt.  Sinai  Hasp.  25:52,  1958.  (2)  Waisbren,  B.  A.; 
Wisconsin  M.  J.  57:89,  1958.  (3)  Ritts,  R.  E.,  Jr.;  Mao,  E H.,  & Favour,  C.  B.,in  Welch,  H., 
& Marti- Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  774.  (4)  Rhoads,  E S.:  Postgrad.  Med.  21:563, 1957.  (5)  Roy,  T.  E.;  Collins,  A.  M.; 
Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J.  77:844,  1957.  (6)  Hasenclever,  H.  E: 
J.  Iowa  M.  Soc.  47:136,  1957.  (7)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159, 
1957.  (8)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  hit.  ^led.  99:744,  1957.  (9)  Derham, 
R.  J.,  & Rogerson,  M.  M.:  J.  Dis.  Child.  93:113, 1957.  (10)  Murphy,  J.  J.,  & Rattner,  W.  H.: 
J.A.M.A.  166:616,  1958.  (11)  Rabe,  E.  E;  Pennsylvania  M.  J.  61:209,  1958.  (12)  Rosen- 
thal, I.  M.:  GP  17:77  (March)  1958. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


IN  VITRO  SENSITIVITY  OF  SEVEN  GRAM-NEGATIVE  PATHOGENS 
TO  CHLOROMYGETIN  AND  TO  ANOTHER  WIDELY  USED  ANTIBIOTIC^ 
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151  STRAINS 


CHLOROMYCETIN  82.8% 


ANTIBIOTIC  A 58.9% 


AEROBACTER  AEROQENES 
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ANTIBIOTIC  A 32.4% 


CHLOROMYCETIN  66.5% 
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BACILLUS  PROTEUS 


ANTIBIOTIC  A 5.0% 


CHLOROMYCETIN  72.6% 
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TYPICAL  IMFERON  RESPONSES 


CHRONIC  BLOOD  LOSS; 


INTOLERANCE  TO  ORAL  IRON; 


LAKESIDE 


Qa^Md^cJddf  Qo4nfianif 


pardon  us,  doctor... 

We  know  you've  been  busy  with  all 
of  your  other  examinations,  but . . . 

have  you  examined  your 
liability  insurance  policy? 


If  you  hove,  you  probably  found  the 
rote  too  high  considering  your  actual 
loss  experience,  or  perhaps  the  cover- 
age too  limited.  You  probably  found, 
too,  you  have  no  control  of  the  com- 
pany's operations  and  that  it  is  ad- 
visable to  have  your  insurance  in  a 
company  that  is  ov/ned  and  controlled 
by  people  with  the  same  problems  that 
you  face. 

Many  Colorado  Physicians  found  this 
to  be  true,  and  that  is  the  very  reason 
Empire  Casualty  Company  was  formed 
. . . to  underwrite  malpractice  insurance 
for  members  of  the  Colorado  State 
Medical  Society  at  competitive  rates 
with  broadest  coverage  and  when  you 
become  a policyholder  in  Empire  it 
becomes  your  company  — you  own  it  — 
you  operate  it.  For  further  information 
call  or  write 


CARL  W.  OHLIN 

Operating  Management 


201  SECURITY  BUILDING 


INSURANCE  DEPT. 


AComa  2*8621 
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They  all  went  to  the  doctor . . . 


I was  too  much 
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for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


I was  too  little 


STIMAVITE® 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  Bi2,  C and  L-lysine 


I was  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON® 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  1 was  getting  brittle 


NEOBON® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

I could  never  make 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLUS 

when  more  than  a hematinic  is  indicated 


and  he  solved  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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• postoperatively 

• in  pregnancy  when 

vomiting  is  persistent 

• following  neurosurgical 

diagnostic  procedures 

• in  infections,  intra-abdominal 

disease,  and  carcinomatosis 

• after  nitrogen  mustard  therapy 


for 
nausea 
and  vomiting 


Squibb  Triflupromazine 


• provides  prompt,  potent,  and  long-lasting  control 

• capable  of  depressing  the  gag  reflex 

• effective  in  cases  refractory  to  other  potent  antiemetic  agents 

• may  be  given  intravenously,  intramuscularly  and  orally 

• no  pain  or  irritation  on  injection 


ANTIEMETIC  DOSAGE; 

Intravenous  8 mg.  average  single  dose 
Dosage  range  2-10  mg. 

Intramuscular:  15  mg.  average  single  dose 
Dosage  range  5-15  mg. 

If  subsequent  parenteral  dose  is  needed, 
one-half  the  original  dose  will  usually  suffice 
Oral:  10-20  mg.  initially;  then  10  mg.  t.i.d. 

SUPPLV: 

Parenteral  solution  — 1 cc.  ampuls  (20mg./cc.) 
Oral  tablets  — 10  mg.,  25  mg.,  50  mg., 
in  bottles  of  50  and  500 


Squibb 


Squibb  Quality  — The  Priceless  Ingredient 


rveS^AIN'Cg  13  A SQUI0*  rilAOeMARK 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILE VAR 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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Neo-Synephrine  now  has  three  complementary  compounds  added  to  its  own  depend* 
able,  decongestive  action  for  more  complete  control  of  the  common  cold  syndrome. 


The  "syndromatic"  action  of  Neo-Synephrine  Compound  Cold  Tablets  brings  new  and 
greater  effectiveness  to  the  treatment  of  the  common  cold  syndrome. 


h 

h 


protection..  .through  the  full  range  of  common  cold  symptoms 

Each  tablet  contains: 

■WfiiiTWUiTffPpwiPffpfppgfypfffg 

NEO-SYNEPHRINE  HCI  5 mg First  choice  in  decongestants  for  its  mild  but  durable 

action  and  excellent  tolerance. 

ACETAMINOPHEN  150  mg Dependable  analgesic  and  antipyretic 

I 

THENFADIL®  HCI  7.5  mg Effective  antihistaminic  to  relieve  rhinorrhea  and 

enhance  mucosal  resistance  to  allergic  complications. 


ACHES,  CHILLS,  FEVER 


rhinorrhea,  allergic  MANIPESTATIONS 


LASSITUDE,  MALAISE,  MENTAL  DEPRESSION 


CAFFEINE  15  mg. 


DOSE:  Adults:  2 tablets  three  times  daily. 

Children  6 to  12  years:  1 tablet  three  times  daily. 


Bottles  of  20  and  100  tablets. 


. . Neo-$ynephrtn«  (brand  of  ph«inyiephrtne) 
ond  Tbonfodil  (brand  of  thcinyldiamine), 
trademarks  reg.  U.S.  Pat.  Off,  ^ - 
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TENSION  WITH® 
impairing' REFLE 


“1 

f 1. 

h a 

1 

A II 

1 1 llf 

mmtm  ■ 

n 

iii 

r , 

",  - 

. [Miltown]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision.”"' 

Relieves  anxiety,  tension  and  muscle  spasm 
in  everyday  practice 

■ with  unexcelled  safety 

■ without  impairing 

autonomic  function  WALLACE  LABORATORIES,  New  By-uneivick.  N.  J. 


Miltowir 


meprobamate  (Wallace) 


Usual  Dosage: 

One  or  two 

400  mg.  tablets  t.i.d. 

Supplied : 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  50. 


*Marquis,  D.  G.,  Kelly,  E.  L., 
Miller,  J.  G.,  Gerard,  R.  W. 
and  Rapoport,  A. : 

Ann.  New  York  Acad. 

Sc.  67;  701,  May  9,  1957. 


in  the 


Menopause 


triple  benefits 


relieves  apprehension,  anxiety  and  irritability 

overcomes  estrogen  deficiency ; relieves  vasomotor 
and  metabolic  disturbances 

relaxes  skeletal  muscle; 
relieves  low  back  pain,  tension  headache 

Each  tablet  contains : 

Miltown  (meprobamate,  Wallace)  . . . 400  mg. 

2*methyl-2-n-propyl-l,3-propanedlol  dicarbamate 

Conjugated  Estrogens  (equine)  0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods ; should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request  cmp.73<7.78 


Milprenr 

MILTOWN®  J*  CONJUGATED  ESTROGENS 


MUSCLE-RELAXANT  ACTION 


ORALLY  ACTIVE  ESTROGEN 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


in  all 
diarrheas 

CREMOMYCIN 

SULFASUXlDiNE® — PECTIN — KAOLIN — NEOMYCIN  SUSPENSION 

regardless  of 
etiology 

MERCK  SHARP  & DOHME 

’illMlIir  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
Cbbmomycin  and  Sblfasuxidinb  are  trademarks  of  Merck  & Ck)..  Inc. 
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^Registered  Tfademark  for  .Trldlbexethyt  iodide  tederie 


Investigator 


after  investigator  report; 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
"Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  ". . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A..166:137. 
Jan.  11, 1958. 

"Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  ‘The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with -simple  ‘rule  of  thumb'  oral  dosage  schedules.” 


I n "Chlorothiazide : A New  Type  of  Drug  for  the  T realment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.;  Boston  Med.  Quart.  8: 1,  September.  1957. 


IVIERCK  SHARP  & DOHME 


Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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as  simple  as 


1 

2 


3 


INITIATE  THERAPY  WITH  'DIURIL*.  'oiURiL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DiURiL' 
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For  Speedier  Return  to  Normal  Nutrition 


in  Inflammatory  Conditions 

of  the  Colon 

T'he  physiologic  depletion  accompanying  acute  infectious 
and  inflammatory  conditions  of  the  bowel  makes  replacement 
therapy  the  key  to  nutritional  rehabilitation. 

In  addition  to  the  loss  of  important  electrolytes,  such  as 
potassium  and  sodium,  large  amounts  of  protein  are  lost  in 
the  fluid,  blood  and  exudate  from  the  bowel.  In  the  acute 
state  of  such  affections,  utilization  of  what  protein  can  be 
ingested  is  further  affected  by  increased  protein  catabolism 
and  by  impairment  of  certain  hepatic  functions. 

Dietary  rehabilitation  must  be  carried  out  within  the 
framework  of  a diet  restricted  in  fiber  and  in  irritating  sub- 
stances. Foods  allowed  must  be  easily  digested  and  appetiz- 
ingly  and  attractively  prepared  to  encourage  eating. 

Tender  lean  meats — finely  ground  in  the  initial  diet  and 
later  served  in  a wide  variety  of  appealing  ways — can  be  an 
important  source  of  the  protein  and  minerals  required  by  the 
convalescing  patient. 

Meat  fits  admirably  into  the  requirements  of  the  per- 
mitted diet  not  only  because  of  its  taste,  digestibility,  and 
physical  characteristics,  but  also  because  of  its  contribution 
of  high  quality  protein,  the  minerals  potassium,  iron,  phos- 
phorous, sodium,  and  magnesium,  and  all  the  known  B 
vitamins. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINF 

LONTAB* 


relieves  allergy  all  day  or  all  night 

The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  12  hours. 

Special  outer  shell  releases  33  mg. 

Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 

1 8 mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

NOW  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (trjpetennamine  hydrochloride  CI6A) 

LONTABS®  (long-acting  tablets  CIBA) 

e/2S62HK  CIBA  SUMMIT.  N.  *1. 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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A COSA  COSA  COSA  COSA  C 

COSA^^^  COSA___  COSA_  COSA  COSA 

COSA  COSA  COSA  OOSA  C 

^COSA^^^  COSA^^^  COSA  COSA  COSA 

A COSA  COSA  COSA  COSA  C 


COSA 


COSA 


COSA 


COSA 


COSA 


COSA 


COSA  COSA  COSA  C 

COSA  COSA  COSA  COSA 

A COSA  COSA  COSA  COSA  C 

COSA  COSA  COSA  COSA  COSA 


IN  RESEARCH 


1.  HIGHEST  TETRACYCLINE  SERUM  LEVELS*  ^ 

2.  MOST  CONSISTENTLY  ELEVATED  SERUM  LEVELS* 

3.  SAFE  PHYSIOLOGIC  POTENTIATION  WITH  A NATURAL  HUMAN  METABOLITE 


AND  NOW  IN  PRACTICE 


4.  MORE  RAPID  CLINICAL  RESPONSE*  * ‘ 

5.  UNEXCELLED  TOLERATION*^*  * * ‘ 


A COSA  COSA  COSA  COSA  C 

COSA  COSA  COSA  COSA  COSA 

A COSA  COSA  COSA  COSA  O 


COSA-TETRAOYN' 


COSA-TETRASTATIN' 


cosa-tetracydin' 


glucosamine  potentiated  tetracycline 


CAPSULES  (black  and  white) 
250  mg.,  125  mg. 


glucosamine  potentiated  tetracycline 
with  nystatin 


glucosamine  potentiated  tetracyclihe. 
anal ges ic-a n tih i sta  m i ne  com  po u n d 


ORAL  SUSPENSION  (orange  flavored) 
2 oz.  bottle,  125  mg.  per  tsp.  (5  cc.) 


CAPSULES  .(black  and  pink) 

250  mg.  Cosa-Tetracyn  (with  250,000 
u.  nystatin) 


CAPSULES  (iblack  and  -orange) 
each  capsule  contains: 


PEDIATRIC  DROPS  (orange  flavored) 

10  cc.,  5 mg.  per  drop  (100  mg.  per  cc.) 
Calibrated  dropper 


ORAL  SUSPENSION  (orange-pineapple 
flavored)  2 oz.  bottle,  125  mg. 
Cosa-Tetracyn  (with  125,000  u. 
nystatin)  per  tsp.  (5  cc.) 


For  patients  susceptible  to 
mo  nilial  superin  feet  ion . 


Cosa-Tetracyn 
Phenacetini 
Caffeine 
Salicylamide 
Buclizine  HCi 

• Ahtibiotic 

• Analgesic 

• Antihistamine 


125  mg. 
120  mg. 
30  mg. 
1:53  m-g, 
15  mg. 


Science  for  the  world^s  well-being 


RElZEft  LARORATORIES 


pjvieion,  Chas.  Pflgor  Si  Co,,  jrtc,,  Brookly-n  6,  New  York: 


REFERENCES:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958,  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Ant.  -Med.  & Cii-n.  Therapy 
5:52  (Jan.)  1958.  3.  Walch,  E.:  Dent.  Med.  Wschr,  (April)  1956.  4.  Shalowitz,  M.:  Clin.  Rev,  1:25  (April)  1958,  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251 
(June)  1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M,  L.;  Sedlis,  A.,  BamfOrd,  J.,  and 
Bradley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H,:  Clin.  Rev.  1:15  (July)  1958, 


•Trademark 


A-53©S-7-8 
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of  infant  feeding 

Standard  one-formula  mixture 


Normal  infant  nutrition,  requires  approxi- 
mately 50  calories  per  pound  of  weight.  Caloric 
distribution  should  be  about  15%  from  pro- 
tein, 50%  from  carbohydrates  and  35%  from 
fat  as  formulated  for  the  mixtures  in  the 
tables  below. 


For  young  infants,  a favorable  hospital  for- 
mula consists  of  a milk  and  Karo  Syrup 
mixture,  isocaloric  with  human  milk,  e.g.  20 
calories  per  ounce. 

WHOLE  MILK  FORMULA 


FORMULA 

OZ. 

TOTAL 

CALORIES 

CARS. 

CAL. 

FAT 

CAL. 

PROT. 

CAL 

Whole  milk 

24 

480 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

Karo  Syrup 

IVz 

180 

45% 

— 

— 

EVAPORATED 

FORMULA 

MILK  FORMULA 

TOTAL 

OZ.  CALORIES 

CARS. 

CAL. 

FAT 

CAL. 

PROT. 

CAL. 

Evaporated  milk  11 

484 

5% 

36% 

14% 

Water 

22 

— 

— 

Karo  Syrup 

1V2 

180 

45% 

•- 

— 

An  infant  will  usually  take  2 to  3 ounces  more 
than  his  age  in  months  at  3 to  4 hour  intervals 
to  satisfy  his  appetite  and  nutritional  needs. 
It  is  psychologically  unwise  to  force  prescribed 
amounts.  Normally,  the  gain  in  weight  of  6 
to  8 ounces  a week  during  the  earlier  months 
gradually  diminishes  to  3 to  4 ounces  a week 
by  the  end  of  the  first  year.  The  standard 
one-formula  mixture  not  only  provides  ade- 
quate nutrition  when  vitamin  supplements 
are  added;  it  also  provides  educational  oppor- 
tunities to  prevent  feeding  problems. 


ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians —Book  of 

Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write:  Karo 
Infant  Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 


CORU  PRODUCTS  REFINING  COMPANY 
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vnii  i^u^OSA^tnt^ 


/ Oral  Suspension 


ff44 


erythromycin 


penicillin 


contro, 


NEW  YORK  17,  N.  Y/ 


•rsAoeiuiut 


effective 


well 

tolerated 


3 ^ 


wE 


CLINiCAt. 

RESULTS  adults 
Cured  172  (80%) 
Improved  28  (13%) 
Failure  17  (7%) 


all  Staph 
children  infections 
148  (89%)  71  (88%) 

8 (5%)  7 (9%) 

11  (6%)  3 (3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy* 
lococci  (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemoiytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  "antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicot.i 


Tap 

^chloramphenicol 

(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash -none 
Gastrointestinal — 
0.6%  (1  out  of  167) 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash -1.4% 

\ (3  out  of  217) 

Gastrointestinal — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactiims  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation. 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied;  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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running  noses 

and  open  stuffed  noses  orally 

Relief  in  minutes... lasts  for  hours 

In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
decongestion  is  often 
of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  timed-release  triaminic  Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 

Dosage:  1 tablet  in  the  morning,  mid-  Also  available:  Triaminic  Juvelets, 

afternoon,  and  in  the  evening,  if  needed.  To  timed-release,  half-dosage  tablets; 

be  swallowed  whole  to  preserve  the  timed-  Triaminic  Syrup,  for  children  and  those 

release  feature.  adults  who  prefer  a liquid  medication. 

■V  ■ 11® 

irisininic 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  « Peterborough,  Canada 


nately,  th^'^period  of 
followed  by  a phase 


Each  timed-release  tablet 
keeps  the  nasal  passages  clear 
for  6 to  8 hours  — 
provides  around-the-clock’* 
freedom  from  congestion 
on  just  three  tablets  a day 

first— the  outer  layer  dissolves 


disintegrates  to  give  3 to  4 
more  hours  of  relief 
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Raise  the  Pain  Threshold 


WITH  MAXIMUM  SAFE  ANALGESIA 


Phepaphen  w^^Codeme  provides 
mtensified  (isod^ee  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphinp  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  -~ 

PHENAPHiN  NO.  2 

Phenaftfjen  with  Codeine  Phosphate  V*  gr.  (16.2  mg.) 

PHiNAPHiN  NO.  3 

Plienaphen  with  Codeine  Phosphate  % gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 
Also  •— 

PHENAPHEN  In  Mcli  eapswie 

Acetylsalicylic  Acid  2%  gr.  . (162  mg.) 

Phenacetin  3 gr.  .......  (194  mg.) 

Phenobarbita!  % gr.  .....  (16.2  mg.) 

Hyoscyamine  sulfate  .....  (0.081  mg.) 


V ■■ 


uns 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1 878 
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imo-- 


— and  a glass 
of  beer,  with 
your  consent, 
^or  a morale- 
booster 


A few  suggestions  on  how  to  give  your 
patient  a diet  he  can  ‘‘stick  to” 

Low-Purine  Diet 


• A tasty  casserole  of  eggplant  and  tomato 
layered  alternately  with  cottage  cheese  makes  a 
satisfying  entree.  Fresh  vegetables  like  string 
beans  and  beets  may  be  served  with  a subtle 
dash  of  lemon  juice.  Oyster  stew  can  be  creamy 
without  cream  when  milk  is  bolstered  with  dry 
skim  milk  powder. 

Tuna-burgers  nestle  nicely  in  a nest  of  noodles. 


Ham  ’n  egg  rolls  come  hot  with  scrambled  eggs, 
cold  with  egg  salad.  Fruits  and  gelatins  make  ex- 
cellent desserts  and  are  easy  to  prepare.  Corn 
or  rice  flakes  do  just  as  well. 

And  with  a glass  of  beer*  — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*pH — 4.3  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 
If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue.  New  York  17,  N.  Y; 
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you  and  your  patient 

can  see  the  improvement 


with 


• prednisolone  effectively  checks 
inflammation  and  allergy 

- sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 

* addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 

also  assures  sustained  therapeutic  action  during  the  night 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 


METIMYD 


Ophthalmic  Suspension 

prednisolone,  0.5%, 

plus  sulfacetamide  sodium,  10% 

Ointment  with  Neomycin,  0.25^ 


MM-J-t78 


Provides  therapeutic  quantities  of  all  known  Irematinic  factors 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximum  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’ daily  produce  a standard  re- 
sponse in  the  average  uncomplicated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 

ELI  LILLY  AND  COMPANY  • I 


iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’ formula  enhances  (does  not 
inhibit)  vitamin  B12  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

*'Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factcr. 
Lilly) 

INDIANAPOLIS  6,  INDIANA,  U.S.A. 

8t9053 
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Practicing  Physicians’ 
Role  in  School  Health 


Schools  now  re-open  in  most  communities 
and  the  health  problems  as  well  as  the  educa- 
tional problems  of  the  school-age  child  come 
up  for  serious  consideration  by  responsible 
individuals.  Most  communities  have  some 

form  of  a School 
Health  Program. 
The  best  ones  are 
found  where  lo- 
cal physicians 
have  cooperated  with  school  personnel  and 
others  in  formulating  sound  principles  and 
practices. 

The  School  Health  Program  safeguards 
the  pupil’s  health  in  much  the  same  way  that 
an  industrial  health  program  benefits  the 
worker.  In  most  cases  neither  is  planned  as 
a complete  program  of  medical  care  but, 
rather,  to  complement  the  medical  care 
which  each  individual  should  obtain  from  his 
private  physician. 

A well-balanced  School  Health  Program 
can  offer  the  following  benefits: 

Health  protection — on  the  school  prem- 
ises. 

1.  Against  improper  sanitation,  lighting, 
ventilation,  etc. 

2.  Against  faulty  or  unsafe  equipment  for 
buildings  or  playgrounds. 

3.  Against  the  dangers  of  impaired  health 
of  school  personnel. 

Health  education — the  fundamentals  of 
personal  and  community  health  practices  can 
be  taught  along  with  the  “3  R’s.” 

1.  If  teachers  have  been  adequately  pre- 
pared in  this  field. 

2.  If  they  get  adequate  counsel  and  in- 
service  instruction  from  members  of  the 
health  professions  in  the  community. 

3.  If  the  health  literature  used  or  distrib- 
uted in  the  school  has  been  carefully  re- 
viewed and  approved. 

This  health  education  may  influence  other 
members  of  the  family. 

Health  services — in  limited  form. 

1.  To  supply  sensible  first  aid  and  refer- 
ral for  subsequent  medical  care. 


2.  To  detect  and  report  any  defects  in 
vision,  hearing,  and  personality,  etc.,  noted 
from  daily  observation  in  the  classroom. 

3.  To  develop  some  form  of  simplified 
health  record  which  can  express  the  pupil’s 
health  status  as  the  “report  card”  expresses 
his  educational  status. 

4.  To  encourage  parents  to  obtain  medical 
care  for  the  correction  of  defects  and  the  im- 
provement of  their  children’s  health. 

This  year,  as  in  the  past,  the  American 
Medical  Association  and  State  medical  so- 
cieties are  urging  each  local  medical  group  to 
give  leadership  and  assistance  in  developing 
a sound  community  School  Health  Program. 
Jack  D.  Bartholomew,  M.D., 
Chairman,  School  Health  Committee, 
Colorado  State  Medical  Society. 
John  A.  Lichty,  M.D., 

Pediatric  Consultant, 

Colorado  State  Department  of  Public 
Health. 


Zxs  THE  ANNUAL  American  Medical  Educa- 
tion Foundation  drive  gets  under  way  and 
Rocky  Mountain  physicians  are  again  asked 
to  contribute  to  the  nation’s  medical  schools, 
it  is  timely  to  review  briefly  the  tremen- 
dously important  role 

AMEFandthe  ‘he  AMEF  has 

played  m furthering 
Medical  Schools  medical  education  in  this 
country.  All  of  us  who 
have  been  through  medical  school  are  aware 
of  the  fact  that  the  process  is  an  expensive 
one,  in  both  time  and  money.  What  is  prob- 
ably not  realized  is  that  the  complexity  of 
operation  of  a first-class  medical  school  has 
now  reached  the  point  where  the  annual  bud- 
get necessary  to  accomplish  the  desired  end 
has  reached  an  extremely  high  figure.  The 
universities  in  this  country  which  include 
medical  schools  among  their  educational  pro- 
grams now  devote  30  to  40  per  cent  of  their 
total  budgets  to  this  single  enterprise,  not- 
withstanding the  fact  that  the  medical  school 
may  have  a total  enrollment  of  only  5 to  10 
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per  cent  of  that  of  the  whole  university.  Fur- 
ther, although  the  medical  student  often  pays 
higher  tuition  than  any  other  of  his  peers,  his 
contribution  usually  is  less  than  one-fifth  of 
the  cost  of  his  education. 

The  rapid  advances  in  medical  science 
and  research  have  brought  priceless  benefits 
to  all  of  us,  and  none  of  us  would  want  to  see 
this  progress  altered  or  slowed  in  the  slight- 
est degree;  neither  would  we  want  to  see 
American  medical  education  lose  its  place  of 
leadership  nor  deviate  from  its  dedication  to 
excellence  which  has  led  to  this  leadership. 
There  is  no  alternative,  therefore,  except  to 
meet  realistically  and  effectively  the  finan- 
cial needs  of  the  nation’s  medical  schools,  all 
of  which,  public  or  private,  at  present  face 
serious  monetary  problems. 

In  recent  years  two  sources  of  help  have 
been  of  great  importance  in  helping  medical 
schools  meet  the  challenge  before  them. 
These  are,  respectively,  the  AMEF,  repre- 
senting largely  support  by  physicians,  and 
the  National  Fund  for  Medical  Education, 
supported  by  industry.  Both  have  been  in- 
creasingly active  in  providing  unrestricted 
funds  to  medical  schools,  funds  which  have 
made  it  possible  to  solve  successfully  a num- 
ber of  vital  problems,  among  which  the  fol- 
lowing are  examples: 

1.  Purchase  of  seriously  needed  teaching 
equipment. 

2.  Improvement  of  faculty  salaries,  par- 
ticularly for  younger  staff  members. 

3.  Student  aid — loans  or  scholarships. 

4.  Improvement  of  library  facilities. 

5.  Attracting  distinguished  visiting  scien- 
tists for  lectures  and  clinics. 

6.  Support  of  research. 

The  AMEF  offers  a means  whereby  each 
of  us  who  are  physicians  can  actively  support 
the  medical  schools  of  our  country  and,  in 
so  doing,  acknowledge  to  some  extent  the 
debt  we  owe  to  the  universities  which  made 
it  possible  for  us  to  pursue  medical  careers. 
If  he  wishes,  the  AMEF  donor  may  designate 
his  gift  for  his  own  alma  mater  or  for  another 
school  in  which  he  has  special  interest.  Con- 
tributions which  are  not  specifically  ear- 
marked are  pooled  and  distributed  to  all  the 
schools  on  the  following  basis:  a uniform  gift 
is  made  to  each  school  and  each  school  also 


receives  an  award  based  on  the  number  of 
students  enrolled. 

AMEF  gifts  to  medical  schools  are  unre- 
stricted and  thus  are  of  particular  value  be- 
cause they  afford  a means  of  meeting  acute 
needs  for  which  no  other  source  of  support  is 
readily  available. 

The  University  of  Colorado  School  of 
Medicine  has  benefited  greatly  from  the  loyal 
support  of  its  alumni  and  other  physicians 
in  Colorado  and  elsewhere.  We  at  this  school 
are  grateful  for  this  vital  aid,  just  as  are  the 
University  of  Utah  School  of  Medicine  and 
the  other  medical  schools  across  the  United 
States  which  have  been  similarly  favored, 
and  we  are  pleased  to  have  this  opportunity 
to  express,  for  ourselves  and  all  other  medi- 
cal schools,  our  sincere  appreciation. 

Robert  J.  Glaser,  M.D., 

Dean, 

University  of  Colorado 
School  of  Medicine. 
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Conquest  of 
Tuberculosis 


ORTALITY  FROM  TUBERCULOSIS  fell  from 

over  70  per  cent  between  1949  and  1956 — 
25.5  to  7.6  per  100,000  population.  Such  sta- 
tistics must  not  lull  us  into  a false  sense  of 
security.  There  are  probably  250,000,  or  150 
per  100,000  population, 
cases  of  active  tubercu- 
losis in  the  U.  S.  Only  60 
per  cent  are  known  to 
public  health  authorities, 
making  about  100,000  unidentified  active 
cases  of  the  disease. 

The  U.  S.  Public  Health  Service  has  em- 
phasized the  importance  of  these  facts  espe- 
cially where  the  cases  are  chiefly  concen- 
trated in  low  income  groups,  itinerant 
workers,  institutional  patients  and  employees, 
and  people  known  to  be  exposed  to  the 
disease.  Let  us  not  forget  to  encourage  gen- 
eral physical  examinations  in  apparently 
well  people,  public  health  education,  and 
periodic  chest  x-rays,  especially  where  case 
finding  is  still  urgently  indicated.  Thus  far, 
education,  case  finding,  and  isolation  are 
more  promising  than  results  from  anti-tuber- 
culosis dmgs.  With  great  reduction  in  inci- 
dence of  the  “Great  White  Plague”  hope  is 
high,  as  with  poliomyelitis,  that  the  disease 
will  one  day  be  only  of  historic  importance. 
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Incidence  of  Q fever  antibodies  in  Utah 

Carl  H.  Blank,  M.S..  Russell  S.  Fraser,  M.S.,  and  W.  Whitney  Smith,  Ph.D.,  Logan,  Utah* 


A disease  that  rately  ejiters  our  thoughts 
in  the  differential  diagnosis  of  flu  and 
G.I.  u])sets  is  now  found  to  be 
surprisingly  prevalent,  serologically  at 
least,  in  the  heart  of  our  Rocky 
Mountain  empire. 


Since  Q fever  was  first  described  by  Derrick 
in  1937,  following  an  outbreak  among  slaugh- 
terhouse workers  in  Brisbane,  Australia,  the 
disease  has  been  recognized  in  many  parts  of 
Europe  and  the  United  States.  Although  Q 
fever,  or  ticks  infected  with  Coxiella  hurneti, 
have  been  found  in  the  states  of  Arizona, 
California,  Idaho,  Montana  and  Wyoming,  no 
cases  had  been  reported  in  Utah  prior  to 
1956.  One  case  was  reported  that  year.  Feel- 
ing that  the  disease  may  be  present  in  Utah 
but  not  recognized  because  of  its  lack  of 
pathognomonic  symptoms,  it  was  decided  to 
conduct  a serologic  survey  to  determine  if 
complement-fixing  antibodies  against  Coxi- 
ella hurneti  were  present  in  blood  specimens 
from  persons  residing  in  Utah,  and  if  present, 
their  incidence  in  various  geographic  areas 
of  the  state. 

The  majority  of  the  specimens  examined 
in  this  study  were  submitted  to  the  Bureau 


*Mr.  Blank  is  a Senior  Serologist  for  the  Bureau  of  Labora- 
tories, Utah  State  Department  of  Health.  He  received  the 
degree  of  Master  of  Science  in  Bacteriology  from  Utah  State 
University,  Logan,  Utah,  in  June  of  1957.  This  paper  is  from 
the  thesis  written  in  partial  fulfillment  of  the  requirements 
for  that  degree.  A summary  of  the  results  reported  was  pre- 
.'ented  at  the  Spring  meeting  of  the  Intermountain  Branch, 
Society  of  American  Bacteriologists.  Mr.  Fraser  is  the  Di- 
rector, Bureau  of  Laboratories,  Utah  State  Department  of 
Health.  He  is  also  a Special  Assistant  Professor  at  Utah  State 
University.  Dr.  Smith  is  Professor  and  Head  of  the  Depart- 
ment of  Bacteriology  and  Public  Health,  Utah  State  Uni- 
versity. 
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of  Laboratories  of  the  Utah  State  Depart- 
ment of  Health  for  serologic  tests  for  syphilis. 
A secondary  source  of  sera  was  the  American 
Red  Cross  blood  donor  service,  obtained  from 
the  Epidemiology  and  Ecology  Division  of 
Dugway  Proving  Grounds.  The  Kolmer  Com- 
plement fixation  technic  was  used  through- 
out the  study.  Q fever  antigen  was  supplied 
by  the  Rocky  Mountain  Laboratory,  Hamil- 
ton, Montana.  Commercially  prepared  lyo- 
philized  complement  was  reconstituted  and 
used  according  to  the  manufacturer’s  instruc- 
tions. 

Results 

Results  of  this  survey  are  summarized  in 
Table  1.  Table  1 shows  that  the  percent- 
age of  positive  specimens  for  the  twenty- 
nine  counties  ranged  from  0.00-7.74  per  cent. 
Average  for  the  entire  state  was  1.71  per  cent. 
One  of  the  most  interesting  facts  revealed 
was  that  a portion  of  the  state  representing 
only  about  13  per  cent  of  the  population  pro- 
duced 68  per  cent  of  the  reactors.  This  was 
chiefly  the  southwestern  part  of  the  state. 

Of  119  questionnaires  sent  out  as  a follow- 
up on  reactors,  sixty-three  were  returned. 
Twenty  of  these  contained  insufficient  in- 
formation to  evaluate.  Of  forty-three  which 
could  be  evaluated,  93  per  cent  implicated 
raw  milk  or  farm  animals.  Furthermore,  55 
per  cent  showed  the  person  involved  was 
using  raw  milk  at  the  time  of  the  survey. 

Discussion 

Although  a 1 per  cent  sample  of  each 
county’s  population  was  originally  planned, 
actual  per  cent  varied  for  one  of  three  rea- 
sons: 1.  The  source  of  specimen  was  not 
finally  determined  until  the  tests  on  the 
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TABLE  1 

Distribution  of  positive  serologic  reactors  to 
Q fever  in  Utah  by  county,  in  decreasing 
order  of  incidence. 


County 

Est. 

population 

No. 

tested 

% 

pop. 

No. 

pos. 

% 

pos. 

Sevier  

12,885 

155 

1.20 

12 

7.74 

Iron  

10,481 

217 

2.07 

16 

7.37 

Sanpete  

14,451 

121 

.84 

8 

6.61 

Kane  

2,465 

73 

2.96 

4 

5.48 

Washington 

....  10,620 

259 

2.44 

13 

5.02 

Wayne  

. ....  2,358 

22 

.93 

1 

4.55 

Garfield  ..  . 

4,424 

45 

1.02 

2 

4.44 

Carbon  

26,703 

711 

2.66 

24 

3.37 

Wasatch  .... 

5,973 

73 

1.22 

2 

2.60 

Summit  

7,165 

97 

1.35 

2 

2.06 

Duchesne 

8,833 

147 

1.66 

3 

2.04 

Millard  

10,030 

124 

1.24 

2 

1.61 

Juab  

6,305 

68 

1.08 

1 

1.47 

Beaver  

5,234 

144 

2.75 

2 

1.38 

San  Juan  . 

5,759 

76 

1.32 

1 

1.32 

Davis  

34,237 

234 

.68 

3 

1.28 

Weber  

91,384 

553 

.61 

5 

0.90 

Utah  

88,926 

489 

.55 

4 

0.82 

Uintah  

11,179 

251 

2.25 

2 

0.80 

Cache  

35,990 

341 

.95 

2 

0.58 

Box  Elder  .. 

21,202 

213 

1.01 

1 

0.47 

Salt  Lake  .. 

297,038 

2,080 

.70 

8 

0.38 

Tooele  

16,041 

314 

1.96 

1 

0.32 

Daggett  

378 

10 

2.65 

0 

0.00 

Emery  

6,642 

57 

.86 

0 

0.00 

Grand  

2,001 

23 

1.15 

0 

0.00 

Morgan  

2,706 

32 

1.18 

0 

0.00 

Piute  

2,010 

21 

1.04 

0 

0.00 

Rich  

1,760 

2 

.11 

0 

0.00 

Totals  

745,180 

6,952 

.93 

119 

1.71 

specimen  had  been  completed.  2.  When  a 
significant  number  of  specimens  had  been 
examined  and  a definite  trend  established 
from  the  more  populous  counties,  tests  were 
discontinued.  3.  Some  counties  had  no  physi- 
cians submitting  blood  to  the  State  Health 
Department.  Although  a few  tests  were  run 
on  patients  from  these  counties,  not  enough 
were  obtained  to  have  value  in  a survey  of 
this  type. 

The  majority  of  the  serums  were  from  a 
portion  of  the  population  that  would  be  con- 
sidered “healthy,”  because  many  specimens 
came  from  potential  blood  donors,  applicants 
for  marriage  licenses,  pre-employment  physi- 
cals, and  pregnant  women. 

During  the  course  of  this  study,  Uintah 
County  was  surveyed  on  a large  scale  by  the 


State  Health  Department.  Q fever  data  from 
this  survey  were  maintained  independent 
of  the  main  Q fever  survey.  A total  of  3,407 
blood  samples  from  Uintah  County  were 
tested.  They  represented  an  additional  30.48 
per  cent  of  the  population  of  Uintah  County. 
Twenty-five  positive  tests  were  found.  The 
incidence  in  this  special  study  was  0.73  per 
cent,  which  compares  favorably  with  the 
0.80  per  cent  incidence  recorded  in  Table  1 
for  Uintah  County. 

If  the  per  cent  reactivity  for  the  survey 
is  projected  into  the  entire  population  of  the 
state,  the  real  public  health  importance  of  Q 
fever  in  Utah  may  be  seen. 

To  illustrate,  if  eight  of  2,080  persons 
tested  in  Salt  Lake  County  showed  antibodies 
against  Q fever,  one  might  speculate  that 
almost  1,100  persons  in  the  county  have  been 
infected.  The  dispersion  of  persons  infected 
can  be  seen  even  in  those  counties  which 
actually  had  a low  incidence  of  reactors. 

When  a county  such  as  Sevier  with  a re- 
activity rate  of  7.74  per  cent  is  encountered, 
one  wonders  why  actual  cases  from  this  area 
were  not  reported,  especially  after  noting 
that  in  1948  a survey  of  1,238  slaughterhouse 
workers  in  Fort  Worth,  Texas,  showed  8.0 
per  cent,  or  almost  100,  to  have  serum  anti- 


Fig.  1.  Distribution  of  Q fever  in  Utah,  1956. 
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bodies  for  Q fever.  And  this  was  in  a special- 
ized occupational  group! 

Piute  County  presents  a special  problem. 
No  human  serum  tested  from  Piute  County 
showed  complement  fixing  antibody  for  Q 
fever.  No  full  time  physician  lives  in  Piute 
County.  Samples  from  that  area  had  to  be 
obtained  when  physicians  from  Sevier  Coun- 
ty held  clinics  in  Piute  and  submitted  blood 
specimens  to  the  Richfield  Branch  Labora- 
tory. However,  about  1 per  cent  of  the  popu- 
lation was  tested,  and  not  a single  reactor 
was  found.  This  seems  remarkable  since 
neighboring  counties  showed  high  rates  of 
reactivity  among  their  populations. 

Conclusions 

The  accumulated  data  suggest  that  Q 
fever  either  has  been  widespread  in  certain 
portions  of  Utah,  or  that  it  is  in  the  process 
of  spreading.  The  high  incidence  in  some 
counties  of  persons  having  complement  fix- 
ing antibodies  in  their  blood  points  to  a prob- 
lem of  public  health  significance. 

With  the  exception  of  Piute  County,  an 


almost  unbroken  “belt”  can  be  drawn  from 
southwestern  Utah  into  the  central  portion 
of  the  state.  This  belt  includes  Washington, 
Kane,  Iron,  Garfield,  Wayne,  Sevier,  and 
Sanpete  counties.  Even  in  those  counties 
showing  a relatively  low  incidence  of  Q fever 
antibodies,  a projected  estimate  of  persons 
infected  shows  that  large  numbers  of  persons 
have  been  exposed  to  Q fever. 

Summary 

An  attempt  was  made  to  show  the  inci- 
dence and  distribution  of  Q fever  in  Utah. 
A complement  fixation  test  for  Q fever  was 
performed  on  serums  sent  to  the  Utah  State 
Department  of  Health,  Bureau  of  Labora- 
tories, for  routine  syphilis  serology.  Of  the 
serums  tested,  1.71  per  cent  showed  antibody 
for  Q fever. 

In  some  counties,  the  reactive  serums  ex- 
ceeded 7.0  per  cent  of  the  specimens  tested 
(based  on  an  approximately  1 per  cent 
sample  of  the  population) . Q fever  was 
shown  to  be  a disease  having  public  health 
importance  in  Utah.  • 


Primarwtumors  of  the  small  intestine* 

William  H.  Edwards,  M.D.,  and  H.  William  Scott,  Jr.,  M.D.,  Nashville,  Tennessee 


Although  rare,  primary  tumors  of  the 
small  boicel  are  important  since  two-thirds 
are  malignant.  Both  the  usual  and 
unusual  findings  are  presented  with 
illustrative  case  histories. 


It  is  an  impressive  fact  that  the  small  in- 
testine averages  twenty-two  feet  in  length 
and  constitutes  75  per  cent  of  the  alimentary 
tract,  yet  according  to  Ewings  harbors  only 
4 per  cent  of  all  gastro-intestinal  neoplasms. 

‘From  the  Department  of  Surgery,  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tennessee.  Presented  at  the 
62nd  Annual  Scientific  Meeting,  Utah  State  Medical  Associa- 
tion, September  5,  1957. 
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Nevertheless,  an  interesting  group  of  lesions 
originate  in  the  small  bowel.  In  a review  of 
the  world  literature  from  1858  to  1939  Shal- 
low^®, et  al.,  collected  data  from  137,174 
autopsies,  among  which  there  were  134  car- 
cinomas of  the  small  bowel,  an  incidence  of 
0.098  per  cent.  There  was  approximately  one 
carcinoma  of  the  small  bowel  per  thirty-six 
carcinomas  of  the  colon.  According  to  Mc- 
Comb  and  Pridgen^  there  have  been  1,350 
carcinomas  of  the  small  bowel  reported,  of 
which  615  were  in  the  duodenum,  683  in  the 
Jejunum  and  ileum  and  fifty-two  cases  in 
which  the  location  was  not  stated.  Sarcomas 
are  seen  much  less  frequently.  Horsley  and 
Means-  in  1955  were  able  to  find  only  108 
leiomyosarcomas  of  small  intestinal  origin. 
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Fibrosarcoma,  lymphosarcoma  and  other 
varieties  of  sarcoma  are  even  less  common. 
The  occurrence  of  carcinoid  tumor  parallels 
the  distribution  of  the  Kultschitzky  cells, 
which  are  most  common  in  the  appendix  and 
progressively  less  frequent  in  the  lower 
ileum,  jejunum  and  duodenum.  In  1956  River, 
Silverstein  and  Tope®  reviewed  1,399  cases 
of  various  benign  tumors  of  the  small  bowel. 
More  than  three-fourths  of  these  benign  tu- 
mors were  adenomas,  polyps,  lipomas,  my- 
omas and  fibromas. 

The  admission  to  our  service  within  a 
relatively  short  period  of  time  of  several 
patients  with  small  bowel  tumors,  each  of 
whom  presented  a different  symptom  com- 
plex, aroused  our  interest  in  the  subject. 
Thirty-one  primary  tumors  of  the  small 
bowel  were  found  among  245,046  admissions 
to  all  services  at  the  Vanderbilt  University 
Hospital  since  1925.  Four  small  intestinal 
tumors  among  6,021  general  autopsies  oc- 
curred during  this  same  period.  All  patients 
with  carcinoma  of  the  ampulla  of  Vater  were 
excluded  from  this  series.  Since  the  patients 
presented  a wide  variety  of  symptoms  and 
signs,  an  attempt  has  been  made  to  correlate 
presenting  complaints  and  the  pathologic 
process  which  was  present. 

Clinico-pathologic  features 

An  analysis  of  the  thirty-one  tumors  re- 
veals that  eight  were  sarcomas  of  various 
types,  seven  were  carcinomas,  and  five  were 
carcinoid.  Eight  benign  polyps  and  three 
leiomyomas  were  listed  among  the  benign 
tumors.  The  tumors  were  fairly  evenly  dis- 
tributed throughout  the  course  of  the  small 
intestine,  although  eleven  were  found  in  the 
duodenum.  Three  additional  carcinoids  and 
an  adenoma  were  found  incidentally  at 
autopsy. 

Failure  to  have  a classic  symptom  com- 
plex was  the  rule  rather  than  the  exception. 
Abdominal  pain,  nausea  and  vomiting  were 
the  most  frequent  complaints,  but  even  these 
occurred  in  only  about  half  of  the  patients. 
Weight  loss,  present  in  82  per  cent  of  Strohl’s 
series  of  twenty-eight  cases  of  small  bowel 
tumors”  was  present  in  only  42  per  cent  of 
our  patients.  Helena,  intestinal  obstruction 
and  change  in  bowel  habits  with  either  diar- 


rhea or  constipation  were  the  other  symp- 
toms occurring  in  this  series. 

Anemia  occurred  as  frequently  in  benign 
as  in  malignant  cases,  but  was  present  in 
only  eight  or  25  per  cent  of  the  group.  The 
presence  of  a palpable  abdominal  mass  was 
twice  as  common  in  the  malignant  cases  as 
in  the  benign  lesions.  The  presence  of  ab- 
dominal distention,  indicating  partial  or 
complete  small  bowel  obstruction,  was  the 
most  frequent  physical  finding. 

Depending  somewhat  on  the  cell-type, 
these  tumors  inflict  damage  to  the  intestine 
and  to  the  patient  by  several  varieties  or 
patterns  of  growth.  The  tumors  may  grow 
submucosally,  eventually  producing  ulcera- 
tion of  the  mucosa  with  chronic  intestinal 
bleeding.  Intraluminal  growths  may  cause 
obturative  obstruction  or  whether  peduncu- 
lated or  not,  may  produce  intussusception. 
Annular  constricting  lesions  produce  obstruc- 
tion by  compromise  of  the  lumen  of  the 
bowel  in  a manner  identical  with  carci- 
noma of  the  left  colon.  Intramural  growths, 
especially  the  sarcomas,  may  produce  little 
in  the  way  of  gastro-intestinal  symptoms 
until  a sizable  mass  is  present.  Their  prin- 
cipal symptoms  are  often  the  constitutional 
changes  so  commonly  associated  with  vis- 
ceral cancer  in  general. 

Analysis  of  the  clinical  material  in  this 
series  yielded  the  information  that  several 
specific  clinical  syndromes,  depending  on 
location  and  type  of  tumor,  were  quite  prom- 
inent. 

Obstruction 

Eleven  of  the  tumors  in  this  series  oc- 
curred in  the  duodenum.  Over  half  of  these 
patients  presented  with  signs  and  symptoms 
suggestive  of  a high  obstruction,  which  was 
usually  felt  to  be  pyloric  obstruction  on 
clinical  grounds.  Two  brief  summaries  will 
serve  to  illustrate  this  point. 

Case  1.  A 79-year-old  retired  professor  was  ad- 
mitted with  a six-day  history  of  nausea  and 
vomiting  unassociated  with  weight  loss  or  pain. 
The  patient  had  always  considered  himself  to  be 
in  good  health,  and  had  no  previous  symptoms 
referable  to  the  gastro-intestinal  tract.  A GI 
series  was  obtained  which  revealed  a filling  defect 
in  the  second  portion  of  the  duodenum.  The 
patient  was  explored  and  found  to  have  a mass 
as  visualized  in  the  duodenum  without  evidence 
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of  metastasis.  A limited  resection  was  performed. 
Histologically  this  proved  to  be  an  adenocarci- 
noma and  the  patient  expired  with  cardiovascular 
complications  in  the  immediate  postoperative 
period. 

Case  2.  A 46-year-old  white  female  was  admit- 
ted with  a three-month  history  of  cramping  peri- 
umbilical pain,  nausea  and  vomiting  without  other 
gastro-intestinal  symptoms.  Barium  studies  re- 
vealed obstruction  present  in  the  third  portion  of 
the  duodenum.  Exploration  revealed  an  annular 
constricting  lesion  which  was  resectable.  This 
proved  to  be  an  adenocarcinoma  on  microscopic 
examination.  This  patient  was  re-explored  eight 
months  later  and  found  to  have  widespread  me- 
tastases.  The  patient  expired  seventeen  months 
after  the  original  procedure. 

These  two  duodenal  carcinomas,  one  poly- 
poid, the  other  constricting,  forced  their 
hosts  to  seek  medical  attention  because  of 
symptoms  of  high  intestinal  obstruction.  The 
symptoms  were  produced  by  encroachment 
on  the  lumen  of  the  bowel  in  an  area  which 
is  more  fixed  than  any  other  site  in  the  small 
intestine.  Aid  was  sought  fairly  early  in  both 
cases.  In  addition  to  these  two  instances, 
there  were  four  additional  cases  among  the 
seven  small  bowel  carcinomas  which  pre- 
sented with  a constricting  type  of  obstruc- 
tion with  symptoms  of  relatively  short  dura- 
tion. Of  the  whole  group  of  thirty-one  pa- 
tients, fourteen  presented  with  obstructive 
symptoms. 

Intussusce  ption 

As  opposed  to  the  constricting  type  of 
lesion  causing  obstruction,  intussusception 
was  generally  produced  by  the  polypoid  va- 
riety of  tumor  located  in  a mobile  segment 
of  bowel  which  could  easily  telescope  on 
itself.  Except  for  a six-month-old  infant  with 
symptoms  of  only  a few  hours’  duration, 
patients  with  intussusception  in  this  series 
had  had  complaints  for  months  to  years, 
some  of  which  had  been  considered  psycho- 
somatic by  many  different  examiners. 

Case  3.  A 14-year-old  white  female  was  ad- 
mitted in  shock  with  signs  and  symptoms  of  an 
acute  abdomen  and  evidence  of  intestinal  obstruc- 
tion. The  patient  gave  a past  history  of  bouts  of 
cramping  abdominal  pain  of  eight  years’  duration 
and  intermittent  nausea  and  vomiting  of  three 
years’  duration.  Her  story  had  been  so  unimpres- 
sive to  her  attending  physicians  that  neither  a 
GI  series  nor  any  other  elements  of  an  “abdominal 
pain  work-up”  had  ever  been  obtained,  although 
psychiatric  study  had  been  extensive.  At  laparot- 


omy she  was  found  to  have  a gangrenous  jejunal 
intussusception  with  two  adenomatous  polyps  as 
the  leading  point.  Resection  of  several  feet  of 
jejunum  was  necessary.  Since  operation  the  pa- 
tient has  ceased  to  have  symptoms  and  seems  to 
be  making  a much  better  social  adjustment. 

Case  4.  A 10-year-old  white  male  was  admitted 
because  of  bouts  of  nausea,  vomiting  and  cramp- 
ing abdominal  pain  of  three  months’  duration.  On 
examination  there  was  a mass  in  the  right  upper 
quadrant.  X-rays  revealed  an  intussusception.  At 
operation  it  was  found  that  there  was  a large 
intramural  tumor  of  the  terminal  ileum  extend- 
ing to  the  ileo-cecal  valve  and  acting  as  a leading 
point  for  the  intussusception.  Resection  of  terminal 
ileum  and  right  colon  was  done.  Histologically 
this  lesion  proved  to  be  lymphosarcoma.  The 
patient  received  deep  radiation  therapy  but  ex- 
pired within  two  years. 

Case  5.  A 52-year-old  colored  male  with  signs 
and  symptoms  of  acute  intestinal  obstruction  of 
three  days’  duration,  gave  a history  of  similar 
recurring  episodes  for  twelve  months,  none  of 
which  had  been  as  severe  or  lasted  as  long  as 
the  presenting  episode.  At  exploration  he  was 
found  to  have  an  intussusception  of  his  midileum 
with  a large  intraluminal  tumor  as  the  leading 
point.  A metastatic  mass  was  also  present  in  the 
mesentery.  A resection  of  bowel  and  mesentei’y 
was  effected.  After  considerable  deliberation  the 
tumor  was  diagnosed  by  the  pathologist  as  an 
endothelial  sarcoma.  The  follow-up  period  has 
not  been  of  sufficient  extent  to  be  of  significance. 

The  first  of  these  cases  serves  to  illustrate 
that  a histologically  benign  disease  can  have 
a malignant  effect  on  the  patient  until  diag- 
nosed and  the  proper  treatment  applied.  Both 
benign  and  malignant  tumors  of  small  bowel 
can  produce  intussusception  which  may  be  of 
either  the  acute  or  chronic  variety.  Eight  of 
the  fourteen  patients  with  obstructive  symp- 
toms were  found  to  have  intussusception. 

Cachexia  and  abdominal  mass 

Another  presenting  syndrome  seen  in  this 
series  of  patients  includes  the  individual  with 
systemic  evidence  of  a debilitating  malignant 
condition  and  an  unsuspected  mass  in  the 
abdomen  on  physical  examination.  In  this 
group  the  results  have  been  generally  disap- 
pointing and  palliation  has  sometimes  been 
impossible. 

Case  6.  A 50-year-old  white  male  was  admitted 
to  Vanderbilt  Hospital  with  an  eight-month  his- 
tory of  malaise,  weakness,  weight  loss  of  twenty 
pounds  and  a large  abdominal  mass.  A limited 
exploration  without  satisfactory  establishment  of 
diagnosis  had  been  performed  elsewhere.  At  the 
time  of  re-exploration  he  was  found  to  have  a 


for  September,  1958 


33 


tremendous  ovoid  intramural  tumor  arising  from 
the  jejunum  just  distal  to  the  ligament  of  Treitz, 
filling  the  abdomen  and  pelvis  and  extending  for 
some  five  or  six  inches  along  the  jejunum,  at 
which  point  the  distal  bowel  emerged  from  the 
mass.  Because  of  invasion  of  the  superior  me- 
senteric vessels  resection  was  not  possible  and 
only  biopsy  was  obtained.  The  tumor  was  diag- 
nosed as  a fibrosarcoma  with  lipomatous  elements 
present.  The  patient  died  two  months  after  the 
laparotomy. 

This  intramural  tumor  attained  tremendous 
size,  produced  severe  constitutional  changes,  but 
at  no  time  encroached  enough  on  the  lumen  of 
the  bowel  to  give  an  acute  obstructive  picture. 

Case  7.  A 50-year-old  white  male  presented 
himself  with  weight  loss  of  twenty-five  pounds, 
intermittent  diarrhea  and  melena  of  about  eight 
months’  duration.  On  examination  there  was  a 
tender  mass  in  the  mid-abdomen.  A GI  series 
showed  a barium-filled  mass  in  continuity  with 
the  upper  jejunum,  interpreted  as  most  likely 
representing  the  site  of  perforation  of  a malignant 
tumor.  At  exploration  he  was  found  to  have  a 
large  jejunal  mass  with  a perforation.  There  was 
evidence  of  mesenteric  metastases  at  the  time  of 
surgery.  A palliative  resection  was  done  but  the 
patient  expired  in  the  early  postoperative  period. 
Histologically  this  tumor  was  a leiomyosarcoma. 

These  cases  indicate  that  small  bowel 
tumors,  as  malignant  tumors  elsewhere,  may 
present  with  debilitating  constitutional  symp- 
toms without  specific  manifestations  of  lo- 
calized intestinal  disease.  Sarcomas  with 
their  tendency  to  intramural  growth  are  ap- 
parently especially  apt  to  behave  in  this 
manner.  This  adds  to  the  already  difficult 
problem  of  early  diagnosis  in  lesions  of  the 
small  bowel.  In  this  series  there  were  six 
patients  whose  presenting  problem  was  that 
of  weight  loss  and/or  abdominal  mass. 

Melena 

A somewhat  different  and  perplexing 
problem  is  presented  by  the  patient  whose 
only  symptom  is  blood  per  rectum  and  ane- 
mia of  varying  degree.  In  this  series  of 
patients  both  benign  and  malignant  tumors 
caused  bleeding  as  a presenting  manifesta- 
tion. In  other  series  intestinal  bleeding  with 
carcinoids  has  been  rarely  encountered,  but 
the  most  severe  anemia  in  this  group  of 
patients  was  caused  by  a carcinoid  of  the 
ileum. 

Case  8.  A 62-year-old  colored  male  presented 
with  a one-year  history  of  intermittent  bleeding 
per  rectum.  There  was  severe  anemia  with  only 
2 gms.  of  hemmglobin.  History  and  physical  exam- 


ination were  otherwise  nonrevealing.  Roentgen 
studies  of  the  GI  tract  were  non-contributory. 
Laparotomy  revealed  a small  ulcer  in  the  distal 
ileum  which  proved  to  be  an  argentiffinoma.  The 
patient  had  no  further  difficulty  after  resection 
of  the  lesion. 

Case  9.  A 58-year-old  white  female  gave  a 
one-year  history  of  intermittent  passage  of  dark 
blood  in  her  stools.  The  only  positive  finding  was 
an  anemia  with  4.8  grams  of  hemoglobin.  GI  series 
and  further  studies  failed  to  reveal  a cause  for 
the  anemia.  At  laparotomy  a large  leiomyoma  of 
the  jejunum  about  two  feet  distal  to  the  ligament 
of  Treitz  was  found.  After  resection  the  patient 
did  well. 

There  were  several  other  leiomyomas  in 
this  group  of  cases  whose  presenting  findings 
were  melena.  The  carcinomas  caused  bleed- 
ing infrequently,  at  least  to  such  a degree 
as  to  produce  a profound  anemia.  Nine  pa- 
tients presented  themselves  with  the  find- 
ings of  bleeding  per  rectum. 

Unusual  manifestations 

The  occurrence  of  bizarre  manifestations 
of  small  bowel  tumors  seems  worthy  of  men- 
tion and  illustration. 

Case  10.  A 72-year-old  man  presented  with  a 
mass  in  the  region  of  the  umbilicus  of  eight 
months’  duration.  Constitutionally  the  patient 
had  been  in  good  health;  GI  symptoms  were  spe- 
cifically denied.  A biopsy  of  this  mass  revealed 
metastatic  adenocarcinoma.  A thorough  diagnostic 
search  for  the  primary  site  was  unrewarding. 
An  elliptical  excision  of  abdominal  wall  with  the 
umbilical  tumor  was  carried  out  and  at  laparot- 
omy a mass  was  found  in  the  jejunum  which  was 
resected  and  proved  to  be  the  primary  tumor. 
Over  a short  term  period  of  follow-up  the  patient 
has  done  well. 

Metastases  to  the  umbilicus  via  the  liga- 
mentum  teres  of  the  liver  from  invasive 
carcinomas  of  stomach  are  not  unusual  but 
this  must  be  a rare  manifestation  of  a jejunal 
cancer. 

The  Peutz^-Jeghers'*  syndrome  is  charac- 
terized by  the  association  of  melanin  spots  of 
the  epithelium,  especially  of  the  lips  and 
buccal  mucosa,  and  intestinal  polyposis. 
There  have  been  about  seventy  cases  report- 
ed in  the  literature,  but  there  was  no  case  in 
this  series  which  falls  into  such  a classifica- 
tion. 

In  1954,  Thorson^y  et  al.,  reporting  from 
the  University  of  Lund,  cited  examples  of  an 
apparently  new  syndrome  consisting  of  val- 
vular heart  disease,  usually  pulmonic  ste- 
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nosis,  with  patchy,  cyanotic  skin  lesions,  and 
carcinoids  of  the  intestinal  tract.  In  a search 
for  a common  denominator  Rapport®  and 
associates  isolated  a vaso-active  substance 
called  enteramine  or  serotonin  from  entero- 
chromaffin  cells  which  are  found  in  car- 
cinoids. Thorson  reported  seven  definite 
cases,  four  probable  and  five  instances  in 
which  some  component  of  the  syndrome  was 
present.  All  of  these  patients  presented  car- 
cinoids with  metastasis  to  the  liver  or  other 
parenchymatous  organs.  The  valvular  heart 
disease  and  the  unusual  patchy  distribution 
of  skin  lesions  were  believed  to  be  due  to 
the  malignant  carcinoid  with  hormonal  elab- 
oration. 

Ritchie’,  in  1956,  in  discussing  carcinoids 
in  general  was  able  to  find  eleven  additional 
cases  and  four  probable  cases,  all  of  whom 
had  the  full  picture  of  the  carcinoid-serotonin 
syndrome.  In  addition  there  were  twenty- 
two  cases  which  showed  some  component  of 
the  syndrome,  but  were  not  classical.  No 
new  light  was  shed  on  the  possible  mecha- 
nism of  the  relationship  between  the  elabora- 
tion of  serotonin  and  the  components  of  the 
syndrome.  In  this  series  of  small  bowel  tu- 
mors which  includes  five  carcinoids,  there 
was  no  instance  of  a syndrome  similar  to 
that  described  by  Thorson.  The  fact  that 
only  one  of  these  cases  had  metastases  (but 
not  to  the  liver)  at  the  time  of  surgery  may 
possibly  be  the  explanation  for  this. 

A number  of  tumors  of  the  small  bowel 
remain  asymptomatic  for  extended  periods 
.of  time  and  may  be  found  incidentally  at 
operation  for  some  other  lesion  or  at  post- 
mortem examination.  There  were  four  such 
findings  at  autopsy  in  this  study,  three  being 
carcinoids  without  metastasis  and  the  fourth 
a benign  adenoma.  In  addition  two  patients 
had  abdominal  exploration  for  duodenal  ul- 
cer and  were  found  to  have  carcinoids  present 
in  the  small  bowel. 

Comment 

There  is  no  easily  elicited  explanation  as 
to  why  neoplasms,  which  are  so  common  in 
the  stomach  and  colon,  are  so  relatively  rare 
in  the  small  intestine.  Cohnheim  thought 
that  the  rapid  elongation  of  the  small  bowel 
late  in  fetal  life  might  contribute  to  its  free- 


dom from  embryonic  cell  rests.  Absence  of 
stasis,  alkalinity  of  juices,  and  relative  free- 
dom from  mechanical  trauma  have  all  been 
mentioned  as  possible  explanations  but  there 
is  no  factual  data  of  any  value  which  bears 
on  this  difference  in  incidence.  The  Peutz- 
Jeghers  syndrome  of  multiple  intestinal 
polyposis  associated  with  melanin  pigmenta- 
tion of  the  lips  and  buccal  mucosa  has  been 
shown  to  be  inherited  as  a mendelian  domi- 
nant®, but  excepting  polyps,  no  other  tumors 
of  enteric  origin  are  known  to  have  definite 
genetic  characteristics. 

Tumors  of  the  small  bowel  present  with 
varying  clinical  pictures,  and  are  harbored 
in  an  area  of  the  body  where  early  detection 
is  difficult.  In  this  study  while  no  classical 
pattern  is  apparent  the  clinical  manifesta- 
tions of  enteric  tumors  have  largely  fallen 
into  the  fairly  well  defined  syndromes  of 
(1)  intestinal  obstruction,  (2)  intussuscep- 
tion, (3)  melena  and  (4)  cachexia  with  ab- 
dominal mass.  No  instances  of  the  Peutz- 
Jeghers  syndrome  or  the  carcinoid-serotonin 
symptom  complex  were  encountered.  From 
the  study  it  is  apparent  that  x-ray  examina- 
tion with  contrast  material  is  the  most  help- 
ful pre-operative  diagnostic  procedure  which 
can  be  employed.  Weber  and  Kirklin^®  re- 
ported a diagnostic  accuracy  of  94  per  cent 
in  the  duodenum,  85  per  cent  in  the  jejunum 
and  67  per  cent  in  the  ileum  in  sixty-two 
cases  of  small  bowel  tumors  studied  by 
roentgenography.  In  the  present  series  the 
figures  ran  somewhat  below  this  average  of 
82  per  cent  in  that  about  70  per  cent  were 
accurately  diagnosed  by  contrast  radiogra- 
phy. Adequate  roentgenographic  examination 
of  the  small  bowel  is  technically  difficult, 
although  the  use  of  the  small  intestinal 
enema  as  described  by  Schatski®  has  proven 
to  be  of  considerable  aid  in  diagnosis,  espe- 
cially with  lesions  of  the  lower  jejunum 
and  ileum  which  are  not  demonstrable  by 
more  routine  methods.  A thorough  investiga- 
tion of  patients  with  the  syndromes  listed 
above  and  in  addition  to  those  individuals 
with  unexplained  anemia,  abdominal  pain 
and  minimal  obstructive  symptoms  will 
sometimes  be  rewarded  by  the  diagnosis  of 
an  enteric  tumor  which  may  be  successfully 
excised.  Persistent  symptoms  of  the  types  de- 
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scribed  demand  surgical  exploration  with 
careful  examination  of  the  small  intestine  to 
exclude  the  possible  existence  of  a tumor. 

Laparotomy  with  resection  of  as  much 
bowel  and  mesentery  as  is  necessary  and 
feasible  is  the  only  form  of  treatment  of 
value  in  either  benign  or  malignant  tumors 
of  the  small  bowel  except  for  the  use  of 
enterotomy  and  local  excision  in  the  treat- 
ment of  certain  benign  polyps.  With  resect- 
able carcinomas  of  the  proximal  portions  of 
the  duodenum  a Whipple  operation  is  re- 
quired if  other  than  palliation  is  undertaken. 
Exploration  was  performed  in  each  of  the 
thirty-one  cases  of  the  present  series.  Re- 
section of  the  tumor  with  the  involved  seg- 
ment of  bowel  was  carried  out  in  twenty- 
seven  of  the  thirty-one  patients  while  in  two 
others  simple  polypectomy  was  done.  In  two 
instances  no  resection  was  performed  be- 
cause of  the  extent  of  the  invasive  tumor 
and  its  metastases.  The  results  of  surgical 
treatment  of  the  patients  with  benign  tumors 
in  this  series  have  been  excellent  while  the 
salvage  from  the  malignant  lesions  has  been 
meager  indeed.  Among  the  twenty  patients 
with  malignant  tumors  gross  metastases  were 
present  at  the  time  of  operation  in  eleven 
instances.  Only  two  of  the  patients  with  en- 
teric carcinoma  and  four  with  sarcoma  have 
survived  for  two  to  five  years.  The  results 
with  intestinal  carcinoid  have  been  somewhat 
better  in  that  three  of  five  patients  are  alive 
and  well  two,  four  and  twenty  years  since 
operation. 


These  experiences  with  tumors  of  the 
small  intestine  are  similar  to  those  of  other 
clinics.  Improvement  in  results  of  treatment 
can  only  come  at  present  from  increased 
understanding  and  recognition  of  the  clinical 
manifestations  of  enteric  tumors  with  earlier 
surgical  intervention. 

Summary 

1.  From  1925  to  1957  thirty-one  patients 
with  primary  tumors  of  the  small  bowel 
were  seen  by  the  surgical  service  at  Vander- 
bilt University  Hospital.  Four  additional 
enteric  tumors  were  found  at  autopsy  during 
this  period. 

2.  There  were  twenty  malignant  and 
eleven  benign  tumors;  seven  adenocarcino- 
mas, eight  sarcomas  and  five  carcinoids  com- 
prised the  malignant  group.  Eight  benign 
polyps  and  three  leiomyomas  made  up  the 
benign  group. 

3.  Clinical  manifestations  of  most  of  these 
tumors  fall  into  one  of  the  following  syn- 
dromes: (1)  obstruction,  (2)  intussusception, 
(3)  melena  and  (4)  cachexia  with  abdominal 
mass. 

4.  Among  the  twenty  malignant  tumors, 
there  are  nine  survivors,  four  of  whom  are 
known  to  have  metastases. 

5.  Awareness  of  the  clinical  syndromes 
presented  by  patients  with  benign  and  malig- 
nant small  bowel  tumors  will  aid  in  earlier 
diagnosis  and  improved  results  of  surgical 

treatment.  * references  on  46 


Report  on  indigent  care 

A new  report  titled  “Medical  Care  for  the 
Indigent  in  1957”  has  been  prepared  by  the  Com- 
mittee on  Indigent  Care  of  the  A.M.A.’s  Council 
on  Medical  Service.  This  report  deals  with  some 
of  the  specific  problems  that  states  have  encoun- 
tered under  current  laws.  Two  previous  reports 
in  the  series  have  dealt  with  the  development  of 
Public  Assistance  medical  care  and  the  changes 
made  by  the  1956  and  1957  amendments  to  the 
program. 

Effective  July  1,  1957,  new  federal  matching 
funds  were  authorized  to  reimburse  the  states 
for  part  of  the  cost  of  providing  medical  services 
to  recipients  of  old  age,  blind,  and  permanent  and 
total  disability  insurance,  and  of  aid  to  dependent 
children.  However,  these  additional  funds  could  be 


applied  only  to  payments  made  directly  to  the 
providers  of  medical  services — physicians,  hos- 
pitals, pharmacists,  etc.  States  applying  for  these 
funds  could  receive  federal  aid,  outside  the  limits 
set  by  this  new  formula,  only  for  payments  made 
directly  to  assistance  recipients. 

In  a number  of  states  which  had  already  pro- 
vided comprehensive  medical  care  for  Public 
Assistance  recipients,  this  new  formula  required 
considerable  reorganization  of  the  programs  if 
maximum  federal  aid  was  to  be  achieved.  The 
committee’s  new  report  examines  in  detail  the 
problems  raised  for  these  states  and  the  federal 
policies  affecting  methods  of  paying  for  the  medi- 
cal services. 

The  first  two  reports  now  are  available  in  re- 
print form,  and  the  new  report  will  be  available 
shortly  from  the  Council  on  Medical  Service. 
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Medical  management  of 
typhoid  carriers 

Revietv  of  literature  and  case  report^ 

D.  R.  Barglow,  M.D.,  Trinidad,  Colorado 


Although  the  author  doesn’t  say  so  it 
looks  like  we  should  all  get  typhoid 
booster  shots  before  attending  any  church 
suppers.  Typical  epidemics  and  a 
fascinating  but  therapeutically  frustrating 
case  report  are  included. 


During  the  past  several  decades  the  inci- 
dence of  typhoid  fever  had  steadily  declined. 
However,  in  1956  there  was  a distinct  re- 
versal of  the  downward  trend.  According  to 
the  U.  S.  Public  Health  Service,  in  1956 
“thirty  states  reported  more  cases  than  in 
1955.  Early  in  the  year,  numerous  cases  were 
reported  in  several  midwestern  states  from 
which  the  same  phage-type  of  organism  was 
recovered.  Although  some  widely  distributed 
food  product  was  suspected  as  the  vehicle  of 
infection,  definite  proof  of  such  a source 
could  not  be  found.  During  the  summer,  an- 
other group  of  cases,  also  reported  from  a 
number  of  states,  was  traced  to  a church 
camp  meeting  attended  by  several  hundred 
people.  Epidemiologic  evidence  indicated  that 
the  water  supply  of  the  camp  was  the  likely 
medium  of  spread  of  the  infection.  A known 
carrier  who  harbored  the  same  phage-type 
of  organism  as  that  recovered  from  the  ma- 
jority of  the  cases  had  attended  the  camp 

fPresented  at  the  Eighty-Seventh  Annual  Session  of  the 
Colorado  State  Medical  Society,  September  24-27,  1957,  Denver. 


meeting  and  may  have  been  the  original 
source  of  infection.” 

Colorado  was  among  the  states  that 
showed  an  increase  of  typhoid  fever  in  1956 
(Table  1). 

TABLE  1 

Typhoid  fever  and  other  salmonellosis 
in  Colorado 


other 

TsTphoid  Fever  Salmonellosis  Total 


1939  

..  118 

7 

125 

1940  

..  79 

9 

88 

1941  

..  85 

8 

93 

1942  

..  61 

6 

67 

1943  

..  61 

6 

67 

1944  

..  45 

8 

53 

1945  

..  50 

7 

57 

1946  

..  24 

9 

33 

1947  

..  26 

9 

35 

1948  

..  36 

16 

52 

1949  , 

..  33 

24 

57 

1950  

..  23 

I 8 

31 

1951 .: 

..  18 

29 

47 

1952  

..  50* 

59 

109 

1953  

..  28 

69 

97 

1954  :=. 

..  12 

66 

78 

1955  

16 

79 

95 

1956  

..  24 

124 

148 

‘Nineteen  in  Las  Animas  County. 

Chronic  typhoid  carriers  as 
source  of  epidemics 

Numerous  epidemics  have  been  traced  di- 
rectly to  carriers.  In  this  country  the  story 
of  Mary  Mallon,  “Typhoid  Mary,”  has  be- 
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come  famous.  She  infected  over  fifty  persons, 
three  of  whom  died,  and  there  is  good  evi- 
dence that  she  was  the  source  of  infection 
of  a water-borne  typhoid  epidemic  in  Ithaca, 
New  York,  in  1903,  involving  over  1,300  cases. 

The  basic  pattern  of  typhoid  epidemics 
traced  to  carriers  remains  the  same  now  as 
it  was  forty  or  fifty  years  ago.  Two  epidemics 
will  be  cited  as  examples,  one  of  which  oc- 
curred in  1914,  the  other  in  1952: 

1914,  Hanford,  California.  Following  a 
church  dinner,  ninety-three  persons  con- 
tracted typhoid  fever,  all  of  whom  had  eaten 
from  a pan  of  spaghetti  prepared  by  the 
carrier — a woman  who  did  not  know  that 
she  had  ever  had  typhoid  fever.  “This  dish 
was  baked  after  it  had  been  infected,  but 
this  baking  was  shown  by  laboratory  experi- 
ments to  have  incubated  the  bacteria  instead 
of  sterilizing  the  food.”  (Sawyer,  1914,  1915.) 

1952,  Trinidad,  Colorado.  Following  a 
church  supper,  twelve  persons  developed 
typhoid  fever,  all  of  whom  had  eaten  of  a 
fruit  salad  prepared  by  a woman  who  like- 
wise did  not  know  that  she  had  ever  had 
typhoid  fever. 

Many  of  the  cases  in  1956  apparently  also 
were  caused  by  a carrier,  who,  together  with 
about  500  other  persons  from  fourteen  states, 
attended  a church  camp  meeting  in  Missouri. 
It  is  obvious  that  the  cure  of  carriers  is  of 
greatest  importance  in  the  prevention  of 
typhoid  fever. 

General  observations  on  typhoid  carriers 

Carriers  are  arbitrarily  divided  into  two 
categories:  convalescent  or  temporary  and 
chronic  or  permanent  carriers. 

Chronic  carriers  usually  are  defined  as 
those  who  continue  to  discharge  S.  typhi 
beyond  the  period  of  one  year.  They  may 
continue  to  discharge  the  organism  for  an 
indefinite  period  of  time  or  for  the  rest  of 
their  lives.  The  carrier  discussed  in  this 
paper  apparently  had  typhoid  fever  in  1909, 
but  was  not  discovered  to  be  a carrier  until 
she  became  the  source  of  an  epidemic  in  1952. 

Classification  of  carriers  according  to  the 
channels  of  elimination  of  S.  typhi  is  as  fol- 
lows: (1)  Intestinal  or  fecal  carriers.  (2) 
Urinary  carriers.  (3)  Abscess  or  fistula  car- 
riers. 

The  intestinal  carriers  are  by  far  the 


largest  and  most  important  group,  and  they 
are  the  only  group  discussed  in  this  presenta- 
tion. The  incidence  of  carriers  in  the  general 
population  is  unknown.  No  reliable  statistics 
are  available  because  the  typhoid  carrier 
registers  in  most  states  are  inadequate.  This 
was  clearly  demonstrated  by  Forsbeck’s  pi- 
oneer work  in  Michigan.  “In  1932,  only  nine 
carriers  were  known  in  the  state.  During  the 
subsequent  fifteen  years,  502  carriers  were 
found  and  brought  under  control.”  In  Colo- 
rado (March  1957)  there  were  only  eight 
known  or  suspected  carriers.  The  State 
Health  Department  is  aware  of  the  fact  that 
this  figure  is  grossly  inaccurate.  According 
to  a report  (1949)  of  the  American  Public 
Health  Association,  3 to  5 per  cent  of 
all  typhoid  patients  become  chronic  carriers. 

The  typhoid  carrier,  as  a rule,  appears  to 
be  in  excellent  health.  But  evidence  of  gall- 
bladder disease  is  frequently  present.  Of  110 
carrier  cases  reported  by  Saphir  et  al.  (1942) , 
seven  female  carriers  experienced  repeated 
attacks  of  biliary  colic.  Fifty-seven  out  of 
eighty  carriers  examined  by  cholecystogram 
showed  evidence  of  gallbladder  disease. 

The  life  expectancy  of  typhoid  carriers 
apparently  is  not  impaired.  The  oldest  ty- 
phoid carrier  on  record  is  a woman  101  years 
old,  who  apparently  was  a carrier  for  eighty 
years  (Saphir  et  al.,  1942) . 

Several  series  reported  in  the  literature 
show  a preponderance  of  female  carriers  over 
male  carriers:  70  to  80  per  cent  of  typhoid 
carriers  are  females  (Uhlenhuth,  1934;  Sa- 
phir et  al.,  1942). 

Medical  treatment  of  chronic 
carriers  (intestinal) 

As  can  be  seen  in  Table  2,  sulfonamides 
and  antibiotics  have  not  solved  the  problem 
of  the  chronic  carrier  state,  although  ex- 
tremely large  doses  of  penicillin  (17  million 
units  daily)  or  a combination  of  sulfonamides 
with  penicillin  seems  to  be  effective  in  a 
small  percentage  of  carriers. 

The  most  promising  method  of  treatment 
appears  to  be  a combination  of  typhoid  vac- 
cine with  chloramphenicol.  Carnes  et  al. 
(1954),  treated  seven  chronic  carriers  with 
five  weekly  injections  of  typhoid  vaccine, 
0.5  to  1.0  cc.  per  dose.  At  the  end  of  the 
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TABLE  2 

Medical  treatment  of  typhoid  carriers 


Authors  and  Year 

Method 

Result 

Saphir  et  al. 

1 1940 

• 

\ to 

lodophthalein 

7 per  cent  cure  when  bile 

Enright 

J 1942 

positive 

Cutting  et  al. 

1942 

lodophthalein 

Failure 

Sulfaguanidine,  sulfadiazine 

Failure 

Saphir 

1942 

Sulfaguanidine 

Failure 

Hoagland 

1942 

Sulfaguanidine 

Cured  1 carrier 
(43  days  follow-up) 

Watt  et  al. 

1942 

Sulfaguanidine 

Failure 

Kirby  et  al. 

1942 

Sulfasuxidine 

Failure 

Hardy 

1943 

Sulfadiazine 

Failure 

Spink 

1943 

Various  sulfonamides 

Failure 

Hoering  et  al. 

1949 

Sulfathiazole  and  penicillin 

Failure 

Streptomycin 

Failure 

Bigger  et  al. 

1949 

Sulfathiazole  and  penicillin 

Cured  3 of  10 

Moore  et  al. 

1949-50 

Sulfamerazine  and  penicillin 

Cured  2 carriers 

Douglas  et  al. 

1951 

Sulfamerazine  and  penicillin 

Cured  I of  3 

Reimann  et  al. 

1945 

Streptomycin 

Failure 

Numerous  authors 

1949-53 

Broad  spectrum  antibiotics 

Failure 

Woodward  et  al. 

. 1951 

Cortisone 

Failure 

Carnes,  et  al. 

1954-55 

Typhoid  vaccine  and 
chloramphenicol 

Cured  4 of  7 

Klose  et  al. 

1956 

11  to  17  million  u.  penicillin 
daily  for  5 days,  alone  or  with 
nonspecific  protein  therapy 

Cured  6 of  18 

Waisbren 

1957 

Antibiotics  and 

Failure 

gamma  globulin 

fourth  week  of  vaccine  therapy  the  patients 
were  started  on  chloramphenicol,  50  to  100 
mg.  per  kilogram  daily  by  mouth.  The  drug 
was  continued  for  two  weeks.  During  the 
first  ten  days,  five  patients  were  given  1 gm. 
of  the  total  daily  dose  intravenously.  All 
other  doses  were  given  by  mouth.  Among 
the  seven  carriers  there  were  four  primary 
cures,  two  became  negative  following  chole- 
cystectomy and  a second  vaccine  and  chlo- 
ramphenicol course.  One  patient  did  not  com- 
plete the  course  of  chloramphenicol  therapy 
and  was  considered  a failure.  I have  used 
the  same  combination  successfully  in  one 
carrier,  in  whom  several  other  methods  have 
failed. 

CASE  REPORT 

This  report  concerns  a 64-year-old  woman,  who 
in  1952  was  the  source  of  an  epidemic  of  typhoid 
fever  in  Trinidad,  Colorado.  She  did  not  know 
that  she  had  ever  had  typhoid  fever.  However, 
thorough  questioning  revealed  that  in  1909  she 


was  seriously  ill  for  five  to  six  weeks,  with 
symptoms  which  are  suggestive  if  not  pathogno- 
monic of  typhoid  fever.  Between  1917  and  1920, 
she  had  several  attacks  of  severe  pain  in  right 
upper  abdomen.  A diagnosis  of  cholelithiasis  was 
made  at  that  time.  The  only  complaint  since  then 
consisted  of  occasional  mild  right  upper  abdominal 
distress. 

Physical  examination  in  1952  was  essentially 
negative.  Routine  laboratory  work  was  normal. 
Cholecystogram  showed  a poorly  functioning  gall- 
bladder, containing  calculi.  Cultures  of  stool  and 
bile  were  persistently  positive  for  Salmonella 
typhi,  phage-type  E-one  (the  same  type,  inci- 
dentally, which  was  recovered  from  the  patients 
in  the  1952  epidemic).  She  refused  cholecystec- 
tomy. 

The  frustrations  encountered  with  medical 
treatment  are  demonstrated  in  Table  3.  Chloram- 
phenicol* (3  gms.  the  first  day,  followed  by  2 
gms.  daily  for  seven  days)  had  no  effect  on  stool 
cultures.  Oxytetracyclinef,  3 gms.  daily,  was  then 


♦Chloromycetin,  supplied  through  the  courtesy  of  Dr.  H.  E. 
Carnes,  Parke,  Davis  & Company,  Detroit,  Michigan. 
fTerramycin,  supplied  through  the  courtesy  of  Dr.  W.  A. 
Wright,  Pfizer  Laboratories,  Brooklyn,  New  York. 
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TABLE  3 

Treatment  of  a chronic  typhoid  carrier 

Born:  1893.  Weight:  70  kg. 

Dates 

Method 

Result 

1952 

March  3 to  10 

Chloramphenicol 

2 gms./day/8  days 

Failure 

1952  * 

Oxytetracycline 

Failure:  Cultures  negative  3/15 

March  12  to  April  14 

3 gms./day/33  days 

to  4/17,  positive  from  4/18. 

1954 

Oct.  30  to  Nov.  9 

Sulfamerazine  3 gms.  and  procaine 
penicillin  3 million  u./day/lO  days 

Failure 

1956 

March  12  to  21 

Chloramphenicol 

6 gms./day/lO  days 

Failure 

1956 

Typhoid  vaccine  April  14-21-28, 

Apparent  cure:  All  stool  and  bile 

April  14  to  May  27 

May  5,  followed  by  chloramphen- 
icol 6.5  to  7.0  gms./day/14  days 

cultures  negative  since  May  29, 

1956. 

given  for  thirty-three  days.  The  stools  were  per- 
sistently negative  as  long  as  she  was  taking  the 
drug,  but  one  week  after  it  was  discontinued  the 
stools  became  positive  again.  In  1954  she  was 
given  a combination  of  sulfamerazine,  3 gms.,  and 
procaine  penicillin,  3 mill,  units  daily  for  ten  days. 
Stool  cultures  remained  positive.  In  March,  1956, 
she  was  given  a second  trial  with  chloramphenicol, 
this  time  in  larger  doses  (6  gms.  daily  for  ten 
days).  Bile  and  stool  cultures  remained  persistent- 
ly positive. 

On  April  14,  1956,  she  was  given  0.5  cc.  typhoid 
vaccine  (1,000  million  S.  typhi  per  cc.).  This  was 
followed  by  1.0  cc.  weekly  for  three  additional 
doses.  On  May  14,  nine  days  after  the  last  dose 
of  vaccine,  she  was  started  on  a fourteen-day 
course  of  chloramphenicol.  For  the  first  ten  days, 
she  was  given  7 gms.  daily,  6.5  gms.  orally  and 
0.5  gm.  intravenously,  diluted  in  125  cc.  physio- 
logic sodium  chloride  solution.  For  the  last  four 
days  she  took  6.5  gms.  chloramphenicol  orally 
per  day.  Since  May,  1956,  fifty  stool  cultures  and 
seven  bile  cultures  obtained  at  various  intervals 
were  all  reported  negative,  including  cultures  ob- 
tained following  administration  of  magnesium 
sulfate.  After  fifteen  months  of  follow-up,  we 
have  reason  to  consider  the  patient  cured.  She 
showed  no  evidence  of  chloramphenicol  toxicity. 

Comment 

The  mechanism  operating  w^hen  chloram- 
phenicol is  administered  following  the  use 
of  typhoid  vaccine  is  not  known.  It  is  pos- 
sible that  the  bacterial  antigen,  by  stimulat- 
ing antibody  formation,  increases  host  de- 
fenses and  thus  renders  the  antibiotic  effec- 
tive, whereas  the  same  antibiotic  is  not 


effective  when  administered  alone.  We  are 
reminded  here  of  Louis  Pasteur’s  statement: 
“Le  microbe  n’est  rien,  le  terrain  est  tout.” 
(The  microbe  is  nothing,  the  “terrain”  or 
host  is  all.) 

Summary  and  conclusion 

In  1956,  for  the  first  time  in  many  years, 
there  was  a reversal  of  the  downward  trend 
in  the  incidence  of  typhoid  fever  in  the 
United  States. 

As  long  as  chronic  carriers  are  not  rigidly 
controlled  or  treated,  there  is  always  danger 
of  typhoid  fever  appearing  in  endemic  or 
epidemic  form,  as  we  have  witnessed  in  our 
own  county  and  state  in  1952  and  in  many 
other  states  in  1956.  The  medical  treatment 
of  chronic  typhoid  carriers  has  been  disap- 
pointing. A more  promising  method  appears 
to  be  the  combination  of  typhoid  vaccine 
with  chloramphenicol.  A case  report  is  pre- 
sented in  which  this  combination  was  fol- 
lowed by  a reversal  of  stool  and  bile  cultures 
in  a carrier  of  many  years’  standing.  It  is 
suggested  that  this  method  be  tried  in  all 
known  carriers  in  Colorado  as  well  as  in 
other  states.  • 
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Office  problems  in  urology* 

Edward  N.  Cook,  M.D.,  Rochester,  Minnesota 


History,  physical  and  urinalysis  are  the 
key  to  accurate  diagnosis.  Step  by  step 
office  management  is  outlined  for  all 
common  urologic  conditions. 


If  I WERE  THE  OWNER  of  H photographic  mind, 
I could  probably  quote  for  you  a passage 
concerning  the  importance  of  and  need  for 
true  appreciation  of  seemingly  simple  things. 
In  the  vain  search  for  glory,  many  writers 
are  carried  away  in  their  reporting  of  the 
spectacular,  leading  neophytes  to  believe  that 
complicated  conditions  are  all  that  matter. 
With  this  thought  in  mind,  I wish  to  present 
for  your  consideration  certain  urologic  prob- 
lems and  procedures  which  are  extremely 
important  but  which,  nevertheless,  can  be 
well  handled  in  the  office. 

There  is  still  another  important  reason 
for  discussing  these  problems.  The  present 
cost  of  hospitalization  has  made  it  necessary 
to  carry  out  more  and  more  diagnostic  and 
therapeutic  procedures  in  the  office.  Fre- 
quently whatever  needs  to  be  done  for  the 
patient  can  be  done  equally  well  without 
hospitalization  if  the  physician  is  aware  of 
which  procedures  can  be  carried  out  in  the 
office  and  of  methods  to  use  in  their  ac- 
complishment. 

Let  us  now  discuss  what  can  be  done  sat- 
isfactorily in  our  offices  for  the  patient  with 
a urologic  complaint.  To  begin  with,  we 
must  know  how  to  arrive  at  a diagnosis.  An 
accurate  history  supplemented  by  a com- 


*Read at  the  Midwinter  Clinical  Session  of  the  Colorado  State 
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tion. The  Mayo  Foundation,  Rochester,  Minnesota,  is  a part  of 
the  Graduate  School  of  the  University  of  Minnesota. 


plete  physical  examination  is  frequently 
more  valuable  than  expensive  laboratory 
procedures.  A diagnostic  triad  consisting  of 
a complete  history,  an  adequate  physical 
examination  and  a detailed  urinalysis  is  of 
the  greatest  importance.  The  following  para- 
graphs illustrate  the  importance  of  this  triad. 

The  diagnostic  triad 

The  history — The  importance  of  a careful 
evaluation  of  the  complaints  of  a patient  re- 
garding type,  degree,  sequence,  and  recur- 
rence has  been  emphasized  in  previous  writ- 
ings, and  I will  repeat  only  some  of  the  more 
pertinent  facts.  Burning  on  urination  or  fre- 
quent urination  is  a part  of  almost  any  uri- 
nary infection  and  occurs  alone  or  secondary 
to  some  coexisting  pathologic  condition.  Cer- 
tain questions  come  to  mind  such  as.  What 
is  the  nature  of  the  burning?  Does  it  precede 
urination?  Does  it  occur  during  urination? 
Is  it  more  severe  as  the  act  of  voiding  is 
concluded?  If  burning  is  present  primarily 
during  the  act  of  voiding,  it  is  usually  due 
to  urethritis  per  se.  When  it  occurs  before 
or  before  and  after  urination,  or  if  it  is  as- 
sociated with  a cramping  sensation  in  the 
suprapubic  area,  it  is  usually  due  to  trigoni- 
tis. Frequency  may  accompany  either  urethri- 
tis or  trigonitis.  In  such  cases  results  of  uri- 
nalysis frequently  are  negative;  but  if  pyuria 
and  bacteriuria  are  present  cystitis  usually  is 
present  also.  On  occasion,  the  patient  will 
complain  only  of  frequency  and  if  this 
reaches  a severe  degree,  it  may  or  may  not  be 
accompanied  by  pain  referred  to  the  bladder, 
the  perineum,  the  urethra,  or  the  buttocks. 
Such  a syndrome  usually  occurs  in  women. 
Microscopically  the  urine  is  negative  and  ster- 
ile, and  the  patient’s  distress  is  relieved  by 
urination.  Such  a history  should  arouse  sus- 
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picion  of  the  existence  of  interstitial  cystitis. 

As  previously  mentioned,  burning  and 
frequent  urination  may  be  due  to  an  existing 
condition  at  the  vesical  neck  or  in  the  ure- 
thra. At  times,  however,  these  complaints 
may  be  due  to  an  infection  in  the  urinary 
tract  which  is  secondary  to  some  other  patho- 
logic condition.  Associated  symptoms  such 
as  chills,  fever,  malaise,  pain  in  the  loins, 
or  colic  should  suggest  this.  In  other  words, 
the  patient’s  history  cannot  be  too  detailed 
for  proper  evaluation  of  the  immediate  prob- 
lem. 

The  physical  examination  — The  second 
part  of  our  diagnostic  triad  is  the  physical 
examination.  In  the  female,  the  vulva  should 
be  inspected  carefully.  Excessive  secretion 
or  discharge  should  be  noted.  The  urinary 
meatus  should  be  checked  for  patency  and 
any  evidence  of  inflammation  noted.  Relax- 
ation of  the  perineum  should  be  looked  for 
a careful  vaginal  examination  should  be  done 
including  palpation  of  the  urethra  and  ad- 
nexa and  inspection  of  the  cervix.  In  the 
male,  the  genitalia  must  be  examined  care- 
fully. Any  masses  should  be  checked  by  pal- 
pation and  transillumination.  The  external 
meatus  should  be  checked  for  patency  and 
discharge  and  any  evidence  of  balanitis 
noted,  particularly  if  associated  with  phi- 
mosis. Such  a condition  may  be  the  pre- 
cursor of  malignant  disease. 

Careful  examination  of  the  abdomen  and 
loins  should  be  done.  If  tenderness  is  present 
anywhere  or  if  a mass  is  found  we  may 
suspect  some  coexisting  pathologic  entity 
which  would  preclude  any  office  therapy. 
The  bladder  must  be  examined  for  overdis- 
tention. Finally,  a rectal  examination  should 
be  an  absolute  part  of  every  urologic  study. 

Urinalysis — The  third  part  of  our  diag- 
nostic triad  is  the  urinalysis.  It  is  absolutely 
essential  that  the  specimen  be  properly  ob- 
tained. Do  not  express  any  opinion  concern- 
ing the  status  of  the  urine  of  the  female 
unless  a catheterized  specimen  has  been  ex- 
amined; in  the  male  a second-glass  specimen 
must  be  collected  after  proper  cleansing  of 
the  glans  penis  and  meatus.  Such  specimens 
should  be  centrifuged  and  the  sediment  ex- 
amined in  the  wet  smear  for  cellular  ele- 
ments, spermatozoa,  crystals  and  epithelial 


debris.  Then  the  smear  should  be  dried  and 
stained  by  Gram’s  method  to  demonstrate  or 
rule  out  the  presence  of  any  organisms.  Once 
this  stain  has  been  used  its  importance  will  be 
realized.  As  a routine  procedure  it  is  highly 
acceptable  because  the  results  of  staining 
may  be  obtained  quickly  while  the  patient 
is  waiting,  and  in  the  majority  of  instances 
it  will  provide  all  the  information  that  is 
necessary  for  satisfactory  treatment  of  in- 
fections of  the  urinary  tract.  When  organ- 
isms are  present,  culture  of  the  urine  will 
be  necessary  for  their  accurate  identification, 
and  although  it  is  not  necessary,  it  may  be 
of  value  when  done  in  conjunction  with 
Gram’s  method  of  staining. 

Evaluation  of  diagnostic  data 

A proper  evaluation  of  the  triad,  namely, 
history,  physical  examination,  and  urinalysis, 
not  only  will  give  the  examining  physician 
useful  information  concerning  what  can  and 
should  be  done  in  the  office,  but  also  will 
serve  to  answer  an  obvious  question  which 
frequently  arises:  When  should  we  insist 
upon  a complete  urologic  investigation  for 
the  patient  who  presents  symptoms  referable 
to  the  urinary  tract?  Such  an  examination 
need  not  be  routine,  but  if  history  or  physical 
examination  suggests  a renal  lesion  or  a 
more  complicated  lesion  in  the  lower  por- 
tion of  the  urinary  tract  such  as  stone  or 
obstruction,  a detailed  urologic  study  should 
be  done  at  the  start.  Also,  whenever  two  or 
three  courses  of  therapy  directed  toward 
eradicating  an  infection  have  proved  unsuc- 
cessful, then  we  must  look  further  for  con- 
tributing causes.  The  following  conditions 
are  commonly  found  and  lend  themselves 
readily  to  management  in  the  office. 

Conditions  suited  to  office  management 
Chronic  urethritis  in  male  patients  — 
Whether  or  not  chronic  urethritis  can  exist 
exclusive  of  gonorrheal  urethritis  is  open  to 
question.  If  it  can  so  exist,  what  clinical 
significance  does  it  have?  In  our  experience, 
it  is  relatively  rare.  If  a discharge  is  present, 
the  character,  amount,  and  time  of  appear- 
ance are  important.  Normally,  the  cellular 
lining  of  the  urethra  has  a minimal  mucous 
secretion  just  as  the  cellular  lining  of  the 
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nasal  cavity.  Milking  of  the  urethra,  par- 
ticularly after  a long  interval  between  void- 
ing or  after  sexual  stimulation,  may  produce 
some  secretion  which  I believe  to  be  normal. 
Usually  it  is  watery,  shows  cellular  debris 
and  epithelium,  and  is  almost  devoid  of  pus 
cells.  Patients  often  state  that  they  have 
been  instilling  some  chemical  compound  in 
the  urethra  or  that  they  have  been  in  the 
hands  of  an  overenthusiastic  physician  who 
has  been  treating  them  too  frequently.  Un- 
less the  discharge  consists  of  pus  cells  pre- 
dominantly, we  question  its  clinical  signifi- 
cance. 

Chronic  prostatitis — This  condition  has 
certainly  been  mistreated,  overtreated,  and 
undertreated.  At  the  Mayo  Clinic  manage- 
ment of  chronic  prostatitis  is  based  on  a few 
simple  facts  and  may  be  open  to  argument. 
However,  the  plan  used  has  been  quite  suc- 
cessful in  our  hands.  For  patients  less  than 
40  years  of  age,  we  usually  advise  treatment, 
and  it  is  in  this  group  that  prostatitis  may 
be  associated  with  another  focus  of  infection 
such  as  may  occur  in  the  teeth  or  tonsils. 
I would  not  imply  that  all  prostatic  infection 
is  so  related,  but  I do  feel  that  in  the  younger 
group  of  patients  such  a possibility  should 
be  kept  in  mind.  In  persons  more  than  40 
years  of  age,  chronic  prostatitis  is  a relatively 
common  finding  and  unless  it  is  causing  local 
symptoms  it  is  better  left  alone.  If  treatment 
of  prostatitis  is  indicated,  the  following  plan 
is  carried  out:  Actually,  massage  of  the  pros- 
tate acts  only  as  a mechanical  aid  to  drainage 
.of  the  infected  gland.  We  feel  it  should  be 
carried  out  regularly  three  times  weekly 
for  two  weeks  and  then  two  times  weekly 
for  an  additional  eight  to  ten  weeks.  There- 
after treatment  is  stopped  regardless  of  find- 
ings. Re-examination  is  suggested  in  three 
months.  Usually  the  prostatic  secretion  at 
this  time  is  normal  or  reveals  only  minimal 
residual  infection.  If  a considerable  degree 
of  prostatitis  persists,  further  massage  two 
times  weekly  for  four  to  six  weeks  may  be 
advisable.  It  is  well  to  check  for  prostatic 
calculi  before  prostatic  massage  is  insti- 
tuted because  such  treatment  is  usually  con- 
traindicated when  calculi  are  present.  Cal- 
culi are  usually  asymptomatic  but  at  times 
they  may  be  associated  with  chronic  ab- 


scesses in  the  ducts  of  the  prostate  which 
are  responsible  for  recurrent  attacks  of 
trouble.  These  may  be  readily  suspicioned  at 
cystoscopy,  and  incision  and  drainage  of  these 
regions  and  transurethral  evacuation  of  the 
calculi  may  be  indicated. 

Urethral  stricture — The  true  art  of  the 
urologist  is  best  demonstrated  in  his  ability 
to  pass  a sound  through  the  urethra.  The 
greatest  care  must  always  be  exercised. 
Force  should  never  be  used.  Any  difficulty 
in  determining  the  direction  of  the  channel 
should  be  met  by  use  of  a filiform,  guide. 
Gradual  dilatation  of  urethral  strictures  in 
multiple  sittings  will  frequently  avert  gen- 
eral reactions,  excessive  tearing  of  the  ure- 
thra with  resulting  secondary  inflammation 
and  more  cicatrization.  If  a stricture  is  so 
dense  that  it  will  not  dilate  easily,  a soft 
rubber  catheter  of  a size  that  will  pass  may 
be  tied  in  place  and  it  will  act  as  a most 
adequate  dilator.  If  these  measures  fail,  then 
urethrotomy  may  be  necessary. 

Prolapsed  urethral  mucosa — In  the  fe- 
male, the  condition  of  the  external  meatus 
should  be  noted.  If  it  is  protruding,  it  may 
become  inflamed,  producing  meatitis  or  peri- 
meatitis.  Bleeding,  irritation  on  walking,  fre- 
quent urination  and  burning  on  urination 
may  be  present.  Excision  of  the  prolapsed 
mucosa  is  rarely  necessary.  Cautery,  if  used, 
should  be  superficial  and  done  only  with  a 
light  fulgurating  current.  In  our  experience, 
the  direct  application  of  a silver  nitrate  stick 
to  the  prolapsed  mucosa  on  two  or  three 
occasions  will  suffice.  The  condition  is  usual- 
ly associated  with  urethritis  and  if  so,  strong 
silver  protein  (protargol)  or  nitrofurazone 
(furacin)  suppositories  are  of  value.  Asso- 
ciated meatitis  or  perimeatitis  can  be  treated 
best  by  the  application  of  a bland  ointment 
on  a small  wisp  of  cotton  directly  against 
the  inflamed  area  at  bedtime. 

Urethral  caruncle  — This  lesion  is  fre- 
quently confused  with  prolapsed  urethral 
mucosa.  It  presents  a rather  typical  appear- 
ance and  is  extremely  irritating  to  the  pa- 
tient. It  is  a small  bulblike  projection,  beefy 
red  in  appearance  and  painful  to  the  touch. 
It  bleeds  easily.  Excision  by  means  of  a 
clamp  and  scissors  and  application  of  mer- 
curic nitrate  to  the  base  of  the  lesion  to  con- 
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trol  bleeding  is  the  treatment  of  choice.  It 
is  rarely  malignant  but  has  a definite  tend- 
ency toward  recurrence.  Pathologic  study  of 
the  removed  specimen  should  always  be 
done  to  exclude  malignant  disease. 

Granular  urethritis — This  is  probably  the 
commonest  urologic  lesion  to  which  the  fe- 
male patient  falls  heir.  It  may  cause  a mild 
granular  change  anywhere  along  the  urethra, 
but  usually  it  occurs  in  the  proximal  third. 
It  may  be  associated  with  inflammatory  tags 
at  the  vesical  neck.  When  burning  on  urina- 
tion is  accompanied  by  urgency  or  a grab- 
bing sensation  at  the  base  of  the  bladder 
after  urination,  urethritis  is  usually  associ- 
ated with  trigonitis.  For  urethritis  alone  the 
instillation  of  a protargol  or  furacin  sup- 
pository in  the  urethra  once  daily  for  five 
or  six  days  is  useful.  Tampons  containing 
5 per  cent  argyrol  are  also  of  considerable 
benefit.  More  recently  we  have  instilled  a 
5 per  cent  argyrol  jelly  directly  into  the 
channel  with  good  results.  In  those  patients 
who  have  an  associated  trigonitis,  we  fre- 
quently supplement  the  use  of  the  urethral 
suppository  or  tampon  with  the  instillation 
of  a half  ounce  of  5 per  cent  argyrol  directly 
into  the  bladder  and  ask  the  patient  to  retain 
this  as  long  as  possible. 

Urethritis  in  women  is  usually  a chronic 
condition  which  causes  much  apprehension 
because  of  the  persistence  of  the  difficulty. 
Many  times  it  will  precipitate  a neurosis 
based  on  fear  of  cancer.  Reassurance  of  the 
patient  is  almost  as  important  as  the  local 
treatment  in  many  of  these  cases.  Warm 
sitz  baths  are  helpful.  One  final  point  in  the 
management  of  this  condition  is  a plea  for 
the  physician  to  guard  against  overtreat- 
ment. The  urethra  is  a highly  sensitive  or- 
gan, and  many  times  the  patient’s  complaints 
referable  to  the  urethra  are  prolonged  and 
aggravated  by  too  enthusiastic  treatment. 

Our  experience  at  the  clinic  has  led  us 
to  believe  that  rarely,  if  ever,  is  fulguration 
of  the  female  urethra  indicated.  Too  many 
patients  who  have  undergone  fulguration 
elsewhere  have  come  to  us  complaining  bit- 
terly that  their  condition  was  made  much 
worse. 

Cicatricial  urethritis  — Chronic  granular 
urethritis  frequently  results  in  cicatrization 


in  the  urethra.  When  the  associated  narrow- 
ing occurs,  adequate  dilatation  must  be 
carried  out  along  with  the  aforementioned 
therapy.  This  dilatation  should  be  carried  to 
a size  32  or  34  F.  catheter  and  usually  can 
be  done  in  the  office  without  particular  dis- 
tress to  the  patient,  particularly  if  straight 
solid  sounds  are  used  carefully.  In  a few 
instances,  even  after  adequate  dilatation,  the 
patient  still  will  complain  of  difficulty  in 
passing  urine.  The  patient  should  be  exam- 
ined for  residual  urine  and  if  it  is  present, 
transurethral  resection  of  the  vesical  neck 
may  be  indicated.  Some  patients  will  have 
narrowing  of  the  external  meatus.  This  is 
rarely  troublesome  in  the  female.  Dilatation 
usually  will  open  the  orifice  wide.  Rarely  is 
meatotomy  indicated. 

Abscess  of  Skene’s  gland — An  occasional 
finding,  although  not  common,  is  an  abscess 
in  Skene’s  gland.  A painful  swelling  presents 
near  the  external  meatus  and  the  orifice  of 
Skene’s  gland  is  usually  rather  prominent 
and  appears  reddened  and  inflamed.  Palpa- 
tion of  the  enlarged  gland  will  usually  en- 
hance drainage  and,  in  many  instances,  the 
instillation  of  5 per  cent  argyrol  by  means  of 
a blunt  needle  placed  directly  into  the  gland 
will  cure  the  condition.  Rarely  is  excision 
of  the  gland  necessary. 

Urethral  diverticulum — A frequent  com- 
plication of  urethritis  is  urethral  diverticu- 
lum. The  histories  presented  by  patients  with 
this  condition  frequently  will  suggest  the 
diagnosis.  The  symptoms  are  usually  much 
more  severe  than  those  that  imply  simple 
urethritis.  Sense  of  pressure  low  down  in  the 
pelvis  with  the  feeling  of  wanting  to  pass 
something  per  vaginum  is  often  mentioned. 
Frequently,  a small  amount  of  fluid  will  be 
discharged  a few  minutes  after  voiding  and 
will  soil  the  clothing.  On  occasions,  patients 
have  informed  us  that  they  can  feel  a mass 
just  in  front  at  the  lower  end  of  the  vagina. 
Dyspareunia  is  common.  History  of  this  type 
necessitates  immediate  endoscopic  examina- 
tion of  the  urethra.  Usually  a small  opening 
can  be  found  in  the  proximal  half  of  the 
urethra  on  the  floor,  but  in  a few  instances 
we  have  found  the  opening  to  be  on  the 
lateral  walls  and  in  two  instances  it  was 
noted  anteriorly.  Vaginal  palpation  of  the 
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urethra  at  the  time  of  endoscopy  will  demon- 
strate whether  or  not  this  opening  is  com- 
municating with  any  sizable  pocket;  fre- 
quently it  will  produce  a thick  heavy  dis- 
charge from  the  opening.  These  urethral 
pockets  can  be  demonstrated  readily  by  coil- 
ing a soft  urethral  catheter  in  them.  Injec- 
tion of  dye  through  the  catheter  will  fre- 
quently disclose  a multiloculated  pocket. 

Gynecologic  problems  — Relationship  of 
urinary  distress  to  various  gynecologic  prob- 
lems has  been  overemphasized.  Rarely  do 
ureteroceles,  cystoceles,  or  perineal  relaxa- 
tion produce  urinary  disorders  and  if  they 
are  associated  with  urinary  symptoms,  it  is 
purely  coincidental  on  the  basis  of  an  asso- 
ciated positive  urologic  entity. 

Postradiation  cystitis — Patients  with  this 
condition  are  most  uncomfortable.  Frequent- 
ly after  radiation  therapy  for  carcinoma  of 
the  cervix  or  radiation  of  other  pelvic  organs, 
a factitial  cystitis  will  develop  which  is  irri- 
tating. Suprapubic  pain,  frequency,  dysuria, 
and  even  tenesmus  and  stranguria  may  be 
present.  Instillations  into  the  bladder  of 
silver-iodide  solution  may  be  soothing.  Instil- 
lations of  argyrol  may  help.  The  usual  chemo- 
therapeutic and  antibiotic  drugs  are  of  little 
value  except  in  reducing  the  degree  of  sec- 
ondary infection.  Frequently,  the  administra- 
tion of  tablets  containing  phenylazo-diamino- 
pyridine  hydrochloride  (pyridium)  or  meth- 
ylene blue  tablets  will  have  a soothing  ef- 
fect on  the  irritated  bladder. 

Interstitial  cystitis — This  distressing  con- 
dition occurs  mostly  in  female  patients.  It  is 
characterized  by  marked  frequency,  day  and 
night,  usually  associated  with  pain  that  mani- 
fests itself  when  the  bladder  begins  to  fill 
and  which  disappears  with  voiding.  The 
actual  act  of  urination  is  not  painful  and  if 
it  is  accompanied  by  burning,  urethritis  is 
present.  Urine  from  a patient  with  inter- 
stitial cystitis  is  free  of  pus  and  organisms. 
The  diagnosis  should  be  confirmed  by  cys- 
toscopy. In  the  severest  forms  of  the  condi- 
tion, examination  of  the  anesthetized  patient 
has  shown  overdistention  of  the  bladder. 
Continuous  irrigation  of  the  bladder  with  a 
solution  of  silver  nitrate,  starting  with  a 
1:5,000  aqueous  solution  and  gradually  in- 
creasing the  strength  to  a 1:1,000  solution,  is 


carried  out  for  four  or  five  days.  The  patient 
is  then  dismissed  from  the  hospital  and  daily 
treatments  in  the  office  are  started.  If  the 
condition  has  not  been  severe  enough  to 
require  hospitalization,  instillation  of  one 
ounce  of  silver  nitrate  solution,  beginning 
with  a 1:5,000  strength,  is  carried  out  daily 
in  the  office.  This  concentration  is  increased 
each  day  until  it  reaches  a 1:100  solution, 
which  is  instilled  for  two  or  three  days.  If 
the  patient  has  had  the  preliminary  treat- 
ment in  the  hospital,  a 1:1,000  solution  can 
be  used  when  the  office  treatments  are 
started.  Interstitial  cystitis  has  a great  tend- 
ency to  recur  and  if  it  does,  subsequent 
courses  of  silver  nitrate  instillations  may  be 
necessary.  Antibiotics  and  chemotherapy  are 
of  no  value. 

Urinary  injections — Due  to  ease  of  ad- 
ministration and  cost  to  the  patient,  the  sul- 
fonamides still  remain  the  drug  of  choice 
for  treatment  of  patients  whose  examination 
discloses  pyuria  and  bacilluria.  We  recom- 
mend a dosage  of  30  grains  daily  in  four 
divided  doses  for  a period  of  one  week  and 
repetition  of  the  course  of  medication  after 
two  or  three  weeks.  Nitrofurantoin  (fura- 
dantin)  is  another  useful  broad-spectrum 
antibiotic.  The  dosage  may  vary  from  50  to 
100  mg.  four  times  daily  for  five  to  seven 
days.  If  both  of  these  drugs  fail  to  eradicate 
the  infection,  sensitivity  studies  should  be 
carried  out  to  determine  which  of  the  other 
antibiotics  may  be  indicated.  Again  let  me 
mention  the  importance  of  examining  a prop- 
erly obtained  specimen  and  an  appreciation 
of  the  fact  that  any  coexisting  pathologic 
condition  such  as  stone,  tumor,  or  obstruc- 
tion must  be  cared  for  before  any  chemo- 
therapeutic or  antibiotic  agent  can  be  ex- 
pected to  eradicate  the  infection. 

Urologic  neurosis — From  time  to  time  we 
see  patients  having  urologic  problems  that 
are  mishandled.  Frequent  urination  may  be 
based  entirely  on  habit  and  it  also  may  be  a 
manifestation  of  an  anxiety  or  tension  state. 
Before  such  a diagnosis  is  made,  we  must,  of 
course,  exclude  the  possibility  of  any  patho- 
logic condition.  Many  times  patients  have 
described  peculiar  sensations  in  the  urethra, 
the  prostatic  region,  or  in  the  genitalia  that 
have  doubtless  occurred  only  on  the  basis 
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of  apprehension  related  to  past  illnesses  or 
indiscretions.  Sexual  disturbances  are  an- 
other manifestation  of  a pure  neurosis.  They 
are  rarely  due  to  organic  difficulty  in  the 
parts  concerned.  Patients  with  these  com- 
plaints require  the  same  careful  management 
as  those  with  gastrointestinal  or  cardiac  neu- 
rosis and  give  the  physician  an  excellent 
opportunity  to  practice  the  art  of  medicine. 
Rarely  is  psychiatric  consultation  indicated. 
Too  frequently  the  physician  is  likely  to  be- 
little the  com^plaint  of  impotence  or  pre- 
mature ejaculation  when  such  a complaint 
is  of  the  greatest  importance  to  the  patient. 


Summary 

I have  tried  to  illustrate  in  this  discussion 
the  importance  of  appreciating  the  ease  with 
which  many  urologic  complaints  can  be  prop- 
erly managed  without  the  need  of  hospital- 
ization. Not  only  is  this  of  great  convenience 
to  the  patient,  but  it  is  important  economi- 
cally. Urologic  treatment  is  often  compara- 
tively simple  and  if  based  on  careful  analysis 
of  the  history,  on  the  physical  examination 
and  on  an  accurate  study  of  a specimen  of 
urine  that  has  been  obtained  properly,  it 
can  be  efficacious  and  accomplished  satis- 
factorily without  hospitalization.  • 


A.M.A.  produces  new  film 
on  food  quackery 

How  modern  “medicine  men”  dupe  the  public 
into  spending  millions  of  dollars  on  unnecessary 
or  overpriced  nutritional  products  is  the  story 
unfolded  in  a new  American  Medical  Association 
film.  Prepared  especially  for  airing  over  local 
television  stations  under  the  auspices  of  local 
medical  societies,  this  new  27-minute  film — “The 
Medicine  Man” — dramatically  pinpoints  the  fight 
against  quackery  in  the  food  and  nutrition  field. 

The  film  singles  out  problems  which  stem 
from  health  lecturers  who  travel  from  town  to 
town  giving  misinformation  on  nutrition  as  a 
tie-in  to  plugging  their  products  of  questionable 
merit  and  from  door-to-door  salesmen  who  mis- 
represent the  value  of  nutritional  products.  The 
film  also  shows  how  the  medical  profession  co- 
operates with  the  Food  and  Drug  Administration 
and  voluntary  agencies  such  as  the  National 
Better  Business  Bureau  in  the  crackdown  on 
these  food  quacks. 

First  showing  of  the  film  will  be  at  the 
A.M.A.’s  Public  Relations  Institute  August  27-28 
at  the  Drake  Hotel,  Chicago.  Prints  will  be  avail- 
able to  local  medical  societies  after  September  15 
from  the  A.M.A.  TV  Film  Library. 


Protecting  tke  health  of  the 
high  school  athlete 

Curbing  the  number  of  unnecessary  high  school 
sports  injuries  and  deaths  is  a community  chal- 
lenge. Physicians  can  provide  the  needed  local 
leadership  by  working  with  school  officials,  coach- 
es association,  parent-teacher  groups  and  dental 
society  to  develop  adequate  school  health  and  safe- 
ty programs  for  sports  participants.  One  practical 
method — discussed  in  a new  Americal  Medical  As- 
sociation pamphlet— calls  for  the  sponsoring  of 
high  school  sports  injury  conferences.  Purpose  of 


these  conferences  is  to  instruct  coaches,  athletic 
directors  and  team  physicians  on  the  early  recog- 
nition of  injuries,  appropriate  first  aid  measures 
and  the  prompt  referral  of  injured  players  for 
medical  or  dental  care.  Entitled  “Protecting  the 
Health  of  the  High  School  Athlete,”  the  booklet 
was  prepared  under  the  auspices  of  the  A.M.A.’s 
Committee  on  Injury  in  Sports.  Further  informa- 
tion and  copies  of  the  booklet  may  be  secured  from 
the  A.M.A.’s  Bureau  of  Health  Education. 


Primary  tumors  cont.  from  36 
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Controls  Stress 

Relieves  Distress  in  smooth  muscle  svasm 

new 

Pro-Banthine"«;.Y/.  Dartaf 

~ for  positive  relief  of  cholinergic  spasm.  — a new  and  safer  agent  for  normalizing  emotions. 


PRO-BANTHInE  with  DARTAL  offers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-BanthTne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthme  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 
gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

The  civilian  Medicare  program  is  struggling 
through  an  uncomfortable  period  of  readjustment 
while  attempting  to  cut  its  costs  by  about  30  per 
cent. 

Had  the  program  continued  the  way  it  was 
operating  last  year,  the  cost  this  year  would  be 
an  estimated  $100  million.  Instead,  the  Defense 
Department,  on  the  urging  of  Congress,  is  at- 
tempting to  keep  the  costs  within  the  appropriated 
$70.2  million. 

No  one  can  estimate  as  yet  actually  what  is 
being  saved.  Some  services  that  previously  were 
authorized  in  civilian  hospitals  and  from  civilian 
doctors  have  been  eliminated,  thus  shifting  these 
costs  from  the  government  to  the  service  families. 
At  the  same  time,  many  dependents  who  had  been 
cared  for  outside  the  military  now  are  required 
to  go  to  the  service  hospitals. 

If  they  don’t  like  what  is  happening,  there  is 
not  much  the  Medicare  administrators,  the  doctors 
and  the  hospitals  can  do  about  it,  at  least  not  until 


the  new  Congress  meets  next  January.  Then,  if  the 
situation  is  out  of  hand  and  there  is  widespread 
discontent  among  the  service  families,  the  prob- 
lem could  be  returned  to  the  lap  of  Congress. 

Awkward  as  are  the  restrictions  in  some  areas, 
the  situation  could  have  been  much  worse.  The 
House  originally  proposed  only  $60  million  for  the 
civilian  program,  and  ordered  the  Defense  De- 
partment not  to  exceed  that  figure.  In  the  Senate, 
Senator  Knowland  (R.,  Calif.)  sponsored  an 
amendment  increasing  the  total  to  $70.2  million, 
and  lifting  the  ceiling  on  spending.  The  Knowland 
proposal  was  approved. 

The  Conference  Committee  accepted  the  Sen- 
ate changes,  but  in  its  report  on  the  bill  instructed 
the  department  to  stay  within  the  $70.2  million. 
This  the  department  is  attempting  to  do,  but  if 
the  figure  has  to  be  exceeded  for  good  reasons,  the 
department  would  have  to  shift  funds  or  ask  for 
a supplemental  appropriation  and  explain  the 
need. 

If  the  ceiling  had  been  kept  in  the  bill  itself, 
the  department  couldn’t  have  spent  a penny  more 
than  the  $60  million. 

Here  are  the  major  restrictions,  as  outlined  by 
the  department  to  a meeting  of  Medicare  con- 
tractor representatives: 

Dependents  living  with  their  sponsors  to  use 
military  facilities,  unless  the  military  authorities 
certify  that  civilian  care  is  necessary  because  serv- 
ice facilities  are  not  available.  Dependents  not 
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living  with  sponsors  to  have  freedom  of  choice  of 
military  or  civilian  medicine,  as  now. 

In  maternity  cases,  if  the  patients  are  living 
apart  from  sponsors,  they  will  continue  to  have 
freedom  of  choice.  If  living  with  sponsors,  new 
patients  or  those  in  the  first  trimester  must  use 
service  facilities  if  available.  Those  in  the  second 
and  third  trimester,  if  under  civilian  care  October 
1,  may  continue,  but  if  for  any  reason  they  change 
doctors,  military  facilities  must  be  used  if  avail- 
able. 

The  new  regulations  also  discontinue  all  serv- 
ices “not  clearly  specified  in  the  law”  for  all  de- 
pendents. The  eliminated  services  include  medical 
care  ordinarily  rendered  on  an  outpatient  basis, 
acute  emotional  disorders,  and  elective  surgery. 
Emergency  care  may  be  obtained  from  civilian 
sources  without  prior  authorization. 

Where  more  than  one  service  facility  is  located 
in  the  area,  a military  clearing  house  will  screen 
dependents  and  hospitals  to  insure  that  all  service 
hospitals  are  used  “to  the  optimum.” 

Congress  has  received  a variety  of  advice  on 
what  to  do  about  the  hospitalization  of  veterans 
now  and  in  the  years  ahead.  Everybody  seems  to 
agree  that  twenty  to  thirty  years  from  now  will 
see  a sharp  increase  in  the  number  of  non-service- 
connected  disabilities  among  the  veteran  popula- 
tion. The  question  then  is  how  many  of  these  cases 
should  be  taken  care  of  by  the  federal  govern- 
ment. 


During  hearings  by  the  House  Veterans  Af- 
fairs Committee,  Dr.  Russell  B.  Roth,  chairman 
of  the  American  Medical  Association  Committee 
on  Federal  Medical  Services,  reiterated  the  A.M.A. 
stand  that  service-connected  cases  should  receive 
best  care  possible  in  VA  facilities  and  that  non- 
service-connected  illness  should  be  the  responsi- 
bility of  state  and  local  governments,  if  the  vet- 
eran is  unable  to  pay  for  his  care. 

Before  adjourning,  the  House  Committee  intro- 
duced a bill  that  did  little  to  clear  up  the  issue 
of  non-service-connected  care.  It  was  aimed  rather 
at  the  Budget  Bureau  in  an  effort  to  assure  that 
some  5,000  beds  now  closed  because  of  “adminis- 
trative decisions”  would  be  placed  in  use — pre- 
sumably for  non-service-connected  cases. 

Notes 

A group  of  physicians,  research  executives  and 
a former  director  of  the  Budget  Bureau  has  con- 
cluded that  the  nation  should  treble  its  expendi- 
tures for  medical  research  and  double  its  annual 
output  of  physicians,  all  in  the  next  twelve  years. 
The  consultants’  group  to  the  Secretary  of  Health, 
Education,  and  Welfare  proposes  that  the  Federal 
Government  supply  about  half  a billion  dollars  by 
1970,  with  an  equal  amount  to  come  from  industry 
and  philanthropy.  Head  of  the  study  group  was 
Dr.  Stanhope  Bayne-Jones,  former  dean  of  the 
Yale  Medical  School. 


EW ) “flavor -timed”  dual-action 

CORONARY  VASODILATOR 


ORAL  (foblet  swallowed  whole) 

for  dependable  prophylaxis 

$UBL|NGUAL-ORAL  ' 

for  immediate  and 

sustained  relief 


n 


trademark 


f ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"- 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE  — 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 
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. . . in  Skin  OiSGaiSOS:In  a study  of  26  patients  witli  severe  der- 
matoses, ARiSTOCORT  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^, . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  imfroved^. . . absence  of  serious  side  effects  specifically  notedd'  ^ 


...in  lUlGUm^tOid  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients^. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
^^’hich  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARISTOCORT  therapy).^ 
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Triamcinolone  LEDERLE 


, . . in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 


30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 


blood  pressure  in  12  of  these.'^ 

• . ♦ in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 


with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®’®. . .Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.^®’ Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.^® 


10.11,12 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg, 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 

Comparative  studies  of  patients  changed  to  aristocort 

from  prednisone  indicate  a dosage  of  aristocort  lower  by  about 


in  rheumatoid  arthritis,  by  Vi  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vs  to  Vz  in  inflammatory  and  allergic  skin  diseases. 


With  ARISTOCORT,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 
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Abstract  of  Minutes 
House  of  Delegates 
New  Mexico  Medical  Society* 

Seventy-Sixth  Annual  Session 
May  13-16,  1958 

Civic  Auditorium,  Albuquerque,  New  Mexico 

FIRST  MEETING 
Tuesday,  May  13,  1958 

President  Samuel  R.  Ziegler,  M.D.,  called  the 
House  of  Delegates  to  order  at  9:00  a.m.,  in  the 
Assembly  Hall  of  the  Civic  Auditorium. 

The  Secretary-Treasurer,  Omar  Legant,  M.D., 
called  the  roll  of  Delegates  and  vouched  for  the 


credentials  of  Delegates  present,  declaring  that  a 
quorum  was  present. 

The  President  pointed  up  that  the  Constitution 
provides  for  the  election  of  a Councilor  to  repre- 
sent a District  where  the  regularly  elected  Coun- 
cilman is  absent  from  the  Annual  Meeting.  He 
indicated  that  District  VI  is  without  a Council- 
man at  this  Annual  Meeting,  inasmuch  as  Dr. 
L.  L.  Daviet  could  not  be  present.  Dr.  Allan 
Haynes  of  Clovis  nominated  Dr.  Leland  S.  Evans 
of  Las  Cruces  to  serve  as  the  Councilor  for  District 
VI,  for  this  meeting.  Motion  was  duly  seconded 
and  carried  without  dissent. 

The  President  called  for  the  reading  of  the 
minutes  of  the  1957  meeting.  Dr.  W.  W.  Kridel- 
baugh,  Albuquerque,  moved  that,  inasmuch  as 
the  minutes  had  been  published  in  the  Rocky 
Mountain  Medical  Journal,  they  be  approved  as 


•Condensed  from  the  shorthand  record  of  Mrs.  Ralph  R.  IS 
Marshall,  reporter.  Reports  referred  to  but  not  reproduced  j| 
herein  were  distributed  to  all  members  of  the  House  of  ■ 

Delegates,  at  the  76th  Annual  Session,  in  the  mimeographed  1 

Handbook,  or  were  distributed  to  all  members  of  the  House,  1 
in  mimeographed  form,  at  the  opening  session.  Copies  of  all  f 
such  reports  are  on  file  in  the  executive  offices  of  the  Society 
and  are  available  for  study  by  any  member  of  the  Society. 


Condition 
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...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
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GOUT-THE  DIAGNOSTIC  PROBLEM 


ARTHRITIS... 

OR 

GOUTP 


Clinical  “curiosity”  rather  than 
clinical  “instinct”  is  the  key 
to  accurate  diagnosis  of  gout. 
Visible  manifestations  may  not 
appear  until  late  in  the  course 
of  the  disease.  Moreover,  the 
patient’s  description  of  the  pain 
and  the  site  of  the  pain  may  not 
differ  markedly  from  other 
articular  disorders. 

THE  FOLLOWING  FINDINGS  ARE  HIGHLY 

INDICATIVE  OF  GOUT:  (1)  Tophaceous 
deposits  resulting  in  irregular, 
asymmetrical  deformity  of  joints; 
(2)  Elevated  serum  uric  acid  levels 
(above  6 mg.%) ; (3)  Pain  relief 
unth  colchicine.  When  findings  sug- 
gest gout,  therapy  with  ‘Benemid’ 
should  be  started  immediately. 

BENEMID®-AN  EFFECTIVE  URICOSURIC 
AGENT 

‘Benemid’  is  firmly  established 
as  an  effective  and  exceptionally  saft, 
uricosuric  agent.  ‘Benemid’ 
approximately  doubles  the 
excretion  of  uric  acid ; reduces 
serum  uric  acid  levels  toward 
normal ; often  prevents  formation 
of  new  tophi,  and  gradually 
mobilizes  existing  uric  acid 
deposits;  minimizes  incidence  and 
severity  of  future  attacks. 

‘Benemid’  is  of  remarkably  low 
toxicity— usually  so  low  as  to  be 
clinically  insignificant— even  in 
patients  who  have  been 
on  uninterrupted  therapy  for  almost 
a decade.  The  uricosuric  effects 
of  salicylates  and  ‘Benemid’  are 
mutually  antagonistic  and  these 
compounds  should  not  be 
used  together. 


RECOMMENDED  DOSAGE:  0.25  Gm. 

(1/2  tablet)  twice  daily  for  one  week 
followed  by  1 Gm.  (2  tablets)  daily 
in  divided  doses. 

MERCK  SHARP  & DOHME 

PROBENECID 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


BENEMID 


A SPECIFIC  FOR  GOUT 


Benemid  is  a trade-mark  of  Merck  & Co.,  InC. 
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published.  Motion  was  duly  seconded  and  carried 
without  dissent. 

Dr.  Ziegler  introduced  our  “faithful  guest, 
friend  and  neighbor,”  Mr.  Harvey  T.  Sethman, 
Managing  Editor  of  the  Rocky  Mountain  Medical 
Journal,  for  his  annual  report  concerning  the 
status  of  the  Journal. 

Mr.  Sethman  reported  the  financial  condition 
of  the  Journal  was  very  sound  and  that  the  in- 
crease in  advertising  goes  into  increasing  the  size 
of  the  Journal  and  is  reflected  in  the  printing 
and  mailing  of  same.  He  mentioned  that  New 
Mexico  was  represented  on  the  Editorial  Board 
by  our  Scientific  Editor,  Dr.  Aaron  Margulis,  Santa 
Fe,  and  our  Associate  Editor,  Mr.  Ralph  Marshall. 
All  of  the  articles  submitted  from  New  Mexico 
had  been  published,  with  the  exception  of  one 
and  it  would  be  incorporated  in  the  next  issue. 
He  urged  the  Delegates  to  submit  more  material 
for  publication  and  stressed  the  point  that  the 
Journal  is  always  interested  in  increasing  the  size 
of  its  scientific  content  and  its  value  to  its  mem- 
bers. 

Reference  Committee  appointments 

The  President  announced  the  procedures  of 
this  meeting  of  the  House  and  reported  the  fol- 
lowing Reference  Committee  appointments  and 
urged  all  Delegates  to  appear  before  these  Ref- 
erence Committees  to  give  them  the  benefit  of  the 
Delegates’  wishes,  with  reference  to  all  matters 
before  the  committees: 

Committee  on  Published  Reports;  W.  W.  Kridelbaugh, 
M.D.,  Chairman,  Albuquerque;  Howard  Seitz,  M.D.,  Santa  Fe; 
Warren  Hall,  M.D.,  Silver  City;  Alton  Fruit,  M.D.,  Roswell; 
and  Walter  Dabbs,  M.D.,  Clovis. 

Reference  Committee  on  Officers  and  Councilors  Reports: 
R.  C.  Derbyshire,  M.D.,  Santa  Fe,  Chairman;  Henry  Hoddle, 
M.D.,  Hobbs;  Allan  Haynes,  M.D.,  Clovis;  Guy  Rader,  M.D., 
Albuquerque;  and  Robert  Boice,  M.D.,  Roswell. 

Reference  Committee  on  Miscellaneous  Business;  W.  J. 
Hossley,  M.D.,  Deming,  Chairman;  Brian  Mo.vnahan,  M.D., 
Santa  Fe;  Roy  Goddard,  M.D.,  Albuquerque;  C.  H.  Hargreaves, 
M.D.,  Hobbs;  and  John  Ritzenthaler,  M.D.,  Farmington. 

Elections 

The  Nominating  Committee  presented  the  fol- 
lowing lits  of  candidates  for  office  Each  nomina- 
tion was  duly  moved  and  seconded,  and,  election, 
in  each  instance,  was  by  acclamation:  Dr.  Lewis 


M.  Overton,  Albuquerque,  President-elect;  Dr. 
Allan  L.  Haynes,  Clovis,  Vice  President;  Dr.  J.  W. 
Hossley,  Deming,  Councilor  for  District  VI;  Dr. 
Guy  Rader,  Albuquerque,  Councilor  for  District 
III;  Dr.  Earl  Malone,  Roswell,  Delegate  to  the 
A.M.A.  for  a two-year  term;  Dr.  S.  R.  Ziegler, 
Espanola,  Alternate  Delegate  to  the  A.M.A.  for  a 
two-year  term;  Dr.  Paul  Fell,  Deming,  Grievance 
Committee,  to  complete  the  unexpired  term  of  Dr. 
Hossley  who  was  elected  Councilor  for  Dis- 
trict VI. 

Grievance  Committee 

The  following  named  physicians  were  recom- 
mended for  election  to  the  Grievance  Committee 
by  the  Nominating  Committee.  These  nomina- 
tions were  duly  moved,  seconded  and  election  was 
had  by  acclamation:  John  C.  McCulloch,  Farming- 
ton,  one  year  term;  David  B.  Post,  Los  Alamos, 
three  years;  Warren  Hall,  Silver  City,  three  years; 
and  A.  C.  Rood,  Albuquerque,  three  Years. 

The  Nominating  Committee  named  the  follow- 
ing physicians  and  recommended  their  election  for 
three-year  terms  on  the  NMPS  Board  of  Trustees. 
Each  was  elected  by  acclamation.  Omar  Legant, 
Albuquerque;  Eugent  Szerlip,  Albuquerque;  H .P. 
Borgeson,  Almogordo;  John  T.  Parker,  Farming- 
ton;  and  Philip  Shultz,  Santa  Fe. 

The  President  pointed  up  that  the  Nominating 
Committee  had  not  recommended  a slate  to  re- 
place themselves;  however,  the  By-Laws  provide 
that  one  member  shall  serve  on  the  Nominating 
Committee  from  each  Councilor  District.  The 
floor  is  open  for  nominations  for  the  1958-59 
Nominating  Committee. 

Dr.  Ray  Golding,  Raton,  nominated  Dr.  Louis 
Pavletich,  Raton,  to  serve  as  representative  on  the 
Nominating  Committee  from  District  I.  On  mo- 
tion, Dr.  Pavletich  was  elected  by  acclamation. 

Dr.  Brian  Moynahan,  Santa  Fee,  nominated  Dr. 
R.  C.  Derbyshire  of  Santa  Fe,  to  serve  on  the 
Nominating  Committee,  representing  District  II; 
Dr.  Aaron  Margulis,  Santa  Fe,  nominated  Dr.  Fred 
Soldow,  Santa  Fe;  Dr.  Reynaldo  Deveaux,  Taos, 
nominteed  Dr.  Albert  Rosen,  Taos. 

Dr.  L.  M.  Overton,  Albuquerque,  moved  that 

continued  on  60 
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beginning  with  your  discharge  formula . . . 

You  satisfy  baby’s  hunger  as  well  as  growth  needs  when  you 
discharge  on  Lactum— modified  milk  formula  proportioned 
and  processed  for  good  satiety  and  good  tolerance  in  the  normal 
dilution  of  20  calories  per  fluid  ounce. 

From  the  first  day  at  home,  the  mother  can  easily  prepare 
this  simple  dilution  as  needed  and,  following  your  instructions, 

. feed  to  satisfy  her  baby’s  appetite. 

Lactum*  Modified  milk  formula.  Mead  Johnson 

"instant”  powder/liquid 

Made  from  whole  milk  and  Dextri-Maltose.  Proportions  based  on 
widely  used  milk  formulas.  Homogenized  and  low  in  curd  tension. 

for  satisfying  milk  formulas  in  your  own  proportions . . . 

Dextri-Maltose®  Maltose-dextrins  formula  modifier.  Mead  Johnson 

“Professional”  carbohydrate  modifier— designed  specifically 
for  use  in  infant  formulas. 

and  to  help  you  with  various  feeding  problems... 

Sobee,®  Nutramigen,®  Probana,® 

Lofenalac  (new  low  phenylalanine  formula) 

Printed  services  to  help  you  instruct  patients  are  available 
on  all  formula  products  from  your  Mead  Johnson 
representative  or  by  writing  us,  Evansville  21,  Indiana. 

I 

Mead  Johnson 

Symbol  of  service  in  medicine 

i 
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plus  the  higher  blood  levels  of  potassium  penicillin  V 


Now,  for  oral  administration,  Compocillin-VK 
Granules  offer  you  a solution  of  potassium  pen- 
ilcillin  V.  Developed  by  Abbott  Laboratories, 
the  granules  are  dry  and  easily  reconstituted 
'tvith  water. 

i The  clear,  red  solution  has  a fresh,  cherry 
jlflavor,  is  taste-tested  and  is  well-accepted  by 
■|)atients.  And  they’ll  get  those  high  potassium 
enicillin  V blood  levels  (note  chart). 

Compocillin-VK  is  indicated  for  all  infec- 
ions  susceptible  to  oral  penicillin  therapy.  Also, 
n treating  recurring  rheumatic  fever  and  in 
|nanaging  rheumatic  carditis.  Compocillin-VK 
ay  be  used  in  counteracting  complications 
from  severe  viral  attacks. 


The  initial  recommended  dose:  In  acute  infec- 
tions, the  range  is  from  125  mg.  (200,000  units) 
three  times  daily  to  250  mg.  (400,000  units) 
every  four  hours.  For  young  children,  the  adult 
dose  may  be  reduced  in  proportion  to  age  and 
weight.  For  prophylactic  use,  125  mg.  (200,000 
units)  may  be  administered  once  or  twice  daily. 

Compocillin-VK  Granules  for  Oral  Solution 
come  in  40-cc.  and  80-cc.  bottles.  Each  5-cc. 
teaspoon  of  the  reconstituted  solution  repre- 
sents 125  mg.  (200,000  units)  of  potassium  peni- 
cillin V.  The  dry  granules  stay  stable  under  or- 
dinary room  temperatures.  When  reconstituted, 
the  solution  will  remain  potent 
for  two  weeks  under  refrigeration. 
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nominations  for  District  II  be  closed,  which  was 
duly  seconded  and  carried. 

Dr.  Guy  Kadar,  Albuquerque,  nominated  Dr. 
R.  V.  Seligman  of  Albuquerque  to  represent  Coun- 
cil District  III,  on  the  Nominating  Committee.  Dr. 
Seligman  was  elected  by  acclamation. 

Medicare  report 

The  President  pointed  up  that  the  Chairman 
of  the  Medicare  Adjudication  Committee  had  not 
tendered  a written  report  and  called  on  J.  J. 
Corcoran,  M.D.,  Albuquerque,  for  an  oral  report. 

Dr.  Corcoran  reported  that  the  committee  had 
not  held  formal  meetings;  however,  they  had 
considered  three  and  one-third  per  cent  of  all 
claims  submitted  to  the  State  Medical  Society  for 
processing.  These  claims  have  been  referred  to 
subcommittees  of  the  Adjudication  Committee  for 
decisions  and  recommendations  and  that  all  claims, 
with  the  exception  of  three,  had  been  adjudicated 
with  the  Adjudication  Committee’s  recommenda- 
tions. The  remaining  three  were  forwarded  to 
Washington  for  the  Director  of  Medicare  to  ad- 
judicate. Dr.  Corcoran  recommended: 

(1)  that  the  Medicare  Adjudication  Committee  be  ex- 
panded to  include  twelve  members;  (2)  that  the  members  be 
appointed  from  those  specialties  which  have  been  shown  by 
experience  to  have  submitted  the  greater  number  of  claims; 
(3)  that  the  Delegates  carry  back  to  their  County  Medical 
Societies  the  recommendation  urging  that  the  administrative 
information  printed  in  the  new  Medicare  Manual  be  ’•ead  by 
all  physicians. 

At  this  time,  the  President  went  through  the 
Delegates’  Handbook,  referring  all  resolutions  and 
published  reports  to  the  appropriate  committees 
and  called  for  any  new  business  to  be  introduced. 

Dr.  L.  M.  Overton,  Albuquerque,  Chairman, 
Vocational  Rehabilitation  Center  Committee,  in- 
vited all  Delegates  to  visit  the  new  Vocational 
Rehabilitation  Center  in  Albuquerque,  during  this 
meeting. 

The  President  read  a telegram  from  the  New 
Mexico  Pharmaceutical  Association  expressing  the 
Association’s  good  wishes  for  a successful  and 
enjoyable  Annual  Meeting. 

The  President  declared  the  first  session  in 
recess  until  3:00  p.m.,  and  requested  the  Delegates’ 
to  adjourn  to  the  Reference  Committee  hearings 
which  will  convene  immediately. 

SECOND  SESSION 
3:00  p.m..  May  13,  1958 

President  Samuel  R.  Ziegler,  M.D.,  opened  the 
second  session  of  the  House  of  Delegates  and  re- 
quested the  Secretary-Treasurer  to  call  the  roll  of 
Delegates. 

The  Secretary-Treasurer,  Omar  Legant,  M.D., 
called  the  roll  and  certified  to  the  credentials  of 
Delegates  and  Alternate  Delegates  and  declared  a 
quorum  present. 

The  President  pointed  up  that  he  would  like 
to  rearrange  the  agenda  to  provide  for  the  election 
at  this  time  in  order  that  the  tellers  may  have 
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an  opportunity  to  count  the  election  ballots  and 
report  to  the  House,  prior  to  adjournment.  The 
House  unanimously  accepted  the  President’s  re- 
quest, whereupon  the  President  appointed  the 
following  tellers:  Sol  Heinemann,  M.D.,  Carlsbad, 
Chairman;  Ernest  Faigle,  M.D.;  Fred  Soldow,  M.D., 
and  John  Ritzenthaler,  M.D.,  and  requested  the 
tellers  to  distribute  the  election  ballots. 

Dr.  Earl  L.  Malone,  Chairman  of  the  Nominat- 
ing Committee,  was  recognized  for  the  purpose 
of  rendering  the  committee’s  report  for  this  year. 

Elections 

Dr.  Malone  stated  that  one  of  the  Nominating 
Committee’s  recommendations  was  that  the  Alter- 
nate Delegate  to  the  A.M.A.  be  permitted  to  at- 
tend the  A.M.A.  sessions  at  State  Society  expense. 
On  motion  duly  made  and  seconded,  the  recom- 
mendation of  the  Nominating  Committee  was  ac- 
cepted. 

Dr.  R.  C.  Derbyshire  of  Santa  Fe  nominated 
Dr.  W.  D.  Dabbs  of  Clovis  to  represent  District 
IV.  On  motion.  Dr.  Dabbs  was  elected  by  ac- 
clamation. 

Dr.  Earl  Flanagan  of  Carlsbad  nominated  Dr. 
C.  P.  Bunch  from  Artesia  to  represent  District  V. 
Dr.  Bunch  was  elected  by  acclamation. 

Dr.  Gerald  Slusser  of  Artesia  nominated  Dr. 
Richard  Walsh,  Silver  City,  to  represent  District 
VI;  Dr.  R.  C.  Derbyshire  of  Santa  Fe  nominated 
Dr.  Leland  S.  Evans,  Las  Cruces,  to  represent 
District  VI. 

Dr.  Wendell  Peacock  of  Farmington  nominated 
Dr.  Vincent  Accardi,  Gallup,  to  represent  District 
VII.  On  motion.  Dr.  Accardi  was  elected  by  ac- 
clamation. 

Reference  Committee  on 
Officers  and  Councilors 

Dr.  Ziegler  called  for  the  report  of  the  Refer- 
ence Committee  on  Officers  and  Councilors. 

Dr.  Derbyshire  reported  that  his  committee 
has  been  fortunate  in  having  so  many  appear 
before  the  committee  in  their  deliberations.  The 
committee  had  considered  the  published  Council 
minutes  very  thoroughly  and  that  the  reference 


committee  recommends  disapproval  of  the  follow- 
ing action  taken  by  the  Council: 

“That  the  By-Laws  Committee  be  requested  to  include  a 
revision  in  the  new  By-Laws  to  provide  that  members  of  the 
County  Societies  must  be  members  of  the  State  Society  or 
lose  their  Charters.” 

He  pointed  up  that  his  committee  felt  there 
was  too  much  of  an  element  of  compulsion  in  this 
and  moved  that  this  now  be  disapproved. 

Dr.  W.  W.  Kridelbaugh  of  Albuquerque  moved 
an  amendment  to  the  motion  that  the  House  of 
Delegates  accept  Item  10  of  the  July  13  meeting 
of  the  Council  report  referred  to  above.  Dr.  Kridel- 
baugh’s  motion  was  duly  seconded  and  carried  by 
a vote  of  thirty-six  in  favor  and  twelve  opposed. 

The  reference  committee  recommends  that 
the  Council  action  on  October  26th,  with  reference 
to  the  Board  of  Trustees’  recommendation  on  the 
group  life  insurance  program,  “will  take  a poll 
of  the  membership,”  with  reference  to  the  distri- 
bution of  any  dividends  from  this  program  to 
read  that,  “The  Board  of  Trustees  take  a poll  of 
the  policyholders  of  this  group  program.”  This 
portion  of  the  committee’s  recommendation  was 
approved. 

The  reference  committee  next  considered  the 
supplemental  Council  report  and  moves  the  fol- 
lowing resolution: 

THEREFORE,  BE  IT  RESOLVED:  That  $5,000  be  deposited 
in  a student  loan  fund  for  loans  to  students  who  are  residents 
of  this  State  when  the  need  for  such  loans  has  been  indicated. 
Loans  are  to  bear  no  interest  until  two  years  after  gradua- 
tion, then  at  the  rate  of  6 per  cent; 

THEREFORE,  BE  IT  RESOLVED:  That  a Committee  of  the 
Council  for  the  New  Mexico  Medical  Society  will  serve  as 
Administrator  with  such  usual  powers  of  investigation  and 
administration  as  is  indicated  by  the  title.  This  Committee 
will  draft  certain  policies  for  approval  by  the  Council  in  the 
administration  of  the  fund; 

be  not  approved,  inasmuch  as  the  amount  of 
the  fund  is  not  sufficient  to  be  of  real  help  on 
a long-term  basis  and  the  rules  of  administration 
are  too  loosely  drawn  for  effective  operation. 
The  motion  was  duly  seconded.  Dr.  J.  C.  Sedg- 
wick, Las  Cruces,  moved  the  following  amend- 
ment to  the  motion:  “that  the  House  of  Delegates 
vote  approval  of  the  resolution  in  the  supple- 
mental report  of  the  Council.”  Motion  was  sec- 
onded and  carried  by  a vote  of  twenty-three  in 
favor  and  twenty-one  opposed. 

The  Reference  Committee  on  Officers  and 
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Council  moved  that  the  Council’s  recommendation 
of  Item  16  of  the  supplemental  report,  with  ref- 
erence to  New  Mexico  being  included  in  the 
general  area  membership  of  the  Southern  Medical 
Association,  be  disapproved.  Motion  was  duly  sec- 
onded. Dr.  J.  A.  Evans  of  Las  Vegas  moved  an 
amendment  to  the  reference  committee’s  recom- 
mendation with  reference  to  Item  16,  that  the 
request  of  the  Southern  Medical  Association  be 
approved.  Motion  was  seconded  by  Dr.  Peacock 
and  by  a vote  of  twenty-two  in  favor  to  twenty- 
seven  opposed,  the  amendment  was  defeated. 

The  President  called  for  action  concerning  the 
original  motion  of  the  reference  committee  which 
was  then  carried. 

Dr.  Derbyshire  moved  that  the  Reference  Com- 
mittee’s report  on  Officers  and  Councilors  be  ap- 
proved as  amended.  Motion  was  duly  seconded 
and  carried  without  dissent. 

Reference  Committee  on 
Miscellaneous  Business 

The  President  called  on  Dr.  J.  W.  Hossley, 
Chairman  of  the  Reference  Committee  on  Mis- 
cellaneous Business. 

The  Chairman  reported  that  his  committee 
would  like  to  offer  the  following  substitute  reso- 
lution for  the  Bernalillo  County  Medical  Society’s 
resolution  pertaining  to  adoption  laws: 

WHEREAS,  The  State  of  New  Mexico  Adoption  Statutes 
are  so  constituted  that  they  allow  placement  for  adoption 
by  any  party; 

WHEREAS,  This  can  easily  result  in  the  improper  selection 
of  prospective  parents  and  result  in  mismatching  adoptive 
children  and  parents  with  many  unnecessary  future  difficul- 
ties of  adjustment  both  physical  and  mental: 

WHEREAS,  Proper  investigation,  selection  matching,  and 
follow-up  of  prospective  adoptive  parents  and  to-be-adopted 
and  adopted  children  are  necessary; 

WHEREAS,  Some  placements  for  adoption  are  not  at  pres- 
ent reported  as  having  been  made  for  a number  of  years 
after  actual  placement,  thereby  depriving  the  adopted  child 
of  his  legal  rights;  therefore,  be  it 

RESOLVED:  That  the  New  Mexico  Medical  Society  for- 
mally endorse  legislation  requiring  that  the  adoption  and 
placement  be  reported  promptly  to  the  appropriate  District 
Court,  and  be  it  further 

RESOLVED:  That  the  New  Mexico  Medical  Society  con- 
sider this  to  be  the  minimum  requirement  for  construction 
of  adequate  adoption  laws  to  be  worked  out  in  the  future, 
and  be  it  further 
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RESOLVED:  That  the  New  Mexico  Medical  Society  appoint 
a Special  Committee  to  deal  with  other  interested  agencies 
and  professions  in  the  drafting  of  adequate  legislation  con- 
cerning adoption. 

Dr.  Hossley’s  motion  to  approve  the  substitute 
resolution  was  duly  seconded  and  carried. 

The  Chairman  of  the  reference  committee 
moved  that  the  following  resolution,  from  the 
Bernalillo  County  Medical  Society  be  approved: 

BE  IT  RESOLVED:  That  the  New  Mexico  Medical  Society 
through  its  delegates  with  the  cooperation  of  its  attorney, 
study  the  legislation  in  those  states  which  assures  the  free 
choice  of  physician  under  Workmen’s  Compensation  Acts, 
and  etc.,  and  come  up  with  some  type  of  legislation  to  be 
presented  to  the  State  Legislature  pi  soma  futui’e  time  so 
that  in  this  state,  as  in  many  of  the  more  progressive  states 
in  our  country,  the  individual  is  assured  free  choice  of 
physician. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

The  reference  committee  moved  that  the  fol- 
lowing resolution  from  the  Chaves  County  Medi- 
cal Society  be  approved: 

RESOLVED:  That  the  Chaves  County  Medical  Society  ap- 
proves the  essay  contest,  American  Association  of  Physicians 
and  Surgeons,  and  urges  other  component  Societies  of  the 
New  Mexico  Medical  Society  to  offer  full  support  to  this 
program. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

The  reference  committee  amended  the  resolu- 
tion from  the  Bernalillo  County  Medical  Society 
and  moved  that  the  following  substitute  resolu- 
tion be  passed: 

RESOLVED:  That  the  State  Medical  Society  oppose  activi- 
ties of  voluntary  health  agencies,  and  etc.,  which  are  in 
conflict  with  generally  accepted  basic  principles  of  medical 
practice  and  that  questionable  or  disputed  practices  be 
brought  to  the  attention  of  the  State  Society  for  study  and 
appropriate  action. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

The  reference  committee  reviewed  the  letter 
from  the  Veterans’  Administration  concerning  a 
Veterans  Hometown  Care  Program  for  New  Mex- 
ico and  approved  of  the  Council’s  action  which 
recommended  “that  the  State  Society  maintain  a 
status  quo  with  reference  to  this  program,”  but 
add  an  amendment,  “to  investigate  the  possibility 
of  possible  adjustment  of  fees  that  any  members' 
may  consider  unfair  in  the  future.” 

The  Chairman  of  the  reference  committee 
moved  that  this  supplemental  action  of  the  Coun- 
cil, as  amended,  be  approved. 

The  motion  was  duly  seconded  and  carried 
without  dissent. 

The  reference  committee  considered  the  reso- 
lution from  the  Tennessee  Medical  Association 
concerning  Medicare  which  requested  the  A.M.A. 
to  protest  the  continuation  by  the  Defense  De- 
partment of  contracting  for  a fixed  fee  schedule. 
The  Chairman  of  the  reference  committee  moved 
that  no  action  be  taken  on  this  resolution  at  this 
time. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

The  Chairman  of  the  reference  committee 
stated  that  they  had  reviewed  the  resolution  from 
the  Texas  Medical  Association  asking  the  New 
Mexico  Society  to  join  them  at  the  A.M.A.  House 
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of  Delegates  in  causing  the  Board  of  Trustees  of 
the  A.M.A.  to  initiate  steps  designed  to  bring 
about  either  the  repeal  of  Public  Law  569,  the 
Medicare  Law,  or  its  modification,  or  amendments, 
so  as  to  provide  medical  care  for  the  dependents 
of  the  personnel  of  uniformed  services  through 
programs  underwritten  by  voluntary  prepayment 
plans  or  by  pay  increases  for  such  personnel  to 
purchase  voluntary  prepaid  insurance.  The  refer- 
ence committee  moved  that  no  action  be  taken  on 
this  resolution;  however,  introduced  a substitute 
resolution,  as  follows: 

WHEREAS,  The  New  Mexico  Medical  Society  supports  as 
its  painstaking  duty  the  efforts  of  the  Department  of  Defense 
to  afford  to  the  dependents  of  uniformed  personnel,  the  best 
medical  care  available,  but 

WHERE.'LS,  The  present  bill  as  now  constituted  in  its  meth- 
ods of  direct  Giovernment  financial  administration  is  a 
potential  threat  to  the  American  way  of  life,  in  that  it  pro- 
vides an  instance  of  Governmental  interference  between  the 
citizen  and  his  physician;  therefore  be  it 

RESOLVED:  That  the  House  of  Delegates  of  the  A.M.A. 
request  its  Board  of  Trustees  through  its  Legislative  Commit- 
tee to  initiate  steps  designed  to  bring  about  the  modification 
or  amendment  of  Public  Law  569,  so  as  to  provide  medical 
care  for  the  dependents  of  personnel  of  the  uniformed  serv- 
ices, through  programs  underwritten  by  voluntary  prepay- 
ment plans. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

A resolution  pertaining  to  the  practice  of 
radiology,  pathology  and  anesthesiology  was  con- 
sidered by  our  reference  committee  and  wishes 
to  change  the  resolution  as  submitted  in  one  in- 
stance, namely  deleting  the  parentheses  around 
Anesthesiology,  and  with  this  amendment  your 
committee  therefore  moves  that  the  following 
resolution  be  passed  by  this  House: 

WHEREAS,  The  practice  of  Radiology,  Pathology  and 
Anesthesiology  constitute  the  practice  of  Medicine  as  de- 
fined by  statutes  and  has  been  affirmed  by  the  House  of 
Delegates  of  the  A.M.A.,  by  numerous  court  decisions  and 
opinions  of  Attorney  Generals  in  various  States  ; 

WHEREAS,  It  is  illegal  for  a corporation  “profit”  or 
“non-profit”  to  practice  Medicine  ; 

WHEREAS,  It  is  unethical,  as  well  as  illegal  for  a 
physician  to  sell  his  services  to  a corporate  body  for 
resale  by  that  body  ; 

WHEREAS,  The  American  College  of  Radiology  “by 
monthly  Newsletter,  Vol.  14,  No.  3,  March  1958,”  unani- 
mously adopted  a resolution  as  follows  : 

a.  That  hospital  services  shall  not  include  the  practice 
ol  Radiology. 

b.  That  insurance  “or  other  pre-payment  programs,” 
hospital  service  contracts  shall  provide  for  hospital  serv- 
ices only  and  that  medical  service  contracts  shall  provide 
for  medical  services.  Therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  New 
Mexico  Medical  Society  go  on  record  as  deploring  and 
condemning  the  inclusion  of  any  phase  of  the  practice  of 
medicine  as  a hospital  service,  and  reject  the  Inclusion 
of  such  features  of  the  insurance  contracts  and  pre-pay- 
ment plans  that  provide  for  hospital  services  only.” 

Motion  was  duly  seconded  and  carried  without 
dissent. 

Dr.  Hossley  moved  that  the  reference  commit- 
tee report  as  a whole  and  as  amended  be  accepted. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

Dr.  Ziegler  stated  that  he  would  like  to  take 
this  opportunity  to  present  Mr.  Jennings  Doak, 
a pharmacist  of  Espanola,  who  has  been  very 
generous  with  the  State  Society  this  year  in  pro- 
viding air  transportation  for  the  President  and 
the  Executive  Secretary  and  members  of  the  Coun- 
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cil  on  a number  of  trips  and  for  which  he  has 
accepted  no  remuneration.  A suitable  certificate 
and  a gift  of  an  oxygen  tank  for  his  airplane  was 
prepared  to  present  to  Mr.  Doak.  He  asked  that 
Mr.  Doak  be  escorted  to  the  rostrum.  The  Presi- 
dent then  introduced  Mr.  Doak  and  presented 
him  with  the  certificate  and  gift,  for  which  Mr. 
Doak  thanked  the  House  of  Delegates  for  their 
thoughtfulness  and  generosity  in  presenting  him 
with  this  surprise  gift. 

Reference  Committee 
on  Published  Reports 

The  President  called  on  Dr.  W.  W.  Kridelbaugh, 
Chairman  of  the  Reference  Committee  on  Pub- 
lished Reports. 

Dr.  Kridelbaugh  stated  that  his  committee  had 
considered  the  following  published  reports:  The 
Advisory  Committee  to  the  Department  of  Public 
Welfare;  Advisory  Committee  to  the  Rehabilita- 
tion Center;  American  Medical  Education  Founda- 
tion; Annual  Meeting  Committee;  Civil  Defense 
Committee,  and  Convention  Committee,  and 
moved  that  the  House  of  Delegates  accept  these 
reports,  as  published.  Motion  was  duly  seconded 
and  carried  without  dissent. 

The  reference  committee  Chairman  stated  that 
with  reference  to  the  committee  report  on  Alco- 
holism and  Mental  Health,  he  stated  that  his 
committee  had  interpreted  “admission  without 


procedure”  and  “non-judicial  procedure,”  to  mean 
that  a person  who  considers  himself  to  be  ill  may 
be  allowed  to  go  to  a hospital  without  judicial 
decision.  With  this  interpretation,  Dr.  Kridelbaugh 
moved  that  the  committee  report  on  Alcoholism 
and  Mental  Health  be  adopted.  Motion  was  duly 
seconded  and  carried  without  dissent. 

With  reference  to  the  report  of  the  Constitu- 
tion and  By-Laws  Committee,  the  Chairman  of 
the  committee  reported  that  at  our  last  House 
of  Delegates  meeting  a resolution  was  passed  re- 
vising Article  VI,  Section  2,  of  the  Constitution 
to  state:  “Not  more  than  three-sevenths  of  the 
Council  shall  be  elected  in  any  one  year,”  and 
that  this  amendment  has  laid  on  the  table  for 
one  year  and  now  is  in  order  for  final  adoption 
and,  therefore,  moved  that  the  House  of  Dele- 
gates accept  this  amendment  to  Article  VI,  Section 
2,  of  the  Constitution.  Motion  was  duly  seconded 
and  carried  without  dissent. 

The  reference  committee  submitted  an  amend- 
ment to  the  By-Laws  to  Chapter  IV,  Section  VI, 
which  deleted  the  last  sentence  of  Section  VI, 
which  read:  “It  shall  especially  and  systematically 
endeavor  to  promote  relations  among  physicians 
of  the  same  locality  and  shall  continue  these  ef- 
forts until  every  physician  in  every  county  in  the 
state,  who  can  be  made  reputable,  has  been 
brought  under  Medical  Society  influence,”  and 
moved  that  this  amendment  be  passed.  Motion 
was  duly  seconded  and  carried  without  dissent. 
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The  reference  committee  moved  that  Chapter 
VIII,  Section  I,  of  the  By-Laws  be  worded  as 
follows:  “The  following  committees  shall  be  elect- 
ed by  the  House  of  Delegates.”  The  motion  was 
duly  seconded  and  carried  without  dissent. 

The  committee  moved  that  Chapter  VIII,  Sec- 
tion 3,  of  the  By-Laws,  be  changed  as  follows: 
After  “Department  on  call,”  insert  “and  bring 
before  the  Department  the  wishes  of  the  Council 
and  House  of  Delegates.”  Motion  was  duly  second- 
ed and  carried  without  dissent. 

Scientific  papers 

The  reference  committee  moved  that  a new 
Section  IV  be  added  to  Chapter  10  of  the  By- 
Laws,  which  reads  as  follows:  “All  papers  read 
before  the  State  Medical  Society,  when  practical, 
shall  be  deposited  with  the  Secretary  when  read 
and  become  the  property  of  the  Society.”  Motion 
was  duly  seconded  and  carried  without  dissent. 

The  committee  moved  that  Chapter  XI  of  the 
By-Laws  be  amended,  as  follows:  That  the  word 
“majority”  be  deleted  and  “two  thirds”  inserted 
in  its  place.  Motion  was  duly  seconded  and  carried, 
without  dissent. 

The  reference  committee  moved  that  the  Con- 
vention Committee  report,  which  suggests  that 
the  1959  Annual  Meeting  be  held  in  Las  Cruces 
and  the  1960  meeting  in  Albuquerque,  be  ap- 
proved. The  motion  was  duly  seconded;  however. 


Dr.  T.  L.  Carr  of  Albuquerque  moved  an  amend- 
ment to  the  motion  as  follows: 

That  the  House  of  Delegates  approve  Dona  Ana  County 
for  1959,  but  reject  the  request  for  Albuquerque  for  1960. 
and  request  in  addition  an  equitable  rotation  of  the  meeting 
places. 

The  amendment  to  the  motion  was  duly  sec- 
onded and  carried  without  dissent.  It  was  duly 
moved,  seconded  and  carried  that  the  motion  of 
the  reference  committee,  as  amended,  be  ap- 
proved. 

The  reference  committee  moved  that  the  pub- 
lished report  of  the  Grievance  Committee  and  the 
Liaison  Committee  to  Allied  Professions  with 
supplemental  report  be  approved.  Motion  was 
duly  seconded  and  carried  without  dissent. 

The  reference  committee  moved  that  the  Ma- 
ternal and  Infant  Mortality  Committee  report  ba 
approved,  as  published,  with  the  following  amend- 
ment: 

That  the  Committee  be  allowed  to  refer  back  to  the 
County  Medical  Society  Board  of  Censors,  Grievance  Com- 
mittee or  Board  of  Governors,  any  case  on  which  they  do 
not  receive  a report,  and  that  the  Board  of  Censors  can  call 
before  themselves  a physician  who  refuses, to  send  in  reports; 
that  this  be  tried  for  a year  to  see  how  it  works  out  in 
terms  of  the  Committee  securing  reports  on  Maternal  ami 
Infant  Mortality. 

Motion  was  duly  seconded  and  carried  with 
ten  dissenting  votes. 

The  Chairman  of  the  reference  committee 
moved  that  the  Medical-Legal  Committee  report 
with  supplemental  report,  which  includes  the 
standard  insurance  reporting  form,  be  approved. 
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as  published.  Motion  was  duly  seconded  and  car- 
ried without  dissent. 

Medical-Legal  Committee 

The  Chairman  of  the  reference  committee 
pointed  up  that  there  had  been  some  correspond- 
ence between  our  Medical-Legal  Committee  and 
the  Industrial  Committee  of  the  Arizona  State 
Medical  Association,  regarding  the  obligatory  ac- 
ceptance on  the  part  of  the  New  Mexico  physicians 
of  a fee  for  service  itemized  in  the  Arizona  In- 
dustrial Commission’s  Fee  Schedule.  He  pointed 
up  that  Arizona  physicians  are  not  happy  with  the 
fees  they  are  receiving  from  the  Arizona  Com- 
mission and  that  the  House  of  Delegates  of  the 
Arizona  Medical  Association  wished  to  discuss 
this  problem  at  their  Annual  Meeting,  which  was 
held  the  latter  part  of  April.  The  letter  from  the 
Arizona  Medical  Association  indicated  that  the 
physicians  of  Arizona  would  be  happy  to  negoti- 
ate fees  for  New  Mexico  physicians  before  the 
Arizona  Industrial  Commission.  The  Chairman  of 
the  reference  committee  moved  that  the  House  of 
Delegates  approve  the  Medical-Legal  Committee’s 
action  in  sending  one  of  our  members  to  the  Ari- 
zona Medical  Society-Afizona  Industrial  Commis- 
sion meeting.  Motion  was  duly  seconded  and  car- 
ried without  dissent. 

The  Chairman  of  the  reference  committee 
moved  that  the  published  report  of  the  New 


Mexico  Physicians’  Service  be  approved,  as  pub- 
lished. Motion  was  duly  seconded  and  carried 
without  dissent. 

Public  Health  Committee 

The  Chairman  of  the  reference  committee 
moved  that  the  Public  Health  Committee  report 
be  approved,  as  published.  Motion  was  duly  sec- 
onded. Dr.  Roy  Goddard,  Albuquerque,  moved  an 
amendment  to  the  published  report  as  follows: 
Item  6,  that  the  first  sentence  after  “clinics”  be 
changed,  and  the  following  be  inserted: 

■'the  present  studies  on  mental  retardation  being  conducted 
in  Santa  Fe  (Pilot  Program),  and  Los  Lunas,  and  other  pro- 
grams concerning  child  guidance  in  the  state,  are  worthy  of 
the  support  of  the  New  Mexico  Medical  Society  while  under 
further  observation.” 

The  Chairman  of  the  reference  committee  con- 
curred with  this  amendment  which  carried  with- 
out dissent. 

Dr.  Guy  Rader  of  Albuquerque  moved  to 
amend  the  report  further.  In  Item  V,  after  the 
phrase  “routine  immunization  should  be  given  in 
these  clinics,”  insert  “except  where  it  is  only 
impractical  for  a physician  to  give  them.”  This 
amendment  was  duly  seconded  and  carried  with- 
out dissent. 

The  Chairman  of  the  reference  committee 
moved  that  the  Public  Health  Committee  report, 
as  a whole  and  as  amended,  be  approved.  Motion 
was  duly  seconded  and  carried  without  dissent. 
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Training  School  resolution 

The  Chairman  of  the  Reference  Committee  on 
Published  Reports  moved  that  the  following  reso- 
lution submitted  by  the  Delegates  from  Catron- 
Socorro-Valencia  County  Medical  Society  be  ap- 
proved; 

WHEREAS,  The  Los  Lunas  Hospital  and  Training  School, 
the  only  State  supported  institute  for  mentally  retarded  chil- 
dren, has  a capacity  of  only  210  beds  and  cribs,  although  it 
has  been  in  existence  for  over  thirty  years,  and 

WHEREAS,  The  growth  of  the  Los  Lunas  Hospital  and 
Training  School  has  not  kept  pace  with  the  very  considerable 
increase  in  population  of  the  state,  and 

WHEREAS,  This  institution  has  a waiting  list  of  approxi- 
mately 000,  some  of  the  applicants  since  1945  and  1946  and  on 
up,  and 

WHEREAS,  No  less  than  140  mentally  retarded  children 
are  housed  in  the  State  Mental  Hospital  at  Las  Vegas  where 
there  is  no  training  program  for  them,  and 

WHEREAS,  It  is  known  that  no  less  than  2 to  3 per  cent 
of  the  population  is  mentally  retarded,  and 

WHEREAS,  There  is  a need  of  a minimum  of  1,200  to  1,500 
beds  and  cribs  and  auxiliary  facilities  to  accommodate  all 
mentally  retarded  cases  requiring  institutional  care  and  train- 
ing and  to  keep  up  with  the  population  growth  of  the  state; 
be  it 

RESOLVED:  That  the  New  Mexico  Medical  Society  be 
requested  to  consider  this  resolution  at  its  Annual  Meeting 
in  May,  1953,  for  presentation  to  the  next  Legislature,  which 
is  to  convene  in  January,  1959, 

Motion  was  duly  seconded  and  carried  without 
dissent. 

The  reference  committee  studied  the  report  of 
the  Public  Relations  Committee  and  moved  that 
this  report  be  accepted  by  this  House. 

Motion  was  duly  seconded  and  carried  without 
dissent. 


The  reference  committee  reported  that  it  did 
not  consider  the  Curry-Roosevelt  County  Medical 
Society  statement  concerning  amendments  to  the 
By-Laws,  inasmuch  as  the  By-Laws  were  amended 
and  contained  the  changes  requested  by  the 
Curry-Roosevelt  County  Medical  Society. 

The  Chairman  of  the  reference  committee 
further  reported  that  the  Otero  County  Medical 
Society  resolution  pertaining  to  a standard  re- 
porting insurance  form  was  not  considered,  inas- 
much as  the  Medical-Legal  Committee  had  sub- 
mitted a standard  form  and  it  has  already  been 
approved  by  this  House. 

The  reference  committee  reviewed  the  Medi- 
care Adjudication  Committee’s  report  and  moved 
that  this  report  be  adopted.  Motion  was  duly  sec- 
onded and  carried  without  dissent. 

Welfare  Department  resolutions 

The  Chairman  of  the  Reference  Committee  on 
Published  Reports  stated  that  his  committee  has 
reviewed  a resolution  from  the  San  Miguel  County 
Society,  with  reference  to  the  Welfare  Depart- 
ment, and  submits  the  following  resolution  to  the 
House  of  Delegates: 

RESOLVED:  (1)  The  present  status  of  agreement  is  defi- 
nitely to  end  July  1,  1958,  if  a new  agreement  has  or  has 
not  been  concluded  at  that  date.  (2)  The  new  agreement  is 
to  recognize  that  medical  services  are  to  be  considered  a 
service  rendered  to  the  Welfare  Department  and  it  is  to  be 
treated  as  an  integral  and  permanent  part  of  the  Welfare 
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For  immediate  cough  control 

CITRA  FORl^  SYRUP 

. . .Most  powerful  and  effective  cough  suppressant  available!  (5.0  mg. 
dihydrocodeinone  per  tsp.  plus  multiple  antihistamines  and  expecto- 
rant). Prompt— prolonged— yet  economical  cough  therapy. 

Dosage  z=.  1 or  2 teaspoonfuls  every  3-k  hours. 

CITRA  SYRUP..  . For  relief  of  minor  coughs  (contains 
1.67  mg.  dihydrocodeinone/teaspoon) . 

Dosage  1 or  2 teaspoonfuls  every  S-J/-  hours. 

CITRA  CAPSULES..  . For  immediate  relief  from  most 
cold  symptoms.  Most  powerful,  orally  effective  Decongestant . . . plus 
three  Antihistamines . . . helps  bring  immediate  relief  from  cold  symp- 
toms with  minimum  side  effects. 

Dosage  ~ 2 capsules  stat,  1 q.  4-  hrs. 

LOS  ANGELES  54,  CALIFORNIA  BOYLE  &.  COMPANY 
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Controls  Inflammation  and  Swelling... Relieves  Pain... 
Promotes  Healing  Through  Enchancement  of 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection. 


ReferGncos:  1.  Innerfield.  I.;  Shub,  H.,  and  Boyd,  L.  J.:  New  England  J.  Med.  258:  1069  (May  24)  1958.  2.  Miller,  J.  M.;  Godfrey,  G.  C.;  Ginsberg,  M.  and 
Papastrat,  C.  J.:  J.  A.  M.  A.  166:478  (Feb.  1)  1958.  3.  Davidson,  t£;  Prigot,  A„  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  II:  1 (June)  1958  *Reg.  U.  S.  Pat.  Off. 
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and  abrasions... 
reduces  discomfort 
‘ and  improves 
cosmetic  resuit.^-^ 


Helps  reduce  swelling  ^ 
and  pain... speeds:, 
ambulatlon.^-^^ 


Helps  promote  drainage  ■ . 
hastens  patient's  relief., 
reduces  mucosal  swelling. 
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Established  Efficacy  and  Safety:  For  five  years 
Varidase,  in  parenteral  form,  has  been  used  with 
success  in  many  thousands  of  cases.  Its  ability  to 
control  inflammation,  swelling  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  uicerations,  and  foiiowing  exten- 
sive surgery. 

Now,  Parenteral  Effectiveness  . . . Simple  Buccal 
Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
used  as  practical  adjunctive  therapy  in  your  practice 
within  these  broad  ciassifications: 


Inflammation  and  edema  associated  with:  trauma 
and  infection  . cellulitis  • abscess  . hematoma 
. thrombophlebitis  . sinusitis  • uveitis  . chronic 
bronchitis  . leg  ulcer  • chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccai  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  In  bottles  of  24. 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  of  AMER  CAN  CYANAMID  COMPANY,  Pearl  River.  New  York 
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program  and  that  funds  be  budgeted  for  it  annually.  i3l  In 
order  that  the  medical  profession  may  receiv'e  compensation 
on  the  same  basis  as  others  receiving  compensation  from  the 
Department  of  Public  Welfare  for  services  rendered  clients, 
it  is  further  recommended  that  a contract  between  the  Medi- 
cal Society  and  the  Welfare  Department  be  negotiated,  insur- 
ing that  medical  services  shall  receive  their  fair  share  of  the 
funds  allotted  for  total  medical  care.  (4)  All  medical  care 
rendered  to  Welfare  clients  is  to  be  rendered  upon  the 
advice  of  medical  doctors  only  and  welfare  workers  are  not 
to  recommend  specialized  care  without  local  medical  recom- 
mendation. No  special  medical  care  shall  be  advised  by  the 
Welfare  Department  Medical  Consultant  without  previous 
consultation  with  the  local  physician  on  the  case.  (5)  Dupli- 
cation of  services  be  condemned  as  wasteful  and  full  utiliza- 
tion of  medical  examination  reports  from  other  recognized 
examining  facilities  be  required. 

The  Chairman  of  the  reference  committee 
moved  that  this  resolution  be  approved,  as  sub- 
mitted. Motion  was  duly  seconded.  A substitute 
resolution  did  not  carry. 

The  reference  committee  considered  a resolu- 
tion from  Catron-Socorro-Valencia  County  Medi- 
cal Society,  as  follows: 

WHEREAS,  As  a substitute  measure,  our  Society  proposed 
that  the  Welfare  Department  purchase  Blue  Cross  or  com- 
parable insurance  for  the  Indigent  patients; 

WHEREAS,  That  no  concession  be  made; 

WHEREAS,  We  oppose  the  non-payment  of  initial  visits 
for  Welfare  clients; 

WHEREAS,  That  we  oppose  the  care  of  Welfare  clients 
without  fees  when  funds  are  exhausted; 

WHEREAS,  We  oppose  the  treatment  of  indigent  patients 
who  wander  into  the  office  without  payment  but,  in  its 
place,  offer  the  proposal  that  the  Welfare  Department  set  up 
clinics  at  the  Welfare  Department,  where  indigent  patients 
may  be  treated  in  Welfare  offices  by  the  doctor  on  an 


hourly  schedule  with  remuneration  from  Welfare  funds.  The 
amount  per  hour  to  be  determined  by  agreement  betw/een 
the  Council  for  the  State  Medical  Society  and  the  Welfare 
Department;  therefore,  be  it 

RESOLVED;  That  the  New  Mexico  Medical  Society  be 
requested  to  consider  this  resolution  at  its  Annual  Meeting 
in  May,  1958,  for  presentation  to  the  next  Legislature,  wnich 
is  to  convene  in  January,  1959, 

Your  reference  committee  considered  this  reso- 
lution at  length  and  moves  that  this  resolution 
not  be  adopted.  Motion  was  duly  seconded  and 
carried  without  dissent. 

The  Chairman  of  the  Reference  Committee  on 
Published  Committee  Reports  reported  that  his 
committee  had  received  a resolution  from  the 
Sierra  County  Medical  Society,  as  follows: 

BE  IT  RESOLVED,  By  the  Sierra  County  Medical  Society 
that  the  New  Mexico  Medical  Society  requests  that  the 
Department  of  Public  Welfare  list  the  name  and  address  of 
the  referring  or  family  physician  of  Welfare  patients  (if 
available)  on  the  patient’s  personal  history  record;  and  that 
a copy  of  each  medical  report  as  it  is  received,  be  immediately 
forwarded  to  the  referring  or  family  physician. 

The  Chairman  of  the  reference  committee 
moved  that  this  resolution  be  approved.  Motion 
was  duly  seconded  and  carried  without  dissent. 

The  Chairman  stated  that  his  committee  felt 
there  is  a need  for  a standard  workmen’s  compen- 
sation reporting  form  and  moved  that  the  Medical- 
Legal  Committee  continue  its  efforts  to  formulate 
a workmen’s  compensation  reporting  form.  Mo- 
tion was  duly  seconded  and  carried  without  dis- 
sent. 

Dr.  Kridelbaugh  moved  that  the  reference 
committee’s  report  on  published  committee  re- 


Doctors, 


like ' ' Premarin” 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  j ust  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARIN:’ 

conjugated  estrogens  (equine) 
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Happy  Jeanette,  aglow  with  health, 
is  a Baker’s  Blue  Ribbon  Baby. 


Doctor,  your  dietary  decision  can  build  Blue 
Ribbon  babies.  The  baby  who  wins  the  blue 
ribbon  is  the  one  whose  doctor — no  one  else— 
selects  its  formula. 


MODIFIED  MILK 

A complete  formula  in  liquid  and  powder  form 
prepared  exclusively  from  Grade  A Milk 


BAKER’S  MODIFIED  MILK  BUILDS  BLUE  RIBBON  BABIES 


• A complete,  balanced  uniform  for- 
mula. 

• Convenient  and  easy  to  prepare — 
simply  add  water. 

• Made  from  milk  of  outstanding 
purity. 

• Provides  adequate  amounts  of  all 
known  essential  vitamins  plus  much- 
needed  iron. 


• Butterfat  replaced  by  easily  digested 
vegetable  oils. 

• Twice  homogenized  for  better  di- 
gestion and  absorption. 

• Helps  doctor  control  infant’s  formu- 
la longer.  Advertised  to  the  medical 
profession  only. 

• Economical  to  use — eliminates  need 
for  additional  vitamins  and  iron. 


Available  in  drug  stores 

OTHER  PRODUCTS— VARAMEL— a scientifically  formulated 
evaporated  milk  product  prepared  exclusively  from  Grade  A Milk 


normal  Dilutions 

Liquid  Form-1  fi.oz.milktol  11.  oz.  water 

Powder  Form-1  Tbsp.  powder  to  2 fl.  oz. 
water 

20  calories  per  ounce 


Laboratories,  Inc.  • cfeveiand 3.  Ohio 

Products  Exclusively  for  the  Medical  Profession 
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ports  as  a whole  and  as  amended,  be  approved. 
Motion  was  duly  seconded  and  carried  without 
dissent. 

Election  results 

The  President  called  on  Dr.  Sol  Heinemann, 
Chairman  of  the  tellers,  for  a report. 

Dr.  Heinemann  reported  that  there  was  a con- 
test for  only  two  positions,  namely,  members  of 
the  Nominating  Committee,  representing  Councilor 
Districts  II  and  VI.  He  reported  that  R.  C.  Derby- 
shire, M.D.,  Santa  Fe,  was  elected  to  represent 
Councilor  District  II,  and  Leland  Evans,  M.D.,  Las 
Cruces,  was  elected  to  represent  District  VI. 

New  business 

Dr.  John  Abrums  observed  that  there  was  a 
definite  need  for  the  House  of  Delegates  to  have 
two  sessions  a year  and  moved  that  an  addition 
be  made  to  the  By-Laws  which  states  that  an 
interim  session  of  the  House  of  Delegates  be  held 
in  November  of  each  year.  Motion  was  duly  sec- 
onded. 

Dr.  C.  Pardue  Bunch  moved  an  amendment  to 
the  motion,  that  the  interim  session  of  the  House 
of  Delegates  shall  be  held  in  November  of  each 
year,  or  whatever  time  is  designated  by  the  House 
of  Delegates.  The  amendment  was  agreeable  to 
Dr.  Abrums  and  Dr.  Rader,  who  seconded  the 
motion,  and  the  amended  motion  was  carried. 

The  President  reminded  the  House  that,  at 
this  time,  resolutions  may  be  introduced  which 


are  considered  to  be  of  an  emergency  nature  and 
requested  any  resolutions  of  this  nature  be  intro- 
duced, at  this  time. 

Brian  Moynahan,  M.D.,  Santa  Fe,  moved  that 

the  Society  initiate  an  Investigative  committee  consisting 
of  members  from  the  following  groups:  New  Mexico  Medical 
Society,  New  Mexico  Pharmaceutical  Association,  New  Mexico 
Dental  Association,  New  Mexico  Hospital  Association,  and  the 
Department  of  Public  Welfare,  to  investigate  the  medical 
program  of  the  Department  of  Public  Welfare  and  to  make 
recommendations  to  the  next  Legislature,  looking  to  a work- 
able medical  program. 

Motion  was  duly  seconded  and  carried  without 
dissent. 

There  being  no  further  business.  Dr.  Ziegler, 
President,  declared  the  Second  Session  of  the 
House  of  Delegates  in  recess  until  7:45  a.m..  May 
14,  1958. 

THIRD  SESSION 
7:45  a.m.,  May  14,  1958 

Dr.  Samuel  R.  Ziegler  called  the  Third  Session 
of  the  House  of  Delegates  to  order  on  Wednesday, 
May  14,  1958,  at  7:45  a.m.  The  Secretary-Treasurer, 
Dr.  Omar  Legant,  certified  the  presence  of  the 
Delegates  and  declared  that  a quorum  was  present. 

The  President  informed  the  House  that  in  order 
to  comply  with  the  By-Laws  the  amendments 
which  were  submitted  at  the  second  session  of 
the  House  had  lain  on  the  table  for  twenty-four 
hours  and  were  now  ready  to  be  considered.  The 
Chairman  of  the  Reference  Committee  on  Pub- 
lished Reports  was  unable  to  attend  the  begin- 
ning of  the  morning  session.  Dr.  Ziegler  called 


TAKE  A NEW  LOOK 
AT  EOOD  ALLERGENS 
TAKE  A LOOK  AT 
NEW  DIMETANE 


DIMETANE  Extentabs  (12  mg.  each,  coated)  provide  antihista- 
mine effects  daylong  or  nightlong  for  10-12  hours.  Tablets  (4  mg. 
each,  scored)  or  pleasant-tasting  Elixir  (2  mg./5  cc.)  may  be 
prescribed  t.i.d.  or  q.i.d.,  or  as  supplementary  dosage  to  Ex- 
tentabs  in  acute  allergic  situations,  a.  h.  robins  go.,  inc.,  Rich- 
mond 20,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


*Sea  food— source  of  highly  potent  allergens.  Typical  are:  lobster;  tuna;  sturgeon  roe;  fish  oil  used  to  prepare 
leather,  chamois,  soaps;  cuttlefish  bone  for  polishing  material  and  tooth  powder;  glues  made  from  fish  products. 


upon  Dr.  Warren  Hall,  a member  of  this  reference 
committee,  to  give  Dr.  Kridelbaugh’s  report. 

Dr.  Hall  moved  that  all  of  the  amendments 
which  were  presented  to  the  Second  Session  of  the 
House  be  approved  by  the  House  of  Delegates. 
Motion  was  duly  seconded  and  carried  without 
dissent. 

The  President,  Dr.  Ziegler,  thanked  each  mem- 
ber of  the  reference  committee  for  his  excellent 
work  and  commended  the  Delegates  for  the  fine 
spirit  of  cooperation  in  which  the  business  was 
transacted  at  this  session.  He  further  expressed 
his  gratitude  to  all  of  those  who  have  assisted 
him  during  the  past  year  in  making  this  a very 
successful  year,  as  far  as  the  Society  was  con- 
cerned. 

The  President  appointed  Dr.  Leland  S.  Evans, 
a Past  President  of  the  Society,  and  Dr.  Lewis 
M.  Overton,  the  new  President-elect  of  the  State 
Society,  to  escort  the  new  President,  Dr.  J.  C. 
Sedgwick  of  Las  Cruces,  to  the  rostrum. 

Dr.  Sedgwick  expressed  his  sincere  apprecia- 
tion to  all  of  the  Delegates  for  electing  him  to 
this  high  honor  and  assured  the  Delegates  that 
he  would  conduct  the  high  office  to  the  best  of 
his  capabilities  during  the  next  year. 

The  President  asked  if  there  was  any  unfin- 
ished business  to  come  before  the  House,  at  which 
time  Dr.  R.  C.  Derbyshire,  Santa  Fe,  moved  that 
a rising  vote  of  thanks  be  given  to  Albuquerque 
for  this  very  fine  meeting. 


There  being  no  further  business.  Dr.  Louis 
Levin  moved  that  the  1958  House  of  Delegates  be 
adjourned  without  day. 

Motion  was  duly  seconded  and  carried  without 
dissent  and  the  meeting  adjourned  at  8:40  a.m.. 
May  14,  1958. 

Respectfully  submitted, 

Omar  Legant,  M.D.,  Secretary-Treasurer. 


Abstract  of  House  Proceedings 
Wyoming  State  Medical  Society 

Fifty-Fifth  Annual  Meeting 
June  11,  12,  13,  14,  1958 
Moran,  Wyoming 

FIRST  SESSION 

Wednesday  Afternoon,  June  11,  1958 

The  business  meeting  of  the  55th  annual  meet- 
ing of  the  House  of  Delegates  of  the  Wyoming 
State  Medical  Society  was  called  to  order  by 
President  H.  B.  Anderson,  in  the  Explorers’  Room, 


In  a recent  140-patient  study'  DIMETANE 
gave  “more  relief  or  was  superior  to 
other  antihistamines,”  in  63,  or  45%  of 
a group  manifesting  a variety  of  allergic 
conditions.  Gave  good  to  excellent  re- 
sults in  87%.  Was  well  tolerated  in  92%. 
Only  11  patients  (8%)  experienced  any 
side  reactions  and  5 of  these  could  not 
tolerate  any  antihistamines. 
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• versatile  new  dosage  form 

Jv's  will  be  as  popular  as  circus  candy 
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fully flavored  multivitomin  toblets  can  be 
eaten  like  candy  with  or  without  water. 
For  babies,  mother  can  crush  a tablet 
with  a spoon  and  sprinkle  it  over  cereal 
or  even  dissolve  the  crushed  tablet  in 
infants  formulo.  Tasting  samples  on  request. 


EACH  jv  CONTAINS: 

Vitomin  A Acetote  . . . 5000  u 

Vitamin  1000  u 

Ascorbic  Acid  USP  . . . 50  mg 
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Riboflavin  USP 1 mg 

Nicotinamide 10  mg 


Supplied  in  bott/es 


of  60  tob/ets 


PHARMACAL  COMPANY 

1400  Harmon  Place 
Minneapolis  3,  Minnesota 


RM-95J 


Jackson  Lake  Lodge,  at  2:20  p.m.,  June  11,  1958. 

After  roll  call  by  Secretary  Francis  Barrett, 
and  determination  that  a quorum  was  present.  Dr. 
Brendan  Phibbs  moved  that  the  minutes  of  the 
1957  meeting  of  the  House  of  Delegates  as  set 
forth  in  the  Delegates  packet  be  approved.  Motion 
seconded  by  Dr.  Joseph  E.  Hoadley.  The  motion 
was  carried  and  the  minutes  approved. 

Dr.  H.  B.  Anderson  announced  that,  returning 
to  old  business,  the  first  matter  on  the  agenda  was 
Social  Security  for  physicians.  After  some  discus- 
sion it  was  moved  by  Dr.  John  H.  Froyd  and  sec- 
onded by  Dr.  Richard  J.  Giever  that  a committee 
be  appointed  by  the  new  President  and  after 
further  study,  that  a recommendation  be  made  by 
that  committee  at  the  next  annual  meeting  of  the 
House  of  Delegates.  Motion  carried. 

Panel  practice 

The  next  item  was  the  Colorado  Free  Choice 
of  Physicians  Resolution.  Dr.  H.  B.  Anderson  then 
called  on  Dr.  Brendan  Phibbs,  Chairman  of  the 
Medical  Economics  Committee,  for  discussion.  Dr. 
Phibbs  stated  that  he  had  contacted  the  County 
Societies  and  only  two  had  replied.  Those  two 
indicated  that  they  were  unequivocally  for  free 
choice  of  physicians.  He  also  stated  that  the 
Montana  Society  had  passed  a resolution  con- 
demning panel  practice.  Dr.  Phibbs  suggested  that 
the  Wyoming  Society  wait  for  the  outcome  of  a 
lawsuit  now  pending  in  Colorado  and  another  in 
Pennsylvania  before  any  action  is  taken  to  regu- 
late panel  practice  among  its  members.  It  was  so 
moved  by  Dr.  Phibbs.  Seconded  by  Dr.  Silvio  J. 
Giovale.  Motion  carried. 

The  status  of  the  Empire  Casualty  Company  of 
Colorado  was  then  discussed.  It  was  stated  that 
this  company  could  not  operate  in  Wyoming,  writ- 
ing malpractice  insurance,  until  they  had  operated 
in  Colorado  for  two  years.  No  action  was  taken  on 
this  matter  as  the  discussion  was  for  the  informa- 
tion of  the  members  of  the  House  of  Delegates. 

Dr.  H.  B.  Anderson  then  called  for  the  report 
of  the  Subcommittee  of  Medical  Economics  Com- 
mittee, on  insurance  forms.  Dr.  Robert  H.  Bowden 
stated  that  the  full  report  was  in  the  Delegates’ 
packet  and  then  discussed  the  report  briefly.  He 
concluded  by  suggesting  that  the  House  of  Dele- 
gates urge  the  Blue  Shield  to  accept  the  standard 
form.  Dr.  John  H.  Froyd  moved  that  the  present 
form  be  changed  to  show  the  signature  of  “Policy 
Holder”  instead  of  signature  of  “Patient.”  Second- 
ed by  Dr.  Robert  H.  Bowden.  Motion  carried. 

Dr.  H.  B.  Anderson  called  on  Dr.  L.  Harmon 
Wilmoth  for  the  report  of  the  Resolutions  Com- 
mittee. Dr.  Wilmoth  stated  that  the  committee 
had  not  received  the  resolutions  in  time  to  have 
them  published  in  the  Delegates’  packet.  He  dis- 
cussed the  resolutions  briefly  and  then  stated  that 
the  committee  would  meet,  discuss  the  resolutions, 
and  then  present  them  to  the  House  of  Delegates 
for  action  later  during  the  meeting. 
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(PENTAERYTHRITOL  TETRAN ITRATE)  (branO  OF  MYOROXYZINe) 


why  PETN? 


For  cardiac  effect'.  PETN  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


^Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


1.  Eussek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  CARTRAX 
“20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “CARTRAX  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
in  glaucoma. 


for  September,  1958 


CHLOROTHIAZIDE 


BECKER,  M.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

"On  chlorothiazide  the  response  was  striking  with . . . improvement  in  cardiac 

status  and  loss  of  toxic  symptomatology One  of  the  most  important  effects 

of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [DIURIL]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  indeed  in  some  patients  it  was  effective  when  parenteral 
mercurials  failed. ...  We  have  encountered  no  patient  who  once  responsive  to 
chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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There  was  further  discussion  by  Dr.  Francis 
Barrett  on  the  subject  of  insurance  forms  and  in 
his  discussion  stated  that  it  was  proposed  to  set 
up  a Health  Insurance  Council,  using  the  facilities 
of  the  insurance  people  in  cooperation  with  the 
Medical  Society,  and  suggested  that  would  be  a 
good  place  to  start  with  regard  to  uniform  forms. 
Mr.  Art  Abbey  then  discussed  the  use  of  the 
present  forms  and  stated  that  any  uniform  form 
would  have  to  comply  basically  with  the  present 
Blue  Shield  form  in  order  to  meet  the  Blue  Shield 
standards.  Dr.  Richard  J.  Giever  moved  that  the 
subcommittee  report  be  accepted.  Seconded  by 
Dr.  O.  C.  Reed.  Motion  carried. 

It  was  moved  by  Dr.  R.  D.  Arnold  and  seconded 
by  Dr.  Bernard  J.  Sullivan,  that  the  report  of  the 
Treasurer,  Dr.  Carleton  D.  Anton,  as  printed  in 
the  Delegates’  packet,  be  approved.  Motion  car- 
ried. 

Dr.  H.  B.  Anderson  then  stated  that  Dr.  Francis 
Barrett,  Secretary,  had  no  report  other  than  the 
report  of  the  Credentials  Committee,  which  had 
already  been  given. 

Dr.  H.  B.  Anderson  then  called  for  the  report 
of  the  Executive  Secretary.  Mr.  Abbey  stated  that 
his  report  was  in  the  packet,  the  financial  report 
and  also  the  Auditing  Committee  report.  It  was 
moved  by  Dr.  Bernard  J.  Sullivan  and  seconded 


by  Dr.  Silvio  J.  Giovale,  that  Mr.  Abbey’s  report 
be  approved.  Motion  carried. 

Dr.  Francis  Barrett  moved  that  the  report  of 
the  Auditing  Committee,  as  set  forth  in  the  packet, 
be  approved.  Seconded  by  Dr.  R.  I.  Williams.  Mo- 
tion carried. 

Dr.  H.  B.  Anderson  then  announced  the  Com- 
mittee Reports,  and  stated  that  unless  there  was 
some  objection  from  the  House  of  Delegates,  he 
would  like  to  have  a motion  to  accept  the  reports 
as  shown  in  the  packet.  It  was  moved  by  Dr.  R.  D. 
Arnold  that  the  reports  be  accepted  as  set  out  in 
the  packet.  Seconded  by  Dr.  Bernard  J.  Sullivan. 
Motion  carried. 

No  Fee  Schedule 

Dr.  Robert  H.  Bowden  then  supplemented  his 
printed  report  for  the  Blue  Shield  Fee  Schedule 
Committee  with  a detailed  discussion  of  the  No 
Fee  Schedule  plan.  Dr.  Bowden  stated  that  the 
Fee  Schedule  Committee  moved  and  passed  by 
unanimous  vote  that  a No  Fee  Schedule  Plan  be 
proposed  to  this  body  for  Blue  Shield,  for  Medi- 
care and  for  Veterans’  care. 

Dr.  Francis  Barrett  discussed  the  Medicare  bill, 
and  also  the  No  Fee  Schedule  plan  in  connection 
with  Blue  Shield.  Dr.  Brendan  Phibbs  moved  that 
the  House  of  Delegates  approve  exploration  of  the 
field  of  a No  Fee  Schedule  type  of  Blue  Shield 
coverage.  Dr.  Anderson  stated  that  a motion  would 

continued  on  87 


THE  EMORY  JOHN  BRADY  HOSPITAL 
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For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
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X-ray,  Clinical  Laboratory  and  Electroencephalography. 
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Richard  L.  Conde,  M.D.,  Robert  W.  Davis,  M.D. 
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J.  D.  Roberts 
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C.  K.  Howe,  Sales 

Jim  — 

Here*s  a question  a number  of  our  detail 
men  have  tossed  at  me.  Why  doesn*t  Lederle’s 
advertising  for  ACHROMYCIN  V Tetracycline 
play  up  higher,  faster  blood  levels  the 
way  so  many  of  our  competitors  do? 

As  you  know,  new  laboratory  studies  show 
pretty  conclusively  that  ACHROMYCIN  V is 
unexcelled  in  this  department. 

How  come  we  haven’t  turned  on  the  heat  in 
our  ads? 

C.  K.  Howe 
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be  in  order  first,  for  acceptance  of  the  report.  Dr. 
Joseph  E.  Hoadley  moved  that  the  report  be  ac- 
cepted. Seconded  by  Dr.  R.  W.  Holmes.  Motion 
carried. 

Dr.  Brendan  Phibbs  restated  his  motion,  that 
it  be  the  action  of  the  House  of  Delegates  that 
they  approve  the  exploration  of  the  field  of  No 
Fee  Schedule  Blue  Shield  coverage,  and  advance 
on  a partial  basis  into  that  field  as  seems  expedi- 
ent. Seconded  by  Dr.  Silvio  J.  Giovale.  Motion 
carried. 

After  some  discussion.  Dr.  R.  W.  Holmes  moved 
that  the  men  who  are  appointed  by  the  President 
to  represent  the  Wyoming  State  Medical  Society 
to  negotiate  with  Medicare  be  instructed  to  settle 
for  a No  Fee  Schedule  and  if  that  is  impossible 
then  to  report  back  and  let  the  Council  or  House 
of  Delegates  take  action.  Seconded  by  Dr.  R.  I. 
Williams.  Motion  carried. 

Dr.  Holmes  was  asked  if  that  included  both 
Medicare  and  Veterans’  Administration  and  he 
stated  that  he  would  amend  the  motion  to  include 
Veterans’  Administration.  However,  instead  of 
amending  the  previous  motion.  Dr.  Holmes  moved 
that  the  House  of  Delegates  vote  to  have  the 
Presidentially  appointed  representatives  for  the 
Veterans’  Administration  Home  Town  Care  Com- 
mittee and  the  Medicare  negotiators,  negotiate  for 


a No  Fee  Schedule  with  the  Home  Town  Veterans’ 
Care  program.  Seconded  by  Dr.  R.  I.  Williams. 
Motion  carried. 

Dr.  Franklin  D.  Yoder  read  the  Necrology 
Committee  report,  and  in  addition  to  the  names 
set  out  in  the  packet,  the  names  of  H.  L.  Goth, 
Cheyenne,  May  9,  1958,  and  George  M.  Anderson, 
Cheyenne,  May  20,  1958.  The  House  of  Delegates 
then  stood  in  silence  in  memory  of  the  deceased 
members. 

Nominating  Committee  report 

Dr.  L.  Harmon  Wilmoth  was  called  upon  for  a 
report  of  the  Nominating  Committee.  Dr.  Wilmoth 
called  upon  Mr.  Abbey,  who  read  the  names  of  the 
nominees  as  proposed  by  the  Nominating  Com- 
mittee: President-Elect,  Dr.  Benjamin  Gitlitz;  Vice 
President,  Dr.  Francis  Barrett;  Secretary,  Dr. 
Silvio  Giovale;  Treasurer,  Dr.  Carleton  D.  Anton; 
Delegate  to  the  A.M.A.,  Dr.  Albert  T.  Sudman; 
Alternate  Delegate  to  the  A.M.A.,  Dr.  Bernard  J. 
Sullivan;  Advisory  to  the  Selective  Service  Comr- 
mittee.  Dr.  Sam  S.  Zuckerman;  four  members  to 
the  Rocky  Mountain  Medical  Conference,  two  for 
two  years.  Dr.  James  W.  Barber  and  Dr.  Earl 
Whedon;  two  for  three  years.  Dr.  Frederick  H. 
Haigler  and  Dr.  Paul  R.  Yedinak. 

Dr.  Anderson  stated  that  he  had  an  addition  to 
the  report  of  the  Treasurer,  which  was  read  as 
follows: 

We  have  $5,061.98  which  we  can  afford  to  invest  in  a 


Sandia  Ranch  Sanatorium 


Rt-.  4,  Box  4 1 04  Albuquerque,  New  Mexico  Telephone  4-3273 
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short-term  loan,  and  I suggest,  with  government  interest 
rates  as  low  as  they  are  and  the  lack  of  short-term  government 
loans,  that  we  place  it  in  one  of  four  building  and  loan  asso- 
ciations, viz; 

Seacoast  Savings  & Loan  Association,  Delmar,  California, 
at  4 per  cent  interest. 

Congo  Park  Savings  & Loan,  Congo  Park,  California,  at 
4 per  cent  interest. 

Mutual  Savings  ic  Loan  Association,  Pasadena,  California, 
at  4 per  cent  interest. 

Casper  Savings  & Loan,  Casper,  Wyoming,  at  S'/z  per  cent 
interest. 

I regret  that  I cannot  be  in  two  places  at  the  same  time. 

Dr.  Anderson  then  stated  that  he  would  submit 
the  addition  to  the  Secretary  for  inclusion  in  the 
minutes  upon  approval  by  the  House  of  Delegates. 
It  was  moved  by  Dr.  R.  I.  Williams  that  the  addi- 
tion to  the  Treasurer’s  report  be  approved.  Sec- 
onded by  Dr.  Albert  T.  Sudman.  Motion  carried. 

The  House  of  Delegates  was  then  addressed  by 
Mr.  Leonard  Thompson,  Assistant  Director  of  Blue 
Shield,  on  the  subject  of  Major  Medical. 

Dr.  Benjamin  Gitlitz  moved  that  Blue  Shield 
be  authorized  to  investigate  Major  Medical  and 
get  it  in  shape  to  start  selling  it  before  the  next 
meeting.  Seconded  by  Dr.  Bernard  J.  Sullivan. 
Motion  carried. 

Dr.  P.  M.  Schunk  commented  with  regard  to 
the  Woman’s  Auxiliary.  He  stated  that  during  the 
past  year  the  Wyoming  Auxiliary  was  the  only 
state  auxiliary  that  raised  its  quota  for  the 
A.M.E.F.,  which  was  $500.00,  and  that  they  raised 
$561.00.  Dr.  Bernard  J.  Sullivan  moved  that  Dr. 
Schunk’s  report  be  approved.  Seconded  by  Dr. 
Silvio  J.  Giovale.  Motion  carried. 

TB  treatment  facilities 

Dr.  R.  W.  Holmes  discussed  the  action  of  the 
committee  regarding  tuberculosis  treatment  fa- 
cilities in  Wyoming  and  related  problems.  He 
read  portions  of  the  report,  which  report  appears 
at  length  in  the  Delegates’  packet. 

Dr.  Russell  H.  Kanable  spoke  regarding  the 
situation  at  Basin  and  reviewed  the  accomplish- 
ments of  the  institution  over  the  past  thirty  years. 
He  stated  that  they  had  a fifty-bed  hospital  and 
that  over  the  past  three  or  four  years  they  had  a 
twenty-patient  occupancy.  He  stated  that  the  rec- 
ommendations as  submitted  in  the  report  have 
been  considered  by  the  State  Board  of  Charities 


and  Reform  and  they  selected  the  combined  use 
of  the  Basin  institution  for  tuberculosis  and  for 
chronic  diseases.  Those  chronic  disease  cases  will 
consist  of  transferees  from  the  Pioneer  Home  for 
the  Aged.  One  portion  of  the  hospital  will  be 
blocked  off  from  the  tuberculosis  patients  for  the 
transferees  from  the  Home  for  the  Aged.  Dr. 
Kanable  stated  that  the  contracting  for  treatment 
of  tuberculosis  patients  outside  the  state  involved 
many  problems  that  are  not  incorporated  in  the 
report.  He  stated  that  institutions  outside  the  state 
will  not  accept  all  cases  for  the  reason  that  many 
of  them  are  not  curable,  either  medically  or  sur- 
gically, and  that  some  patients  object  to  being 
transferred  great  distances  from  their  homes.  Dr. 
Kanable  stated  that  a plan  has  already  been 
worked  out  by  the  Superintendent  at  the  Pioneer 
Home,  with  Dr.  Benjamin  Gitlitz  and  Dr.  Kanable 
relative  to  the  transfer  of  patients  and  what  type 
of  patients  will  be  accepted  from  the  Pioneer 
Home  for  the  Aged. 

Dr.  Cecil  Reinstein  stated  that  our  record  on 
tuberculosis  was  not  good  and  the  reason  is  lack 
of  personnel,  but  that  the  picture  is  much  better 
now.  He  stated  that  the  number  of  cases  in  the 
state  is  increasing,  largely  due  to  diagnostic  facili- 
ties utilized  by  private  practitioners. 

Dr.  Franklin  D.  Yoder  suggested  that  the  State 
Medical  Society  should  make  a recommendation 
to  the  State  Board  of  Charities  and  Reform  before 
any  action  is  taken  regarding  the  transfer  of  pa- 
tients from  the  Home  for  the  Aged. 

Dr.  Benjamin  Gitlitz  stated  that  Dr.  Kanable 
had  turned  over  thirteen  beds  for  chronic  cases 
from  the  Pioneer  Home  and  that  those  patients 
are  bed  patients  who  need  chronic  care  and  have 
been  hospitalized  for  thirty  days  or  more  at  the 
Pioneer  Home.  This  leaves  thirty-seven  beds  for 
other  use. 

Dr.  Holmes  stated  that  if  permitted  by  the 
President,  he  would  entertain  a motion  to  study 
this  problem  and  report  back  to  the  House  of 
Delegates. 

Dr.  H.  B.  Anderson  appointed  a committee  con- 
sisting of  Dr.  Holmes  as  Chairman,  Dr.  Kanable, 
Dr.  Reinstein,  Dr.  Yoder,  Dr.  Gitlitz  and  Dr. 
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Barber  to  get  together  during  this  meeting  and 
come  up  with  some  recommendations  as  to  what 
our  course  of  action  should  be,  whether  there 
should  be  a continuing  committee  to  report  at  the 
next  House  of  Delegates  meeting. 

Dr.  Anderson  then  recessed  the  meeting  of  the 
Plouse  of  Delegates  until  1:00  o’clock  p.m.,  June 
13,  1958. 

SECOND  SESSION 
1 p.m.,  June  13,  1958 

Dr.  R.  W.  Holmes  reported  on  the  action  of 
the  committee  appointed  by  Dr.  Anderson,  at  the 
close  of  the  first  session,  by  stating  that  the  or- 
ganization of  the  inspection  team  originated  with 
the  Governor  and  the  Board  of  Charities  and 
Reform  and  they  requested  that  the  Wyoming 
Tuberculosis  Association  and  the  State  Depart- 
ment of  Public  Health  organize  a team  to  do  the 
inspecting,  the  report,  part  of  which  was  read  at 
the  last  meeting.  Dr.  Holmes  said  that  the  com- 
mittee appointed  by  Dr.  Anderson  met  and  recom- 
mended an  increased  vigor  on  the  part  of  the 
Medical  Society  with  regard  to  tuberculosis  in 
our  state.  Dr.  Holmes  said  that  we  urge  the  mem- 
bers to  be  more  diligent  in  reporting  known  cases, 
suspected  cases,  contracts,  etc.,  to  the  Department 
of  Public  Health.  The  tuberculosis  problem  in 
Wyoming  will  be  merely  an  assumption,  and  a 
poor  one  at  that,  until  all  doctors  carry  through 
the  procedures  necessary  for  this  purpose.  This 
committee  feels  there  is  a very  marked  tubercu- 
losis problem  in  Wyoming  and  that  this  whole 
broad  field  needs  and  warrants  State  Medical 
Society  awareness  and  direction  of  the  avenues 
of  action  because  this  is  a medical  disease  and 
rightly  comes  under  Society  cognizance.  There  are 
three  basic  types  of  tuberculosis  problems  facing 
our  society  and  needing  recommendations  from  us 
for  treatment. 

Group  One  is  that  group  of  recalcitrant,  un- 
controllable, in  any  of  our  present  facilities,  ex- 
cept maybe  Evanston,  and  who  continue  to  be  a 
public  health  hazard  because  of  continued  posi- 
tive sputums.  Where  should  Group  One  be  kept? 
What  means,  legal  or  otherwise,  can  be  used  for 


this  purpose?  These  facets  need  to  be  studied. 

Group  Two  are  those  patients  with  active  dis- 
ease who  can  no  longer  benefit  from  intensive 
combined  medical  and/or  surgical  care  but  who 
must  be  institutionalized  for  need  of  some  treat- 
ment and  for  public  health  reasons.  The  Basin 
sanatorium  now  has  a good  percentage  of  this  type 
of  patient  and  fulfills  very  well  this  need  in  the 
eyes  of  this  committee,  either  as  a combined  dis- 
ease institution  or  as  a singularly  tuberculosis  hos- 
pital. 

The  third  group  consists  of  those  patients  who 
need  diagnosis  of  their  pulmonary  disease  estab- 
lished, active  medical  and/or  surgical  therapy  for 
proved  tuberculosis.  It  is  this  group  of  patients 
that  the  Chairman  of  this  committee  feels  needs 
our  most  energetic  attention,  for  which  the  facili- 
ties offered  by  our  state,  at  present,  are  not  ade- 
quate. The  committee  as  a whole  feels  that  this 
group  particularly  should  have  advantage  of  a 
team  approach.  The  committee  feels  that  this 
group  particularly  should  have  advantage  of  a 
with  adequate  avenues  of  treatment  by  state 
funds,  to  which  they  are  entitled.  The  committee 
would  recommend  that  the  State  Society  request 
the  State  Board  of  Charities  and  Reform  to  make 
a temporary  arrangement  for  out-of-state  treat- 
ment in  this  last  group  or  authorize  a group  of 
necessary  specialists  in  Wyoming  to  work  with 
Dr.  Kanable  and  the  Department  of  Public  Health 
in  Wyoming  for  evaluation  and/or  treatment  of 
these  cases  in  the  state,  with  the  idea  of  getting 
the  best  possible  treatment  for  that  individual 
patient.  Admittedly,  this  problem  is  massive  and 
not  soluble  at  the  present  time  in  its  totality,  how- 
ever the  committee  feels  and  strongly  recom- 
mends the  President  appoint  a committee  of  this 
Society  to  study  the  tuberculosis  problem  in 
Wyoming  and  to  work  with  the  various  groups 
interested  in  the  same  problem:  The  Basin  Sana- 
torium, the  Department  of  Public  Health,  the 
State  Board  of  Charities  and  Reform  and  the 
Wyoming  Tubercuosis  and  Health  Associations. 
This  committee  would  be  charged  with  defining 
and  implementing  a plan  for  tuberculosis  treat- 
ment in  Wyoming  which  is  acceptable  to  this 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 


Emery  L.  Gray,  General  Manager 


Wm.  J.  Betts 
R.  S.  Cook 
J.  K.  Dunn 


T.  Larsh 
L.  Quinlisk 


1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075 — Denver  18,  Colorado 


for  September,  1958 


89 


Society.  The  committee  would  need  to  have  the 
authority  to  be  spokesman  of  the  Society  in 
matters  concerning  tuberculosis.  It  would  need  to 
have  members  from  the  Department  of  Public 
Health,  the  Basin  Sanatorium,  as  well  as  members 
from  the  various  specialties  so  necessary  to  good 
present-day  treatment  of  tuberculosis.  There  is  a 
definite  need  for  a coordinated  effort  in  the  field 
of  tuberculosis  control  and  treatment  in  Wyoming 
and  if  we,  as  doctors,  enter  into  this  with  fervor 
and  dedication  beyond  which  we  have  done  in 
the  past,  as  a group,  then  the  patient  will  be  the 
recipient  of  a coordinated  and  purposeful  treat- 
ment for  tuberculosis  that  any  medically  aggres- 
sive state  ordinarily  affords  its  citizens. 

Dr.  Frederick  H.  Haigler  moved  to  accept  Dr. 
Holmes’  report.  Seconded  by  Dr.  Richard  J. 
Giever.  Motion  carried. 

Dr.  Anderson  then  stated  that  it  would  be  the 
duty  of  the  incoming  President  to  appoint  such  a 
committee. 

AM. A.  program 

Dr.  Albert  T.  Sudman  was  then  called  upon 
for  comments  on  the  A.M.A.  program.  Dr.  Sudman 
stated  that  he  had  nothing  to  add  to  the  report 
but  mentioned  the  subject  of  Social  Security.  He 
discussed  the  subject  briefly  with  regard  to  in- 
clusion of  doctors  in  the  Social  Security  program. 
After  some  discussion  Dr.  Anderson  suggested 
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that  a mail  poll  be  conducted  of  the  members  of 
the  State  Society  and  refer  the  results  to  the 
Medical  Economics  Committee  and  for  a further 
report  to  the  next  House  of  Delegates  meeting, 
and  that  our  policy  be  the  same  as  it  has  been  in 
the  past.  Dr.  Charles  W.  Jeffrey  so  moved.  Sec- 
onded by  Dr.  R.  I.  Williams.  Motion  carried. 

Dr.  H.  B.  Anderson  presented  Mrs.  E.  Chester 
Ridgway,  President  of  the  Woman’s  Auxiliary  to 
the  Wyoming  State  Medical  Society.  After  pre- 
liminary remarks,  Mrs.  Ridgway  introduced  Mrs. 
Rodney  Stoltz,  National  Director  of  the  Woman’s 
Auxiliary  to  the  A.M.A.,  who  spoke  briefly  to  the 
House  of  Delegates. 

School  Health  Conference 

Dr.  Franklin  D.  Yoder  reported  on  the  School 
Health  Conference.  He  stated  that  he  attended  the 
Sixth  National  Conference  on  Physicians  and 
Schools,  sponsored  by  the  A.M.A.  After  returning 
from  the  conference,  a meeting  was  arranged 
with  the  teaching  profession,  through  Miss  Lin- 
ford, to  broach  the  idea  of  a state-level  school 
health  conference.  The  teachers  worked  out  a 
plan  for  such  a meeting,  subject  to  the  approval 
of  the  House  of  Delegates.  Dr.  Yoder  asked  for 
approval  of  such  a meeting. 

It  was  moved  by  Dr.  Benjamin  Gitlitz  and 
seconded  by  Dr.  Albert  T.  Sudman  that  Dr. 
Yoder’s  report  be  approved.  Motion  carried. 

Dr.  Franklin  D.  Yoder  reported  on  the  legisla- 
tive program.  He  stated  that  any  proposed  bills 
would  be  submitted  to  the  members  for  their 
approval,  that  all  of  the  bills  had  not  been  com- 
pleted. He  discussed  the  Sanitary  District  Law, 
the  Enabling  Act  for  Urban  Planning,  the  Re- 
volving Fund  for  Water  and  Sewage  Facilities, 
the  Enabling  Act  for  Mosquito  Control,  the  Plumb- 
ing Law,  the  amendment  to  the  Occupational 
Health  Law,  revision  of  our  Basic  Health  Law  and 
the  amendment  to  the  County  Memorial  Hospital 
Law. 

Dr.  John  H.  Froyd  moved  that  Dr.  Yoder’s 
report  be  accepted.  Seconded  by  Dr.  Robert  D. 
Knapp.  Motion  carried. 

Mr.  John  Pompelli,  Assistant  Executive  Secre- 
tary of  the  Colorado  State  Medical  Society  and 
Assistant  Managing  Editor  of  the  Rocky  Mountain 
Medical  Journal,  was  called  upon  by  Dr.  Ander- 
son. Mr.  Pompelli  reported  on  the  condition  of  the 
Journal  and  stated  that  a sixth  state  would  soon 
recognize  the  Journal  as  its  official  publication. 
He  also  discussed  the  advertising  problem  and 
asked  for  more  editorial  material. 

It  was  moved  by  Dr.  R.  I.  Williams  and  sec- 
onded by  Dr.  Albert  T.  Sudman  that  Mr.  Pom- 
pelli’s  report  be  approved.  Motion  carried. 

Fraternal  Delegate  report 

Dr.  H.  B.  Anderson  introduced  Dr.  Lingenfelter, 
Fraternal  Delegate  to  the  Wyoming  State  Medical 
Society  from  the  Colorado  Society.  Dr.  Lingen- 
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felter  brought  greetings  from  the  Colorado  So- 
ciety. He  also  discussed  the  condition  of  The  Em- 
pire Casualty  Company,  now  writing  professional 
liability  policies  in  Colorado.  The  company  began 
doing  business  in  February,  1958,  and  is  now  well 
organized  and  financially  secure. 

Dr.  Franklin  D.  Yoder  reported  on  Civil  De- 
fense for  Dr.  George  Phelps,  Chairman,  who  was 
unable  to  be  present.  Dr.  Yoder  discussed  the 
emergency  program  in  the  event  of  disaster,  par- 
ticularly in  the  event  of  radioactive  fall-out.  He 
spoke  of  the  first  aid  program  in  the  high  schools. 
Dr.  Benjamin  Gitlitz  moved  that  this  program  be 
handled  in  the  usual  manner  by  the  Civil  Defense 
Committee.  Seconded  by  Dr.  Charles  H.  Moore. 
Motion  carried. 

Future  meeting  dates 

Dr.  L.  Harmon  Wilmoth,  reporting  for  the 
Time  and  Place  Committee,  stated  that  the  House 
of  Delegates  was  committed  to  meet  at  Jackson 
Lake  Lodge  on  June  11,  12,  13  and  14,  1959.  He 
stated  that  in  1960  there  was  a choice  of  dates, 
between  June  and  September,  and  that  the  com- 
mittee had  spoken  for  September  14,  15,  16  and  17 
in  1960.  There  was  a tentative  request  for  June 
in  1961  and  the  dates  of  17,  18,  19  and  20  had  been 
offered.  The  committee  recommended  the  ap- 
proval of  the  dates  for  1959  and  1960.  The  com- 
mittee recommended  September  dates  for  1961. 
Dr.  Wilmoth  stated  that  the  recommendations  of 
the  committee  would  be  considered  the  action  of 
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the  House  of  Delegates  as  approval  of  the  dates 
to  which  the  House  of  Delegates  is  committed  at 
Jackson  Lake  Lodge  in  1959  and  1960,  and  a con- 
tinuation of  Jackson  Lake  Lodge  as  the  meeting 
place  until  some  other  action  is  taken. 

Dr.  Wilmoth  then  reported  as  Chairman  of  the 
Resolutions  Committee,  and  presented  the  follow- 
ing: 

Resolutions 

WHEREAS,  Generally  throughout  the  country  and  in 
Wyoming  there  is  constant  intensification  of  efforts  toward 
highway  traffic  safety;  and 

WHEREAS,  In  any  program  or  programs  aimed  at  in- 
creased highway  safety  it  is  essential  that  standards  of 
physical  fitness  for  driving  licenses  be  established  and  be 
frequently  scrutinized  and  interpreted  into  current  appli- 
cability; and 

WHEREAS,  It  is  believed  that  only  doctors  of  medicine 
are  qualified  professionally  to  advise  on  establishment  and 
application  of  such  phy.sical  standards;  and 

WHEREAS.  There  does  not  now  exist  in  Wyoming  an  offi- 
cially design.ated  medical  group  which  could  act  to  assist 
and  advise  lay  enforcement  organizations  concerning  such 
standards  and  their  application:  be  it  then 

RESOLVED:  That  it  is  in  the  best  interest  of  the  citizenry 
of  Wyoming  that  a group  or  committee  of  doctors  of  medicine 
be  named  by  the  President  of  the  State  Medical  Society  to 
act  officially  in  regard  to  such  standards,  as  may  be  found 
necessary  or  desirable  by  any  or  all  traffic  control  agencies 
of  the  State  government  and  these  agencies  shall  be  advised 
that  such  group  or  committee  does  exist,  its  named  constitu- 
ency, and  its  place  of  address;  be  it  further 

RESOLVED:  That  a medical  advisory  board  from  this  State 
Society  to  the  Wyoming  Motor  Vehicle  Division  through  the 
State  Department  of  Public  Health  be  appointed. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  It  was  moved  by  Dr.  R.  W. 
Holmes  that  the  resolution  be  approved.  Seconded 
by  Dr.  Charles  H.  Moore.  Motion  carried. 

RESOLVED:  That  a Rheumatic  Fever  Committee  be  ap- 
pointed by  the  State  Society  to  function  in  the  areas  of 
accurate  reporting  of  new  cases  of  rheumatic  fever,  and  to 
aid  in  the  dissemination  of  information  concerning  diagnostic 
criteria  in  this  disease. 

It  was  moved  by  Dr.  Joseph  E.  Hoadley  that 
the  resolution  be  approved.  Seconded  by  Dr.  John 
H.  Froyd.  Motion  carried. 

WITNESS  that: 

WHEREAS,  Our  maternal  mortality  has  been  decreasing 
since  the  formation  of  the  Maternal  Welfare  Comm.ittee  in 
1953,  and 

WHEREAS,  Our  perinatal  mortality  continues  to  be  above 
the  U.  S.  A.  rate,  and 

WHEREAS,  The  Maternal  Welfare  Committee  of  the  A.M.A. 
has  advised  the  Maternal  Welfare  Committee  of  the  different 
states  to  study  and  improve  the  perinatal  m.ortality;  be  it 

RESOLVED:  That  the  study  of  all  fetal  deaths  by  the 
Maternal  Welfare  Committee;  this  study  to  be  conducted  on 
the  same  basis  as  the  maternal  deaths  have  been  studied; 
be  it 

RESOLVED:  That  the  number  of  members  of  the  Ma- 
ternal Welfare  Committee  be  increased  by  the  addition  of  a 
pathologist  and  a pediatrician. 

It  was  moved  by  Dr.  R.  I.  Williams  that  the 
resolution  be  approved.  Seconded  by  Dr.  Benjamin 
Gitlitz.  Motion  carried. 

The  following  resolution  was  submitted  by  the 
Northeast  County  Medical  Society: 

BE  IT  RESOLVED:  That  the  Northwest  County  Medical 
Society  reaffirms  its  stand  favoring  the  increase  of  statutory 
fees  for  appearing  as  an  expert  witness  to  the  sum  of  $25.00 
per  hour  or  fraction  thereof  and  that  the  time  of  such  service 
be  reckoned  from  the  time  the  physician  is  called  away  from 
his  office  or  practice  until  the  time  he  is  discharged;  be  it 
further 

RESOLVED:  That  the  Northwest  County  Medical  Society 
shall  urge  all  other  local  medical  societies  and  the  State 
Society  to  go  on  record  as  favoring  and  supporting  said  in- 
creases in  fees. 
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It  was  moved  by  Dr.  Charles  H.  Moore  and 
seconded  by  Dr.  Robert  D.  Knapp  that  the  resolu- 
tion be  approved.  After  some  discussion,  the  legal 
advisor,  Attorney  Byron  Hirst,  suggested  that  the 
matter  be  referred  to  the  Legislative  Committee 
and  have  them  draw  a bill  setting  out  what  the 
fee  should  be.  It  was  moved  by  Dr.  Charles  W. 
Jeffrey  and  seconded  by  Dr.  R.  I.  Williams  that 
the  problem  be  referred  to  the  Legislative  Com- 
mittee. Motion  carried. 

RESOLVED:  That  no  out-of-state  medical  service  be  pro- 
vided to  any  welfare  patient  unless  the  necessity  for  such 
service  has  been  certified  by  the  medical  consultants  to  the 
State  Welfare  Department.  “Necessity”  shall  be  interpreted 
to  mean  that  adequate  medical  tare  for  the  particular  case 
cannot  be  provided  within  the  State  of  Wyoming,  or  that 
geographical  or  other  considerations  make  it  impractical  or 
uneconomical  to  do  so. 

RESOLVED:  That  in  accordance  with  the  request  of  the 
State  Welfare  Department,  one  or  more  medical  consultants 
be  appointed  to  give  opinions  to  the  Department  in  any 
situations  involving  medical  judgment,  such  as  those  concern- 
ing out-of-state  care.  The  number  of  such  consultants  and 
their  location  is  to  be  left  to  the  discretion  of  the  President 
and  House  of  Delegates  of  the  State  Medical  Society. 

After  some  discussion  it  was  moved  by  Dr. 
Benjamin  Gitlitz  and  seconded  by  Dr.  L.  S.  An- 
derson that  the  resolutions  do  not  pass.  Motion 
carried. 

The  following  resolution  was  submitted  by 
The  Joint  Handicapped  Council  in  the  form  of  a 
letter  which  was  read  by  Dr.  Wilmoth  as  follows: 

On  May  29,  1957,  the  New  York  State  Medical  Society 
unanimously  endorsed  the  Keogh  BUI  HR  1154,  which  is  a 
rehabilitative  bill  for  the  physically  handicapped  taxpayers, 
and  would  act  as  a stimulant  and  encouraging  the  severely 
handicapped  and  other  handicapped,  to  become  productive 
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and  taxpaying  citizens  instead  of  remaining  a burden  to  the 
country  by  staying  on  the  public  welfare  rolls.  It  is  now 
before  the  Legislative  Committee  of  the  A.M.A.  in  Chicago. 

This  bill  is  not  a handout,  nor  an  aid  bill,  nor  a subsidy, 
but  is  in  line  v/ith  the  medical  profession,  and  rehabilitative 
experts,  to  help  these  handicapped  secure  jobs  and  become 
self-independent  and  productive.  This  biU  is  endorsed  by  a 
cross-section  of  American  life. 

The  American  Congress  of  Physical  Medicine  and  Rehabili- 
tation has  endorsed  this  bill,  as  has  the  American  Academy 
of  Physical  Medicine  and  Rehabilitation.  Also  endorsed  by 
the  American  Academy  of  Compensation  Medicine,  and  the 
American  Academy  of  Orthopedic  Surgeons,  and  local  County 
Medical  Societies. 

It  is  urgent  that  letters  be  written  to  Congressman  Wilbur 
D.  Mills,  House  Office  Building,  Washington,  D.  C.,  Congress- 
man Sam  Rayburn,  and  copy  of  endorsement  be  sent  to  the 
American  Medical  Association  in  Chicago,  Illinois,  urging 
passage  of  the  Keogh  Bill  HR  1154.  1 would  appreciate  a 
carbon  copy  of  such  endorsements. 

After  some  discussion  it  was  moved  by  Dr. 
John  H.  Froyd  and  seconded  by  Dr.  Richard  J. 
Giever  to  approve  the  resolution  and  recommend 
endorsing  the  Keogh  bill,  and  that  a copy  of  this 
action  be  sent  to  our  legislative  body  and  the 
President  of  The  Joint  Handicapped  Council.  Mo- 
tion carried. 

Dr.  H.  B.  Anderson  stated  that  he  would  like 
the  Resolutions  Committee  to  prepare  a resolution 
thanking  the  hotel  and  the  people  who  helped  in 
putting  on  the  convention.  It  was  so  moved  by 
Dr.  Gitlitz  and  seconded  by  Dr.  Holmes.  Motion 
carried.  The  following  resolution  was  later  sub- 
mitted for  inclusion  in  the  minutes: 

Resolution 

WHEREAS,  The  Wyoming  State  Medical  Society  in  its 
Fifty-fifth  Annual  Meeting  assembled  at  Jackson  Lake  Lodge, 
Wyoming,  this  June  11,  12,  13,  14,  1958,  has  enjoyed  a most 
successful  convention:  and 

WHEREAS,  The  Scientific  Program  has  been  of  very  high 
quality  with  outstanding  speakers,  and  several  worthy  ex- 
hibits; and 

WHEREAS,  The  hospitality  of  the  personnel  cf  the  Jackson 
Lake  Lodge  has  been  shown  in  many  ways  adding  to  the 
comfort  and  enjoyment  of  all  members  and  guests;  and 

WHEREAS,  The  commercial  exhibitors  have  contributed 
very  materially  to  the  success  of  the  Convention  by  their 
cooperation  and  devotion  to  the  needs  of  the  doctors;  and 
WHEREAS,  Special  recognition  is  due  President  Harlan  B. 
Anderson  for  the  many  ways  his  leadership  and  efforts  have 
insured  the  success  of  the  meeting;  and 

WHEREAS,  Special  recognition  is  due  Arthur  R.  Abbey, 
Executive  Secretary,  for  his  tireless  attention  to  myriad 
details,  efficiency,  foresight,  and  customary  good  will;  and 
WHEREAS,  The  Wyoming  Division  of  the  American  Cancer 
Society  has  made  an  excellent  contribution  to  the  meeting 
by  providing  one  of  the  speakers;  and 

WHEREAS,  Many  of  the  officers  and  committee  members 
of  the  Society  have  worked  with  diligence  and  devotion 
throughout  the  year  to  make  possible  the  considerable  achieve- 
ments of  the  Society;  and 

WHEREAS,  Our  Society  has  been  additionally  honored  by 
delegations  from  Colorado,  including  the  President  of  its 
State  Society,  Clare  Wiley,  M.D.,  Utah,  Nebraska,  and 
thirteen  more  distant  states;  and 

WHEREAS,  The  success  and  the  charm  of  the  Convention 
is  greatly  enhanced  by  the  presence  and  valued  loyalty  of 
the  Ladies  Auxiliary;  therefore  be  it 

RESOLVED:  That  the  members  of  the  House  of  Delegates 
•f  the  Wyoming  State  Medical  Society  assembled  do  take 
this  opportunity  to  unanimously  express  their  deep  apprecia- 
tion for  all  of  the  matters  heretofore  contained. 

Mr.  Arthur  R.  Abbey  stated  that  the  exhibitors 
were  a little  concerned  because  of  lack  of  patron- 
age at  their  exhibits.  He  also  stated  that  the 
exhibits  contributed  a substantial  sum  towards  the 
expenses  of  the  convention  and  if  they  withdrew 
from  participation  it  would  make  the  annual  meet- 
ing extremely  costly.  Dr.  Anderson  spoke  in  sup- 
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port  of  Mr.  Abbey’s  statement.  After  some  dis- 
cussion, Dr.  Anderson  suggested  that  Mr.  Abbey 
and  the  officers  of  the  Society  meet  with  some 
representatives  of  the  drug  companies  and  see  if 
they  could  not  work  out  a better  plan  for  the 
future  meetings. 

Mr.  Byron  Hirst  discussed  medical  legal  affairs 
and  particularly  the  Naturapaths’  Bill.  He  stated 
that  he  attended  the  legal  conference  of  medical 
society  representatives  at  Chicago  on  May  9th  and 
10th.  He  then  reported  on  the  two-day  meeting. 
He  discussed  the  practice  of  medicine  by  hospitals 
and  the  closed  panel  types  of  practice,  the  medical 
care  program  of  the  United  Mine  Workers’  Wel- 
fare Fund,  medical  professional  liability  and  legis- 
lation allowing  practice  of  state  medical  societies. 

Dr.  H.  B.  Anderson  introduced  Dr.  Clare  C. 
Wiley,  President  of  the  Colorado  State  Medical 
Society. 

Dr.  Frederick  H.  Haigler  reported  on  Blue 
Cross.  Dr.  Charles  W.  Jeffrey  moved  to  approve 
the  report.  Seconded  by  Dr.  Albert  T.  Sudman. 
Motion  carried. 

Dr.  H.  B.  Anderson  then  delivered  the  Presi- 
den’t  Address.  (Address  printed  in  the  July,  1958, 
issue  of  The  Rocky  Mountain  Medical  Journal.) 

Dr.  William  H.  Thaler  submitted  added  in- 
formation relative  to  the  Blue  Shield  No  Fee 
Schedule  Plan.  Dr.  Francis  Barrett  stated  that 
the  entire  subject  of  the  No  Fee  Schedule  program 
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was  under  consideration  by  the  Blue  Shield  Com- 
mittee, that  it  would  take  at  least  a year  and  that 
the  committee  would  report  before  any  definite 
action  is  taken. 

Orientation  program 

Dr.  L.  Harmon  Wilmoth  discussed  the  Orienta- 
tion Program.  After  considerable  discussion.  Dr. 
H.  B.  Anderson  read  a proposed  resolution,  as 
follows: 

All  new  members  of  the  Wyoming  State  Medical  Society 
joining  the  Society  since  the  June,  1957,  meeting  will  be 
required  to  attend  the  orientation  program  within  one  year 
of  the  time  that  they  joined  the  Society.  Until  they  fulfill 
the  requirement  of  attending  the  orientation  program  they 
will  be  provisional  members  of  the  Society,  must  pay  dues, 
but  will  be  unable  to  vote  or  hold  office 

Provisional  members  who  are  unable  to  attend  the  next 
orientation  program  may  be  excused  by  the  Council  of  the 
Wyoming  State  Medical  Society  for  sufficient  reason  but  will 
be  required  to  attend  the  orientation  program  the  next  time 
it  is  given  before  they  may  secure  active  membership  in  the 
Wyoming  State  Medical  Society.  A man  who  has  not  attended 
the  orientation  program  within  a period  of  two  years  of  his 
time  of  joining  as  a provisional  member  will  be  dropped 
from  the  rolls  of  the  Wyoming  State  Medical  Society. 

Following  further  discussion.  Dr.  John  H.  Froyd 
moved  that  the  resolution  as  read  by  Dr.  Ander- 
son be  adopted.  Dr.  R.  W.  Holmes  suggested  that 
the  word,  “unless  excused  by  the  Council”  be 
added  to  the  resolution.  Seconded  by  Dr.  Joseph 
P.  Murphy.  The  resolution  was  then  amended  to 
include  the  wording:  “A  change  from  these  pro- 
visions can  be  made  by  the  Council  of  the  State 
Society.”  Motion  carried  by  a standing  vote.  20 
in  favor  and  none  against. 

Dr.  R.  I.  Williams  discussed  the  actions  of  the 
Fee  Schedule  Committee  and  moved  that  the 
minutes  of  the  Fee  Schedule  Committee  be  sent 
to  the  membership  of  the  Society  as  well  as  any 
proposed  changes  in  the  Fee  Schedule.  Seconded 
by  Dr.  Charles  W.  Jeffrey.  Motion  carried. 

Election  of  officers 

The  next  order  of  business  was  the  election 
of  officers.  The  Nominating  Committee  presented 
the  name  of  Dr.  Benjamin  Gitlitz  as  President- 
Elect.  Dr.  R.  W.  Holmes  moved  that  the  nomina- 
tions be  closed  and  the  Secretary  cast  a unani- 
mous ballot  for  Dr.  Benjamin  Gitlitz.  Seconded 
by  Dr.  R.  I.  Williams.  Motion  carried. 

The  Nominating  Committee  presented  the  name 
of  Dr.  Francis  Barrett  for  Vice  President.  It  was 
moved  by  Dr.  Charles  W.  Jeffrey  that  the  nomina- 
tions be  closed  and  the  Secretary  cast  a unanimous 
ballot  for  Dr.  Barrett.  Seconded  by  Dr.  R.  D. 
Knapp.  Motion  carried. 

The  Nominating  Committee  presented  the  name 
of  Dr.  Silvio  J.  Giovale  for  Secretary.  It  was 
moved  by  Dr.  John  H.  Froyd  and  seconded  by 
Dr.  R.  I.  Williams  that  the  nominations  be  closed 
and  that  a unanimous  ballot  be  cast  for  Dr.  Gio- 
vale. Motion  carried. 

The  Nominating  Committee  presented  the  name 
of  Dr.  Carleton  D.  Anton  for  Treasurer.  Dr.  Ben- 
jamin Gitlitz  moved  the  nominations  be  closed 
and  the  Secretary  instructed  to  cast  a unanimous 
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ballot  for  Dr.  Anton.  Seconded  by  Dr.  Charles  W. 
Jeffrey.  Motion  carried. 

The  Nominating  Conimittee  presented  the  name 
of  Dr.  Albert  T.  Sudman  as  the  Delegate  to  the 
A.M.A.  Dr.  Charles  W.  Jeffrey  moved  that  the 
nominations  be  closed  and  the  Secretary  instruct- 
ed to  cast  a unanimous  ballot  for  Dr.  Sudman. 
Seconded  by  Dr.  Benjamin  Gitlitz.  Motion  carried. 

The  Nominating  Committee  presented  the  name 
of  Dr.  Bernard  J.  Sullivan  as  Alternate  Delegate 
to  the  A.M.A.  Dr.  R.  I.  Williams  moved  that  the 
nominations  be  closed  and  the  Secretary  instruct- 
ed to  cast  a unanimous  ballot  for  Dr.  Sullivan. 
Seconded  by  Dr.  Charles  W.  Jeffrey.  Motion  car- 
ried. 

The  Nominating  Committee  presented  the  name 
of  Dr.  Sam  S.  Zuckerman  to  serve  for  another 
three-year  term  on  the  Selective  Service  Commit- 
tee. It  was  moved  by  Dr.  Albert  T.  Sudman  and 
seconded  by  Dr.  Joseph  E.  Hoadley  that  the  nom- 
inations be  closed  and  the  Secretary  instructed  to 
cast  a unanimous  ballot  for  Dr.  Zuckerman.  Mo- 
tion carried. 

Dr.  H.  B.  Anderson  stated  that  there  were 
four  men  to  be  elected  to  the  Rocky  Mountain 
Medical  Conference  Committee,  two  of  whom 
will  serve  for  two  years  and  two  for  three  years 
and  thereafter  each  new  member  elected  will 
serve  for  three  years.  Dr.  James  W.  Barber  and 
Dr.  Earl  Whedon  have  been  nominated  for  the 
two-year  term  and  Dr.  Frederick  H.  Haigler  and 
Dr.  Paul  R.  Yedinak  were  nominated  for  the 
three -year  term.  It  was  moved  by  Dr.  Albert  T. 
Sudman  and  seconded  by  Dr.  Charles  W.  Jeffrey 
that  the  nominations  be  closed  and  the  Secretary 
cast  a unanimous  ballot  for  the  four  candidates 
for  the  two  and  three-year  terms.  Motion  carried. 

Since  the  Nominating  Committee  did  not  pre- 
sent the  names  of  two  doctors  to  the  Blue  Cross 
Trustees,  Dr.  Charles  H.  Moore  nominated  Dr. 
Dan  B.  Greer.  Dr.  R.  I.  Williams  nominated  Dr. 
Eugene  C.  Pelton.  No  further  nominations  were 
made.  Dr.  R.  I.  Williams  moved  the  nominations 
be  closed  and  the  Secretary  instructed  to  cast  a 
unanimous  ballot  for  the  two  nominees.  Seconded 
by  Dr.  Joseph  E.  Hoadley.  Motion  carried. 

Dr.  L.  Harmon  Wilmoth  was  conducted  to  the 
Chair  and  presented  the  symbol  of  the  office  of 
President  of  the  Wyoming  State  Medical  Society 
by  outgoing  President  H.  B.  Anderson.  Dr.  Wil- 
moth responded  with  a short  acceptance  speech. 

A standing  vote  of  appreciation  was  accorded 
Dr.  H.  B.  Anderson  and  the  outgoing  officers. 
Meeting  adjourned. 


Wyoming  School  Health  Conference 

Wyoming  first  School  Health  Conference  will 
be  held  at  the  Plains  Hotel,  Cheyenne,  Wyoming, 
October  1,  1958.  This  conference  is  sponsored  by 
our  society,  the  Wyoming  Department  of  Educa- 
tion, the  Wyoming  Department  of  Public  Health, 


Wyoming  State  Dental  Association  and  Wyoming 
State  Nurses  Association. 

Dr.  Fred  V.  Hein,  American  Medical  Associa- 
tion Consultant  on  School  Health,  met  with  a 
planning  group  in  Cheyenne  on  July  21  to  firm- 
up  final  arrangements.  He  will  also  be  the  prin- 
cipal speaker  at  the  October  conference.  His 
subject  will  be  “School  Health  Today  and  To- 
morrow.” 

Dr.  L.  H.  Wilmoth,  Lander,  President,  Wy- 
oming State  Medical  Society,  has  asked  each  local 
medical  society  to  send  two  representatvies  who 
will  be  used  as  resource  persons  on  the  nine  panels 
covering  various  school  health  topics. 

The  program  is  planned  to  begin  the  late  after- 
noon with  a punch-bowl  gathering,  followed  by 
dinner.  After  greetings  from  the  various  repre- 
sentatives of  the  sponsoring  organizations  and  the 
main  talk  by  Dr.  Hein,  panels  will  be  formed  to 
discuss  specific  topics  and  bring  recommendations 
back  to  another  panel  session.  Some  of  the  topics 
of  special  interest  to  the  physician  will  be: 

1.  THE  HEALTH  EXAMINATION 

. . . Why,  Who,  How,  When,  Where. 

2.  THE  PRACTICING  PHYSICIAN 

. . . His  role  in  the  School  Health  Program. 

3.  SCHOOL  HEALTH  POLICIES 
. . . Making  Them  Work. 

4.  SCHOOL  HEALTH  RECORDS 

. . . Recording  Them  and  Using  Them  Effec- 
tively. 

5.  DENTAL  HEALTH 

. . . Screening  Program  and  Caries  Control. 

6.  PHYSICAL  EDUCATION 

. . . Meeting  Individual  Needs. 

7.  HEALTH  INSTRUCTION 

. . . Time,  Personnel,  Records,  and  Materials. 

8.  MENTAL  HEALTH 

. . . Pupils,  Teachers,  Administrators. 

9.  TEACHER  PREPARATION  IN  HEALTH 
. . . Who,  When,  What. 

In  addition  to  the  representatives  of  the  local 
medical  societies,  other  physicians  are  welcome. 
It  is  planned  that  this  type  of  conference  be  car- 
ried on  at  the  community  level  in  the  future. 

continued  on  next  page 

J^ewton. 

Optical  Qompany 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309-16th  Street  Denver 
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Dr.  Russell  L Williams  to  preside 

Dr.  Russell  I.  Williams,  Cheyenne,  President  of 
the  American  Rhinologic  Society,  has  announced 
the  Society’s  Fourth  Annual  Meeting  will  be  held 
in  Chicago  at  the  Palmer  House,  Ocotber  17-18. 

Among  the  topics  to  be  discussed  will  be  pul- 
monary and  nasal  physiology,  laboratory  and  clin- 
ical aspects  of  bone  transplants,  hump  removal, 
roof  repair  and  nasal  process  corrections. 

All  physicians  are  invited  to  attend  as  guests. 
There  will  be  no  registration  fee.  For  further  in- 
formation write  Dr.  Robert  M.  Hansen,  1735  N. 
Wheeler  Ave.,  Portland  17,  Oregon. 


Obituary 

FRITZ  LASSEN 

Dr.  Fritz  Lassen,  82,  resident  of  Pueblo  fifty- 
one  years  and  one  of  the  cofounders  of  Parkview 
Episcopal  Hospital  and  Pueblo  Clinic,  passed  away 
June  30  following  a heart  attack. 


we  value  the  business 
of  the  many 
doctors  we  serve 


MERCHANTS 
OFFICE  FURNITURE 

COMPANY 


today 

many  interconnected  power 
plants  throughout  this 
area  bring  an  abundance 
of  electric  power  to 
our  customers. 

This  assures  Colorado 
of  plenty  of  power  for 
future  growth. 


PUBLIC  SERVICE  COMPANY 
OF  COLORADO 


Dr.  Lassen  was  born  in  Berlin,  Germany,  June  j 
24,  1876,  and  graduated  from  the  Munich  Uni-  i 
versity  School  of  Medicine  in  1903.  He  came  to 
Pueblo  from  New  York  in  1907,  and  started  an 
ear,  nose  and  throat  practice  there.  ( 

Dr.  Lassen  was  a member  of  the  American  ■ 
Academy  of  Ophthalmology  and  Otolaryngology,  I 
a fellow  of  the  American  College  of  Surgeons,  a t 
member  of  the  American  Medical  Association,  i 
Colorado  State  Medical  Society  and  Pueblo  Coun-  ' 
ty  Medical  Society. 


To  the  Editor: 

In  1957,  I saw  one  case,  and  this  year  I have 
seen  three  cases,  of  swimming  pool  infections 
(swimming  pool  granuloma)  located  on  elbows. 
It  is  believed  that  the  mycobacterium  balnei  is 
the  causative  agent.  The  infection  in  all  four  of 
these  patients  developed  after  swimming  in  a pool 
at  Glenwood  Springs,  Colorado. 

I do  not  know  whether  this  history  of  con- 
traction of  infection  is  fortuitous,  or  whether 
there  is  a greater  risk  of  infection  in  Glenwood 
Springs.  Further  observations  by  Colorado  physi- 
cians should  provide  us  with  the  answer  to  this 
question.  Egbert  J.  Henschel,  M.D. 


'From  what  1 can  see,  she's  just  here  for  observation!" 
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The  Colorado  State  Medical  Society 

Annual  Session  September  24-27,  1958 
Colorado  Springs 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitntional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years);  District  No.  1:  L.  R. 
Safarik,  Denver,  1960;  District  No.  2:  Roger  G.  Howlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  I960:  Dis- 
trict No.  6;  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8:  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9: 
Scott  A.  Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell,  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years):  Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959). 

Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary: Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 

Montana  Medical  Association 

Annual  Meeting  September  11-13,  1958 
Billings 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  John  A.  Layne,  Great  Falls. 

President-Elect;  Herbert  T.  Caraway,  Billings. 

Vice  President:  Leonard  W.  Brewer,  Missoula. 
Secretary-Treasurer:  Theodore  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  William  E.  Harris,  Livingston. 
Executive  Committee:  John  A.  Layne,  Great  Falls,  Chairman; 
Herbert  T.  Caraway,  Billings;  Leonard  W.  Brewer,  Missoula; 
Theodore  R.  Vye,  Billings;  William  E.  Harris,  Livingston; 
Edward  S.  Murphy,  Missoula:  George  W.  Setzer,  Malta. 
Delegate  to  American  Medical  Association:  Raymond  F.  Peter- 
son, Butte;  alternate,  Paul  J.  Gans,  Lewiston. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.  O.  Box  1692,  Office 
Telephone  9-2585,  Billings. 

The  Utah  State  Medical  Association 

Annual  Session  September  10-12,  1958 
Salt  Lake  City 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  Reed  W.  Farnsworth,  Cedar  City 
President-Elect:  U.  R.  Bryner,  Salt  Lake  City. 

Past  President:  James  Z.  Davis,  Salt  Lake  City. 

Honorary  President:  Frank  Ray  King, 


Secretary:  J.  Poulsen  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors;  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 
L.  H.  MerriU,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield:  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  Coimty 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 


New  Mexico  Medical  Society 

o' 

OFFICERS — 1958-1959 — Terms  of  officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President;  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary;  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959; 
Aaron  E.  Margulis,  Santa  Fe.  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  1960;  Allen  Service, 
RosweU,  1960;  Paul  Fell,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians’  Service:  Omar  Legant,  Albuquerque, 
President,  1961;  Allen  Haynes,  Clovis,  Vice  President,  1959; 
W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
H.  M.  Mortimer,  Las  Vegas,  1960;  D.  A.  McKinnon,  Jr., 
Albuquerque,  Secretary-Treasurer,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Eugene  Szerlip,  Albuquerque,  1961;  H.  P. 
Borgeson,  Alamagordo,  1961;  John  T.  Parker,  Farmington, 
1961;  Philip  L.  Shultz,  Santa  Fe,  1961. 

The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1959 
Jackson  Lake  Lodge 

OFFICERS — 1958-1959 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1959 
Annual  Session. 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River,  1960. 
Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie,  1960. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne:  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs:  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen. 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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FOR  MEDICAL  MEN 


is  now  available  in  Denver's  exclusive 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager: 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RADIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADIUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 

W.  C.  U,  Bldg.  Quincy,  Illinois 


DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


WANT  ADS 


Quality  Drugs 


Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LUBIX’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


WANTED;  Young  Catholic  general  practitioner  in- 
terested in  obstetrics  to  associate  with  two  general 
practitioners.  Write  Drs.  Richards  and  Anderson, 
419  East  9th  Avenue,  Fort  Morgan,  Colorado.  91 

EKOTAPE  RECORDER  Number  270  almost  new  with 
converter  12  volt,  one  tape  background  music  and 
15  new  tapes  internal  medicine.  For  quick  sale  ex- 
cellent price.  Write  Rocky  Mountain  Medical  Journal, 
Box  No.  92-3,  835  Republic  Building,  Denver  2,  Colo- 
rado. 

WHEATRIDGE,  1800  Sq.  ft.  Bldg,  on  paved  lot  facing 
postoffice.  Excellent  residential  area  over  25,000 
and  growing.  Price  ?18,50  or  we  will  arrange  a con- 
version and  lease  for  good  tenant.  Bentson  Real 
Estate,  7639  West  39th  Ave.,  Wheatridge,  Colorado. 
Telephone  HArrison  4-7731.  93 

3615  WEST  49TH  AVENPE,  DENVER— well  popu- 
lated and  busy  district  needs  doctors  and  dentist, 
good  location  for  medical  clinic.  Will  consider  re- 
modeling and  leasing  on  long  term  for  clinic.  J.  L. 
Berman  & Company,  S30-lSth  Street,  Denver.  CHerry 
4-1452.  94 

PATHOLOGIST:  Age  35,  married.  Wishes  to  relocate 
in  Rocky  Mountain  area.  Desires  private  practice 
with  hospital  affiliation  or  association  with  estab- 
lished pathologist  or  group.  Certified  Pathological 
Anatomy  1955.  Please  answer  to  Box  No.  8-3,  Rocky 
Mountain  Medical  Journal,  825  Republic  Building, 
Denver  2,  Colorado. 

MEDICAL  OFFICES  FOR  LEASE:  Convenient  to  hos- 
pitals. Furnished  reception  room  and  receptionists’ 
stations;  partially  furnished  exam,  rooms;  parking; 
maintenance;  utilities;  beautiful  landscaping;  acous- 
tical tile  ceilings:  sound-resistant  walls;  clinical  lab- 
oratory. Loren  Blaney,  M.D.,  1889  York  Street.  EA. 
2-5388.  86-3 

POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  both  as  independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TF,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 


H-O-W-D-Y 

Registered  Trade  Mark 

BOB S PLACE 

A Bob  Cal'  for  Service 
TEXACO  PRODUCTS 
300  South  Colorado  Boulevard 

Cow  Town,  Colo. 


100 
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Abbey  Rents,  90 
Abbott  Laboratories,  56-57 
American  Meat  Institute,  16 
Ames  Company,  Cover  III 
Ayerst  Laboratories,  74 

Baker  Laboratories,  Inc.,  75 
The  Bayer  Company,  93 
Bob’s  Place,  100 
Booth  Memorial  Hospital,  96 
Boyle  & Company,  68-69-70-71 
Burroughs  Wellcome  Company,  65 

Cambridge  Dairy,  54 

Case,  G.  M.  Laboratories,  94 

Children’s  Hospital,  88 

Ciba  Pharmaceutical  Products 

Company,  Inc.,  11 

City  Park-Brookridge  Farms  52 

Coca-Cola  101 

Cocks-Clark  Engraving  Company, 
60 

Corn  Products  Sales 
Company,  20,  62-63 

Denver  Optic  Company,  64 

Earnest  Drug,  100 


Emory  John  Brady  Hospital  82 
Empire  Casualty  Company,  4 

Kayser-Roth  Hosiery  Company, 
Inc.,  95 

Kincaid’s  Pharmacy,  100 

Lakeside  Laboratories,  3 
Lederle  Laboratoi'ies,  12-13,  19, 
50-51,  67,  72-73,  83-86,91,  102 
Lilly,  Eli  & Company  26 
Lubin’s  Drug,  100 

Mead-Johnson  & Company,  55 
Merchants  Office  Furniture 
Company,  98 

Merck,  Sharp  & Dohme,  Inc,, 

11,  14-15,  53,  80-81 

Newton  Optical  Company,  97 

Parke,  Davis  & Company, 

Cover  II,  1 

Pfizer  Laboratories,  18 
Physicians  Ca.sualty  Association,  92 
Physicians  & Hospital  Supply 
Company,  78 

Picker  X-Ray  Corporation,  89 
Public  Service  Company  of 
Colorado,  98 


Publishers  Press,  Inc.,  60 

Quincy  X-Ray  & Radium 
Laboratories,  100 

Republic  Building  Corporation,  100 
Robins,  A.  H.  Company, 

Inc.,  23,  76-77 

Roerig,  J.  B.,  & Company, 

Inc.,  5,  21,  79 

Sandia  Ranch  Sanatorium,  87 
Sobering  Corporation,  25,  48 
Searle,  G.  D.,  & Company,  7,  47 
Shadford-Fletcher  Optical 
Company,  90 

Smith-Dorsey  Company,  22 
Smith,  Kline  & French  Laboratories, 
Cover  IV 

Squibb,  E.  R.,  & Sons,  6 

Taylor  Hearing  Center,  61 
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pneumonitis 

adenitis 

sinusitis 

otitis 

bronchitis 


COMBINES : Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections . . . 

PLUS:  Protection  against  bacterial  compli- 
cations often  associated  with  such  conditions. 


TABLETS  (sugar  coated) 

Each  contains: 

ACHROMYCIX*  Tetracycline  

Phenacetin  

Caffeine  

Salicylamide  

Chlorothen  Citrate 

Bottles  of  24  and  100. 

SYRUP  (lemon-lime  flavored,  caffeine-free) 
Each  5 cc.  teaspoonful  contains: 
ACHROMYCIN*  Tetracycline  equivalent  to 

Tetracycline  HCl  

Phenacetin  

Salicylamide  

Ascorbic  Acid  (C)  

Pyrilaniine  Maleate I 

Methylparaben  

Propylparaben 

Bottle  of  4 fl.  oz. 


125  mg. 
120  mg. 

30  mg. 
150  mg. 
25  mg. 


125  mg. 
120  mg. 
150  mg. 
25  mg. 
15  mg. 
4 mg. 
1 mg. 


Adult  dosage  for  ACHROCIDIN  Tablets 
and  new  caffeine-free  Syrup  is  two  tablets 
or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  adjusted  accord- 
ing to  age  and  weight. 

Available  on  prescription  only. 


LEDERLE  L A B O R ATO  R I E S,  a D i 

*ReE.  U.  S.  Pat.  Off. 


/ision  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  NewYork 
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HIGHLY  EFFECTIVE  CYCLIC  THERAPY 


N RLUTIN 

(norethindrone,  Parke-Davis) 

In  gynecological  disorders  amenable  to  progestational  therapy,  clinical 
eflFects  of  injected  progesterone  can  now  be  produced  by  small  oral  doses 
of  NORLUTIN.  In  amenorrhea,  for  example,  10-20  mg.  daily  for  5 days— 
after  estrogen  priming— will  induce  “...a  prompt  temperature  rise  and 
withdrawal  bleeding  24-72  hours  after  medication  is  stopped.”^ 

CASE  SUMMARY'  Amenorrhea  of  four  years’  duration  in  a 24-year-old  married 
woman.  A course  of  10  mg.  NORLUTIN,  twice  daily  for  five  days,  was  followed 
after  three  days  by  menses.  When  no  spontaneous  menstruation  occurred  during 
the  following  35  days,  this  treatment  was  repeated  and  again  induced  menses.; 
Using  ethisterone,  similar  results  were  unobtainable  in  this  patient. 

INDICATIONS  FOR  NORLUTIN:  conditions  involving  deficiency  of  progesterone  such  as 
primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine  bleeding, 
endocrine  infertility,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  and 
dysmenorrhea. 


PACKAGING:  5-mg.  scored  tablets,  bottles  of  30. 

REFERENCES:  (1)  Greenblatt,  R.  H.,  & Jungck,  E.  C.:  J.A.M.A.  166:1461  (Mar.  22)  1958.  (2)  Hertz.  R.; 
Waite,  J.  H.,  & Thomas,  L.  B.:  Proc.  Soc.  Exper.  Biol,  ix  Med.  91:418,  1956. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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why  all  the  fuss 
over  potassium  ? 


Many  physicians  will  recall  when  safe  but 
potent  organomercurials  were  first  intro- 
duced. At  the  time  there  was  considerable 
worry  about  possible  potassium  loss.  Pa- 
tients were  instructed  to  take  foods  rich 
in  this  mineral,  and  not  infrequently  potas- 
sium supplements  also  were  advised.  After 
enough  experience  was  gained,  it  became 
evident  that  only  the  exceptional  case  could 
lose  enough  potassium  to  be  concerned 
about.  And  with  oral  organomercurial  diu- 
retics this  was  practically  never  a problem. 

Why  revive  the  subject  now?  Because 
clinical  experience  with  nonmercurial  diuretics  indicates  most  of  them  have  such  a 
specific  effect  on  potassium  that  with  their  use  very  real  problems  must  be  faced.  Enough 
potassium  loss  can  lead  to  digitalis  toxicity  or  to  a classical  overt  hypopotassemia.  Since  a 
fair  percentage  of  cardiacs  who  receive  diuretics  are  also  digitalized,  this  excess  potassium 
excretion  is  clinically  serious.  Clinical  experience  is  still  too  limited  with  some  nonmercurial 
diuretics  to  say  just  how  often  such  loss  will  occur— but  warnings  already  have  been 
sounded  by  some  clinical  investigators  as  to  the  need  for  potassium  supplementation. 

Experience  in  many  patients,  for  many  years,  demonstrates  that  potassium  loss  is  never 
a problem  when  neohydrin®  is  the  oral  diuretic.  And  there  is  no  refractoriness  to  this 
effective  oral  organomercurial. 

LAKESIDE 
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Catching  On! 


like  the 
hula  hoop 

More  and  more  Colorado  Phy- 
sicians are  learning  about  the 
advantages  to  be  gained  when 
they  do  business  with  their  own 
company.  They  know  that 
EMPIRE  CASUALTY  is  con- 
trolled by  members  of  The 
Colorado  State  Medical  So- 
ciety, because  of  this  they  know 
that  rates  can  never  be  raised 
unless  they  vote  for  the  raise. 
They  know  that  EMPIRE 
CASUALTY  insurance  is  sold 
only  to  Members  of  The  Colo- 
rado State  Medical  Society, 
because  of  this  there  will  be  no 
penalty  for  high  claim  rate  of 
other  states.  If  you  are  not  yet 
insured  by  EMPIRE  CAS- 
UALTY Company  we  urge 
you  to  write  for  more  detailed 
information. 


CARL  W.  OHLIN 

Operating  Management 
INSURANCE  DEPT. 


GarrettBramfield 


201  Security  Bldg.  Denver,  Colorado  AComa  2-8621 
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Floraquin® 


Destroys  Common  Vaginal  Pathogens; 
Rebuilds  Normal  Bacterial  Barrier 


Whenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause^  of  leukorrhea,  often  occurs®  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports^  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 


1.  Davis,  C.  H.:  Trichomonas  Vaginalis  Infections:  A 
Clinical  and  Experimental  Study,  J.A.M.A.  i57.T26 
(Jan.  8)  1955. 

2.  Pitt,  M.  B.:  Leukorrhea,  Causes  and  Management, 
J.M.A.  Alabama  25:182  (Feb.)  1956. 

3.  Lang,  W.  R.:  Recent  Advances  in  Vaginitis,  Phila- 
delphia Med.  57.1494  (June  15)  1956. 
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Doctor,  your  dietary  decision 
Can  build  Blue  Ribbon  babies 


The  baby  who  wins  the  blue  ribbon  is  the 
one  whose  doctor  — no  one  else  — determines 
its  exact  nutritional  needs. 


A scientifically  formulated  evaporated  milk  product 
prepared  exclusively  from  Grade  A Milk 


Happy  Lynn  Patricia,  aglow  with  health,  is  a 
Blue  Ribbon  winner,  pride  of  her  doctor  who 
selected  VARA  MEL  to  get  her  off  to  a strong  start. 


The 


Laboratories.  Inc.  • Cleveland  3,  Ohio 

Milk  Products  Exclusively  for  the  Medical  Profession 


GET  YOUR  BABIES 


1.  Breslow,  L.:  Clinical  Approach  to  Infantile  Colic. 
J.  Pediat.  50:  196*206,  1957.  (Reprint  sent  on  request.) 


OFF  TO  A STRONG  START  WITH. 


VARAMEL  BUILDS  BLUE  RIBBON  BABIES 


• Made  from  milk  of  outstanding  purity. 

• Scientifically  formulated  for  optimum 
nutrition. 

• Helps  prevent  colic.i  Butterfat  re- 
placed by  easily  digested  vegetable  oils. 

• Twice  homogenized  for  better  diges- 
tion and  absorption. 

• Permits  prescribing  carbohydrate  of 
choice.  No  sugar  added. 


• Provides  adequate  amounts  of  all 
known  essential  vitamins  plus  much- 
needed  iron. 

• Helps  doctor  control  infant  feeding 
longer.  Advertised  to  the  medical  pro- 
fession only.  Available  in  drug  stores. 

• Economical  to  use—  eliminates  need 
for  additional  vitamins  and  iron. 


Other  products- Baker's  Modified  Milk 

—a  completely  prepared  formula  in  liquid 
and  powder  form. 


Protein  

Approximafe  Analysis 

4.9%  Calcium 

0.19% 

Carbohydrate. . 

8.3  Phosphorus... 

0.15 

Fat 

5.8  Iron 

0.0016 

Ash 

1.2  Moisture 

79.8 

32  Calories  per  fl.  oz. 

Average  dilution— equal  parts  of  Varamel 

and  water 

plus  sufficient 

carbohydrate  to  make  20 

calories  per 

fluid  ounce. 
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2 hours  Lontabs  are  in  the  ' 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINF 

LONTAB* 


relieves  allergy  all  day  or  all  night 

The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 

With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  1 2 hours. 

Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 

supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 

NOW  available:  Pyribenzamine  Lontabs  — half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 

PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  Cl  BA) 

LONTABS®  (long-acting  tablets  Cl  BA) 

a/2562MK  C I B A SUMMIT,  N.  J, 


4 hours  Lontabs  are  in  the  ileum 
and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  stifl  visible  as 
substance  of  core  continues  to  be  released. 
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! THE  SHEER  ALL-NYLON  STOCKING 


SUPPORTS  WITHOUT  USING  RUBBER! 


FOR  LEG  FATIGUE  AND  MILD  VARICOSITIES 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Supp-hose  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  appearance. 

SO  MANY  WOMEN  COMPLAIN  ABOUT  LEG  FATIGUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  eases  this  leg  fatigue  and 


gives  gentle  support  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKING! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stocldngs.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-hose  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 


jT^  KAYSER-ROTH  HOSIERY  COMPANY,  Inc.,  200  Madison  Avenue,  N.  Y.  16,  N.  Y.  Sold  in  Canada. 
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PREVENT 


both  cause  and  fear  of 


AHACKS 


proven 

safety 

for 

long-term 


use 


Miltrate' 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 


prolonged  relief  from 
anxiety  and  tension  with 


sustained  coronary 
vasodilation  with 


MILTOWN’  PETN 


The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  petn,  as  in  Miltrate,". . . appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.” ^ 


Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d,  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  54A 

1. Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  Am.  J.  Card.  1:395,  March  1958.  , 

2.  Shapiro,  S.:  Observations  on  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  S:50J^,  Dec.  1957, 

'’*‘•7.66  1^®WALLACE  LABORATORIES,  New  Br-unswick,  N.  J. 
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NEW  styling 

for  known  standard 

To  diabetics  and  their  physicians,  Clinitest  means  rapid  and  reliable  urine-sugar  testing- 
standardized  for  accurate  results  every  time.  And  now,  the  new  streamlined  model  (No.  2105) 
gives  your  diabetics  this  standard  test  in  the  best  looking,  most  efficient  form. 

CLINITEST 

BRAND 

urine-sugar  anaiysis  set 


• functional:  full-view  test  tube 

always  in  place 

* refillable:  takes  either  bottle 

of  36  or  sealed-in-foil  Clinitest 
reagent  tablets 

■ attractive;  two-tone,  neutral 

gray  plastic  case 

Model  No.  2105  Clinitest  Urine- 
Sugar  Analysis  Set  contains  everything 
needed  for  accurate  standardized 
testing;  bottle  of  36  Clinitest  Reagent 
Tablets,  test  tube,  unbreakable  dropper, 
color  scale  — instruction  sheet,  analysis 
record,  diabetic’s  identification  card 


MODEL  NO.  2105 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


567S8 
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in  all 
diarrheas 


Cremomycin  is  a trademark  of  Merck  & Co..  Ino. 
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all  cold  symptoms 

New  timed-release  tablet  provides: 

. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 

. . . non-narcotic  cough  control  as  effective  as  with 
codeine,  but  without  codeine’s  drawbacks 

,.,an  expectorant  to  augment  demulcent  fluids 

. . . the  specific  antipyretic  and  analgesic  effect  of  luell- 
tolerated  APAP 

. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

plieniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 


APAP  (N-acetyl-para-aminophenol)  . 325  mg. 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 


Tussagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage;  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  The 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


Also  available— lor  those  who  prefer  /-j-, 

palatable  liquid  medication—  1 ussagesic  suspension 


Ti 


ussagesic 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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AOHROGIDIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  for  treating  common 
upper  respiratory  infections,  particularly  during  respira- 
tory epidemics;  when  bacterial  complications  are  ob- 
served or  are  likely;  when  patient’s  history  is  positive 
for  recurrent  otitic,  pulmonary,  nephritic,  or  rheumatic 
involvement. 


TABLETS  (sii:^ar  coated) 
Each  Tablet  contains: 

Achromycin®  Tetracycline 

Phenacetin 

Caffeine  

Salicylamide  

Chlorothen  Citrate  


125  mg. 
120  mg. 
30  mg. 
150  mg. 
25  mg. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 


multifarious  sequelae 


Bottles  of  24  and  100. 

SYRUP  (lemon  -lime  flavored) 

Each  teaspoonful  (5  cc.)  contains: 


Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl 125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


Checks  Symptoms  : Includes  traditional  components  for 
rapid  relief  of  the  traditional  nonspecific  nasopharyn- 
gitis, symptoms  of  malaise,  chilly  sensations,  inconstant 
low-grade  fever,  headache,  muscular  pain,  pharyngeal 
and  nasal  discharge. 


Available  on  prescription  only. 


Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 
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New 


Milpr  em-  200 


a new  potency  for 
greater  dosage  flexibility 
in  treating  the  menopause 


SUPPLIED:  Bottles  of  60  tablets. 

DOSAGE:  One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements, 

ALSO  AVAILABLE:  Milprem- 400 (400  mg. 

Miltown  -f  0.4  mg.  Conjugated  Estrogens,  equine) 
in  bottles  of  60  tablets. 

Literature  and  samples  on  request 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


for  prompt 
relief 
from 
emotional 
and  somatic 
disturbances 
of  ovarian  decline 


the  bronchial  tree 
has  too  much  “bark 

make  cough  MORE  PRODUCTIVE, 
LESS  DESTRUCTIVE 


“Significantly  superior”^  cough  therapy  for  “markedly’’ 
reducing  the  severity  and  frequency  of  coughing,^  for 
increasing  respiratory  tract  fluid, ^ for  making  sputum 
easier  to  raise, ^ and  for  relieving  respiratory  discomfort.^ 

A.  H.  ROBINS  QO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
References: 

1.  Blanchard,  K.,  and  Ford,  R.  A.: 
Clin.  Med.  3:961,  1956.  2.  Cass,  L.  J., 
and  Frederik,  W.  S.:  2:844,  1951. 
3.  Hayes,  R.  W.,  and  Jacobs,  L.  S.: 
Dis.  Chest  30:441,  1956.  4.  Schwartz, 
E.,  Levin,  L.,  Leibowitz,  H.,  and 
McGinn,  J.  P.:  Am.  Pract.  & Digest 
Treat.  7:585,  1956. 


When 


1 


■ Aquasol  A capsules  are  aqueous 

— far  faster*,  more  complete  absorption  of  their  water-solubilized  vitamin  A 
(up  to  300%  higher  blood  levels  as  compared  with  oily  vitamin  A), 


mSm  Aquasol  A capsules  coniain  natural 
vitamin  A for  faster,  better  utilization. 

Natural  vitamin  A provides  all  known  and  fully  utilizable  physiologically  active 
isomers  of  vitamin  A — as  compared  with  synthetic  vitamin  A which  affords  only 
one  isomer,  an  isomer  requiring  conversion  in  the  body  before  it  can 
be  utilized  in  certain  enzyme  processes. 

Vitamin  A has  become  an  integral  part  of  therapy  in  acne,  chronic  eczemas, 
excessively  dry  skin  and  other  hyperkeratotic  lesions, 

Viihy  not  use  more  effective,  convenient  Aquasol  A capsules?  Special  processing 
of  its  natural  vitamin  A removes  potential  allergenic  non-vitamin  materials. 


three  separate  high  potencies  of 

AQUASOL  A CAPSULES 

(water-solubilized  natural  vitamin  A)  per  capsule: 
25,000  U.S.P.  units  « 50,000  U.S.P.  units  • i00,000  U.S.P.  units 

bottles  of  100,  500  and  1000  capsules 


Samples  and  literalure  avaitabte  upon  rer|uest 

Hi  s.  vitaiiiiii  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  Street,  New  York  17,  N.  Y. 
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(Erythromycin  Stearate,  Abbott) 


indications: 

In  infections  caused  by  staphylococci, 
streptococci  (including  enterococci)  and 
pneumococci.  Also,  against  organisms 
that  have  become  resistant  to  other  anti- 
biotics. ERYTHROCIN  should  be  used 
where  patients  are  allergic  to  penicillin  or 
other  antibacterials. 
dosage: 

Usual  adult  dose  is  250  mg.  every  six 
hours;  for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours.  Child’s  dose  may 
be  reduced  in  proportion  to  body  weight. 
supplied: 

In  bottles  of  25  and  100  Filmtabs  (repre- 
senting 100  and  250  mg.  of  ERYTHROCIN 
activity).  Also,  in  cinnamon-flavored  oral 
suspension:  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 

® Filmtab — Film-sealed  tablets,  Abbott;  pat.  applied  for. 


© 19Sa,  ABBOTT  LABORATORIES,  NORTH  CHICAGO,  ILLINOIS 


809027 


remarkable  effectiveness 
against  the  cocci- 
plus  a safety  record 
unmatched  in  systemic 
antibiotic  therapy 


Now,  after  more  than  six  years  of  extensive 
use,  there  has  not  been  a single  serious 
reaction  to  ERYTHROCIN.  Additionally,  the 
often-met  problem  of  resistance  has  re- 
mained unusually  low  with  ERYTHROCIN. 

Therapeutically,  you’ll  find  ERYTHROCIN 
highly  effective  against  the  majority  of  coc- 
ca!  organisms.  Where  severe  viral  attacks 
occur,  ERYTHROCIN  may  well  be  the  wea- 
pon to  counteract  those 
dangerous  complications. 


QMxytt 


'"’%ood  M of 


Potassium 

809136  Penicillin  V 
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hours 


White  line  on  the  chart' the  ranges  of  Fitmt0 


COMPOdUJhhVK,  white  the  gray  line  shows  the 
medians.  Note  the  high  ranges  and  averages  at  . if  t,' 
hour,  and  at  1 houn 


£|d$es  of 406,000  units  were  administered  before  ma^ 
I subjects  1 


this 


study 


lirrie 


40 


inv 


Now,  IN  BOTH  FiLMTAB  AND  ORAL  SOLUTION,  patients 
get  high  penicillin  V blood  levels  with  Compocillin- 
VK.  Note  the  chart.  Concentrations  are  three  times 
higher  than  an  equivalent  dose  of  potassium  peni- 
cillin G. 

Compocillin-VK  is  indicated  whenever  you  desire 
oral  penicillin  therapy.  In  severe  infections,  oral 
penicillin  should  be  supplemented  by  parenteral 
therapy  to  obtain  the-maximum  therapeutic 
response. 

Indications: 

Against  all  organisms  sensitive  to  oral  penicillin 
therapy.  For  prophylaxis  and  treatment  of  complica- 
tions in  viral  conditions.  And  as  a prophylaxis  in 
rheumatic  fever  and  rheumatic  heart  disease. 

Dosage: 

Depending  on  the  severity  of  the  infection,  the  usual 
adult  dose  is  1 25  to  250  mg.  (200,000  to  400,000  units) 


every  four  to  six  hours.  For  children,  dosage  may  be 
reduced  in  proportion  to  body  weight. 

Supplied: 

In  Filmtabs,  representing  125  mg.  (200,000  units)  of 
potassium  penicillin  V,  bottles  of  50  and  100.  In  250 
mg.  (400,000  units),  bottles  of  25  and  100. 

For  Oral  Solution,  Compocillin-VK  comes  in  dry 
granules  for  easy  reconstitution  with  water.  Cherry- 
flavored,  the  granules  come  in  40-cc.  and  80-cc. 
bottles.  Each  5-cc.  teaspoon  of  solution  represents 
125  mg.  (200,000  units)  of  potassium  penicillin  V. 


COMPOCILLIN-V®  Oral  Suspension  (Ready-Mixed), 

Hydrabamine  Penicillin  V,  Abbott,  comes  in  40-cc. 
and  80-cc.  bottles.  Each  tasty,  banana-flavored  5-cc. 
teaspoonful  represents  180  mg.  (300,000^  . . 
units)  of  penicillin  V.  At  all  pharmacies. (Jujvott 
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when 

cocoa!  infections 
hospitaiize 
L the  patient  A 


indications: 

Against  a wide  range  of  staphylococcal, 
streptococcal,  pneumococcal  and 
enterococcal  infections.  A drug  of  choice 
for  treating  serious  infections  caused  by 
organisms  that  resist  all  other  antibiotics. 

dosage: 

Administered  intravenously.  In  pneumo- 
coccal, streptococcal  and  enterococcal 
infections,  a dosage  of  25  mg. /Kg.  will 
usually  be  adequate.  Majority  of  staphy- 
lococcal infections  will  be  controlled  by 
25  to  50  mg. /Kg.  per  day.  It  is  recom- 
mended thatthedaily  dosages  be  divided 
into  two  or  three  equal  parts  at  eight-or 
12-hour  intervals. 

supplied: 

In  vials  containing  a sterile,  lyophilized 
powder,  representing  500  mg.  of  risto- 
cetin A activity. 


809137 
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provides  bactericidal  action 
against  cocca!  infections 

provides  successful  short-term  therapy 
against  endocarditis^ 

provides  clinical  effectiveness  against 
resistant  staphylococci  and  enterococci^ 

Now,  after  almost  a year,  SPONTIN  has  proved 
to  be  an  exceptionally  valuable  agent  for  treating 
serious  coccal  infections. 

Some  of  the  outstanding  clinical  responses 
to  SPONTIN  therapy  involved  enterococcal  en- 
docarditis, staphylococcal  pneumonias  and 
staphylococcal  bacteremias.  These  were  patients 
who  were  going  downhill  steadily— in  spite  of 
treatment  by  other  antibiotics. 

Results,  of  course,  were  not  always  good. 
Sometimes,  the  patient  was  treated  with 
SPONTIN  too  late.  Occasionally,  there  were  side 
effects  and  SPONTIN  had  to  be  withdrawn.  But 
generally,  SPONTIN  proved  extremely  useful  and 
many  times— lifesaving.  Be  sure  Q D 44. 

your  hospital  has  it  stocked.  V^AXaTO^ 

1.  Antibiotics  Annual,  1956-'57,  p.  706. 

2.  Antibiotics  Annual,  1957-'58,  p 180-7. 


an  important  lifesaving  antibiotli 
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(^UO^/L. 


S^oj^zo^ 


These  flavor  tips  keep  the  taste  in  when 
you  take  the  fat  out  of  your  patient’s  diet 


The  Low-Fat 
Low-Cholesterol  Diet 


—and  with  your 
consent,  a glass 
of  beer  for  a 
morale-boosier 


• Cranberry  and  tomato  sauce  pinch-hit  for 
gravy.  Herbs  and  spices  lend  a fine  aroma  to 
meats  and  vegetables.  Chicken  can  be  basted 
witb  lemon  or  orange  juice.  Meat  loaf  may  sport 
a gay  cap  of  whole-cranberry  sauce  while  “sur- 
prise” hamburgers  can  hide  a slice  of  pickle  or 
onion  sealed  between  two  thin  patties.  And 
kabobs  can  add  something  different. 


On  green  salads,  cottage  cheese  thinned  with 
lemon  juice  makes  the  dressing.  For  dessert, 
angel  cake  goes  nicely  under  fruits — skim  milk 
powder  makes  the  “whipped  creeun.” 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*Fat — 0;  Calories  104/8  oz.  glass  (Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer—  America’s  Beverage  of  Moderation 

If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  If. 
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now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 
The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

JPenta^ets 

antitussive— antibiotic  -anesthetic— analgesic  troches 


Dosage : Three  to  5 troches  dally  for  3 to  5 days. 
Supplied : In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1,  PA. 
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VcrY^  ^^<Aa0t,'DocM/- 

''■fo  takb  of  (louA.  oum.  inJiAiM^ ! 


On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you've  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment”  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 


XYLOCAINE^  OINTMENT 

(brand  of  lidocaine*) 


2.5%  Sc  5% 

SURFACE  ANESTHETIC 

•U.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 
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Z)ietary  restriction  of  sodium  has  become  a standard  procedure  in  the  control 
of  edema  associated  with  cirrhosis  of  the  liver,  congestive  heart  failure,  certain 
kidney  ailments,  toxemias  of  pregnancy,  during  digitalization  and  in  drug- 
induced  diuresis. 

Unfortunately  sodium-restricted  diets  tend  to  be  flat,  tasteless,  monotonous, 
leading  toward  failure  of  dietary  cooperation  by  the  patient. 

In  such  cases  California  table  wine  may  be  employed  safely  as  well  as  to 
advantage  in  making  the  food  more  palatable  without  adding  significant 
amounts  of  sodium  . ^ 

In  a recent  study'  it  was  shown  that  California  table  wines  are  remarkably 
low  in  sodium  content  — less  than  10  mg.  per  100  cc.  (3'/^  ounce  glass). 

Since  recent  research  has  also  shown  that  wine^stimulates  a lagging 
appetite  and  aids  digestion  while  adding  a sparkle  to  any  meal  --why  not  encour- 
age the  moderate  use  of  wine  by  the  patient  on  a restricted  dietary,  as  well  as  by 
the  sufferer  from  anorexia,  the  post-surgical,  convalescent,  or  geriatric  patient? 

May  we  send  you  a copy  of  “Uses  of  Wine  in  Medical  Practice”?  A copy 
is  available  to  you,  at  no  expense,  by  writing  to;  Wine  Advisory  Board,  1\% 
Market  Street,  San  Francisco  3,  California.  f > 

1.  Lucia,  S.  P.  ond  Hunt,  M.  L.:  Am.  J.  Digest,  Dis.  2:26  (Jon.)  1957.  ^ f'3v' 

2.  Goetzl,  F.  R.:  Permanente  Found.  M.  Bull.  8:72  [April)  1950.  . * 

3.  Irvin,  D.  L.  and  Goetal,  F.  R.:  Permanente  Found.  M.  Bull.  9:119  (Oct.)  1951.  \ 

4.  Irvin,  D.  L.;  Durra  A.,  and  Goetzl,  F.  R.:  Am.  j.  Digest.  Dis.  20:117  (Jan.)  1953.  vY 


No.  specimens 
examined 

9 

82 

73 

104 


Sodium  (mg./lOO  cc.) 
Mean 

1.63 

5.56 

5.44 

7.10 


why  California 

table  wine 
um  diet? 


Musts  (crushed  white  grapes) 
California  Red  Table  Wines 
California  White  Table  Wines 
California  Dessert  Wines 
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FORD,  R.  V.,  Rochelle,  J.B.lll,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
J.A.M.A.  166:129,  Jan.  11, 1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL*  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DiURiL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective-even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


Diuril  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  1,  Pa. 
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quickly  relieves 
Distress 
Distention 
Discomfort 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  'DIURIU 


(EDEMA) 
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“Much  better 


CAPSULES 

(black  and  white) 
250  mg.,  125  mg. 


ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS  | 

(orange-flavored)  (orange-flavored)  5 mg.  per  drop,  ^ 

125  mg.  per  tsp.  (5  cc.) , 2 oz.  bottle  calibrated  dropper,  10  cc.  bottle  ■ 


COSA-TETRASTATIN* 

glucosamine  potentiated  tetracycline  with  nystatin 
antibacterial  plus  added  protection  against 
monilial  superinfection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetracyn, 
(with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa- 
Tetracyn,  (with  125,000  u.  nystatin),  2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine  potentiated  tetracycline-analgesic-  i' 

antihistamine  compound  ' 

ii 

For  relief  of  symptoms  and  malaise  of  the  common  || 
cold  and  prevention  of  secondary  complications  | 

CAPSULES  (black  and  orange)  Ea.  capsule  contains;  1 
Cosa-Tetracyn  125  mg.  . phenacetin  120  mg.  . caffeine 
30  mg.  . salicylamide  150  mg.  . buclizine  HCl  15  mg.  |l 

i 


nEFERENCEs:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Ant.  Med. 
& Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  Leukemia.  Proc.  Soc.  Exp.  Biol.  & Med.  84:41,1 
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Proven  in  research 


1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 


And  now  in  practice 

1 

^ 4.  More  rapid  clinical  response 
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15.  Unexcelled  toleration 
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Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (betaThemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.i 
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There  was  complete  freedom  from  adverse 
reactions  In  94.5%  of  ail  patients.  Side  effects 
In  the  other  5.5%  were  usually  mild  and  seldom 
rectuired  discontinuance  of  therapy. 
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Dosage  and  Administration:  Dosage  varies  according  to  the 
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q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 
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essential  ally  of  the  doctor 
in  relieving  anxiety,  tension 
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^ an  "agent  of  choice  in  treating  tension  a^ 


» effective  without  somnolence 
• allows  the  patient  to  continue  his  normal  activities 
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For  complete  details  on  Trilafon  consult  Schering  literature. 
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Patient 

Practice 


T BECOMES  INCREASINGLY  EVIDENT  at  Cach 

meeting  of  a state  Grievance  Committee  that 
we  of  the  medical  profession  need  to  do  a 
little  “patient  practice.”  By  this  I mean  that 
when  we  are  handling  each  case,  we  should 
remember  that  every  procedure 
required  must  be  explained  in 
language  the  patient  can  under- 
stand. This  includes  just  what 
the  requirements  are,  what  is  go- 
ing to  be  necessary  to  accomplish  a cure  or 
an  amelioration  of  the  patient’s  disease. 

It  isn’t  difficult  to  take  a little  bit  of  time, 
to  sit  down  and  explain  in  words  the  patient 
can  understand  just  what  is  going  to  be  nec- 
essary, what  you  feel  should  be  done,  and 
what  the  charge  is  going  to  be.  So  often  a 
complaint  to  a Grievance  Committee  is  not 
a “complaint  of  commission”  on  the  part  of 
the  doctor,  but  a “complaint  of  omission.” 
All  of  us  feel  that  we  are  rushed  a good  bit 
of  the  time.  But  are  we?  Are  we  rushed  to 
the  extent  that  we  cannot  take  a few  minutes 
to  explain  in  some  detail  just  what  the  situa- 
tion is  so  that  the  patient  will  not  come  back 
later  and  say,  “Doctor  did  not  explain  this 
to  me.  I didn’t  know  the  extent  of  the  pro- 
cedure. I didn’t  know  what  it  was  going  to 
cost,  and  whether  I should  have  complete 
recovery,  or  whether  this  was  going  to  be 
just  a partial  recovery.” 

In  discussing  the  amount  of  the  fee,  do 
not  say  definitely  that  the  charge  will  be  a 
certain  amount  unless  you  are  sure  it  is  going 
to  be  very  close  to  that  particular  figure.  If 
you  say,  “This  procedure  will  cost  $150.00,” 
the  patient  will  expect  to  pay  that,  not 
$160.00!  If  it  is  going  to  be  around  $200.00, 
say  that  it  will  be  approximately  that.  Then 
the  patient  will  be  happy  if  you  drop  the  fee 
to  $175.00,  or  won’t  feel  badly  if  it  is  a charge 
of  $210.00.  Let  the  patient  know  that  you 
have  his  financial  as  well  as  his  physical 
interests  in  mind. 

All  of  us  can  vary  the  technic  in  explain- 
ing to  our  patient,  because  we  know  many 
of  them  very  well.  You  do  not  have  to  go 


into  as  much  detail  with  patients  you  have 
taken  care  of  for  a long,  long  time.  However, 
on  occasion,  even  these  patients  will  want  to 
have  a thorough  explanation  of  just  what  is 
contemplated,  what  the  extent  of  the  care  is 
going  to  be,  and  the  extent  of  the  financial 
responsibility. 

So  let’s  try  to  be  a little  more  explicit,  a 
little  more  thorough,  and  explain  in  such  a 
way,  even  by  illustration,  or  by  diagram,  that 
the  patient  will  know  just  what  we  expect 
to  do,  and  what  the  patient  can  expect  as  a 
result  of  this  procedure. 

The  effort  that  would  be  expended  by 
each  of  us  would  be  rewarding  not  only  in 
more  satisfied  patients,  but  our  relationship 
with  our  patients  would  be  strengthened  and 
made  much  more  secure. 

A little  “patient  practice”  goes  a long  way. 


Paul  E.  Tramp,  M.D. 


I 


N THE  DEATH  September  10  of  Earl  Whedon, 
medicine  throughout  the  Rocky  Mountains 
as  well  as  in  Wyoming  lost  one  of  its  most 
colorful  leaders.  This  Journal  also  lost  a 
great  friend  and  one  who  might  well  be 
termed  a Founding  Fa- 

A Great  Soul 

don  was  a founder  of  the 
Leaves  Us  interstate  meeting 

held  in  this  region,  forty 
years  ago  in  Yellowstone  Park,  and  he  was 
one  of  those  who  later  helped  found  the 
permanent  Rocky  Mountain  Medical  Confer- 
ence and  bring  about  the  regional  expansion 
of  this  Journal. 

This  Journal  was  then  known  as  “Colo- 
rado Medicine,”  and  it  was  in  1925  that  Earl 
Whedon,  already  Secretary  of  the  Wyoming 
State  Medical  Society  for  some  five  previous 
years,  promoted  the  idea  of  a “Wyoming 
Section”  in  the  then  Colorado  publication. 
He  became  Wyoming’s  first  Journal  editor, 
and  held  that  position  as  well  as  the  Wy- 
oming Society’s  secretaryship  for  another 
twelve  years.  He  closed  his  editorship  late 
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in  1937,  having  helped  conduct  the  first  meet- 
ing of  the  Rocky  Mountain  Medical  Confer- 
ence in  Denver  and  having  helped  the  Utah 
State  Medical  Association,  desiring  a journal 
affiliation,  to  develop  arrangements  whereby 
this  publication  changed  its  name  and  became 
overnight  a three-state,  truly  Rocky  Moun- 
tain, Journal.  A few  years  later  he  served 
with  distinction  as  President  of  the  Wyoming 
State  Medical  Society. 

No  recitation  of  bare  biographical  facts 
could  do  justice  to  Earl  Whedon’s  career.  He 
was  perhaps  most  proud,  among  hundreds  of 
much  more  public  achievements,  of  his  work 
with  the  Indian  tribes  of  northeastern  Wy- 
oming and  southeastern  Montana,  teaching 
them,  treating  their  trachoma,  preventing 
its  spread,  removing  their  cataracts,  and 
many  times  admittedly  going  far  beyond  his 
chosen  medical  specialty  just  to  help  them. 
He  was  a master  of  more  than  one  Indian 
language,  and  had  been  taken  into  their 
tribes. 

Some  years  ago  his  only  son,  a school  super- 
intendent in  California,  died  in  young  middle 
age  from  a cancer,  and  Earl,  approaching 
retirement,  devoted  his  life  more  and  more 
to  research  projects  aimed  at  this  dread  dis- 
ease. He  was  for  fifteen  years  chairman  of 
the  Wyoming  Division  of  the  American  Can- 
cer Society,  and  finally,  in  December,  1954, 
he  and  his  wife  created,  endowed,  and  built 
the  Earl  and  Bessie  Whedon  Cancer  Detec- 
tion Foundation  in  his  home  city  of  Sheridan. 

We  could  go  on  and  on  about  how  he  long 
headed  Wyoming’s  health  department,  about 
his  prowess  with  a Colt  .45  Frontier  model 
either  on  a mountain  target  range  or  using 
it  as  a gavel  when  presiding  over  meetings 
of  the  A.M.A.!  Yes,  about  his  language,  which 
could  be  as  soothing  as  a grandmother’s  to 
a sick  child  or  as  salty  as  a mule-skinner  when 
riding  the  range  of  his  huge  sheep  ranch. 
A real  pioneer,  he  was  a character  among 
characters,  a skillful  opthalmological  surgeon 
and  a skillful  otolaryngologist  in  days  when 
such  skills  were  rare  in  rural  practice,  state 
and  national  figure  in  medical  organization, 
successful  sheep  rancher,  public  health  offi- 
cial— but  space  will  not  permit.  Earl  had 
seen  eighty-six  summers  before  he  crossed 
the  Great  Divide.  God  rest  a great  soul.  We 
can  never  forget  him. 


\^^ELL,  WE  FINALLY  BECAME  a Man  of  Dis- 
tinction. We  despaired  of  ever  making  it,  but 
a few  weeks  ago  we  hit  the  jackpot.  We  had 
a heart  attack.  Joining  the  Cardiac  Club 
seems  to  us  worthy  of  mention,  like  making 
a hole-in-one  or  parachuting 
from  a disabled  airplane,  but 
the  doctors  have  remained 
calm.  They  now  consider 
these  things  merely  “rou- 
tine,” like  breaking  your  neck. 

Anyway,  it  was  an  unusual  experience. 
We  finally  got  to  ride  in  an  ambulance  and 
have  since  had  the  most  tiresome  “rest”  of 
our  life.  We  were  more  bored  than  sick  but 
it  scared  the  be  jabbers  out  of  our  family  and 
friends.  Consequently,  they  were  so  solicitous 
it  frightened  us. 

However,  we  can’t  quite  go  along  with 
those  who  declaim  cheerfully,  and  we  quote, 
“This  is  the  best  thing  that  ever  happened  to 
you.”  We  could  name  some  nicer  things.  The 
assumption  is  that  we  had  been  working  too 
hard,  burning  the  candle  at  both  ends,  chas- 
ing blondes,  etc.  The  truth  is  we  have  not 
chased  blondes  for  many  years.  Not  more 
than  a block  anyway.  The  same  goes  for  bru- 
nettes, redheads  and  variegated.  As  for  work, 
we  also  discontinued  that  long  ago. 

Back  on  our  feet  part-time,  we  have  given 
up  smoking,  speech-making  and  mountain 
climbing  (all  expendable  items) . The  most 
gratifying  by-product  is  that  we  can  now 
eschew  cocktail  parties  and  similar  ordeals, 
thus  being  as  anti-social  as  our  real  nature 
dictates.  Temporarily  we  win  most  conju- 
gal arguments  by  clutching  pathetically  at 
our  breast  pocket,  but  doubt  that  this  happy 
state  of  affairs  will  prevail  indefinitely. 

What  has  surprised  us  most  is  to  find  how 
many  nice  people  there  are  in  the  world.  Our 
heart  (such  as  it  is)  has  been  deeply  touched 
by  the  outpouring  of  flowers,  books  and  per- 
sonal messages.  We  have  not  mellowed,  how- 
ever, to  the  extent  of  overlooking  a matter 
that  retarded  our  recovery  considerably.  We 
refer  to  the  avalanche  of  “Get  Well”  cards 
(both  comic  and  serious)  inflicted  upon  us. 
We  survived  in  spite  of  them. 

•Another  gem  by  Herbert  A.  Leggett,  Vice  President  of  the 
Valley  National  Bank  at  Phoenix,  published  in  Arizona 
Progress.  By  the  way,  Mr.  Leggett,  just  who  is  “We”?  Bet 
“We”  can  guess! 


Hearts  and 
Flowers* 
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Strategy  is  everybody’s  business 


Remarks  by  Frank  Rockwell  Barnett, 
Director  of  Research,  The  Richardson 
Foundation,  Inc.,  at  the  annual  meeting 
of  the  Conference  of  Presidents  and 
other  Officers  of  state  medical 
associations,  San  Francisco,  California, 
June  22,  1958.  This  talk  was  given  a 
standing  ovation  of  several  minutes. 
Read  it!  Preach  it  to  your  service  club. 
It  should  reach  the  minds  and  hearts 
of  all  Americans. 


It  is  always  a genuine  pleasure  for  a re- 
search professor  to  be  unchained — tempora- 
rily— from  his  shelf  in  the  ivory  tower  and 
afforded  the  chance  to  inflict  his  theories 
on  a whole  roomful  of  practical-minded  men 
of  affairs.  I hope  to  prove,  however,  that 
one  of  the  most  practical,  down-to-earth  as- 
signments for  the  American  doctor  today  is 
to  become  a serious  student  of  Public  Affairs 
— including  politics,  economic  philosophy, 
foreign  policy,  national  defense  strategy  and 
the  educational  theory  that  molds  your  chil- 
dren and,  through  them,  the  will  and  char- 
acter of  this  nation  in  the  time  of  trouble  that 
lies  before  us.  For  the  next  two  decades  may 
decide  the  fate  of  man  for  the  next  500  years, 
or  forever. 

Doctors  are  often  very  stern  when  they 
prescribe  for  patients  who  refuse  to  take 
warning  signs  seriously.  May  I,  as  a layman, 
turn  the  tables  and  be  somewhat  stern  with 
this  distinguished  body?  The  “patient”  in  this 
case  is  the  body  politic:  a free  society  which 


encourages  individual  initiative  in  business, 
law,  medicine  and  engineering.  The  diagnosis 
for  that  civilization  is  cancer  in  the  intestines 
and  paralysis  of  the  will.  The  prognosis  is  an 
untimely  end  for  a patient  too  soft  to  endure 
surgery,  too  undisciplined  to  take  medicine, 
too  purposeless  to  survive.  It  will  involve  in- 
tellectual therapy  and  moral  hygiene;  or,  in 
old-fashioned  terms,  homework  and  will- 
power. 

I hope  to  demonstrate  that  it  is  important 
for  doctors  to  think  about  political  muscle 
tone,  ideological  x-rays,  and  preventive  edu- 
cation. I hope  also  to  indicate  that — unless  at 
least  one  man  out  of  every  three  in  this  room 
commits  himself  to  an  active  role  in  Public 
Affairs — then  it  is  unlikely  that  your  profes- 
sion will  survive  its  competition.  By  “compe- 
tition,” I do  not  mean  the  friendly  race  be- 
tween Blue  Cross  and  other  insurance  pro- 
grams. There  is  a new  kind  of  “competition” 
abroad  in  the  world  today.  This  form  of 
COMPETITION,  spelled  in  “all-caps,”  is  de- 
signed to  destroy — utterly  and  for  all  time — 
the  moral,  legal  and  political  framework  of 
the  civilization  which  undergirds  our  volun- 
tary society.  If  Genghis  Khan  & Co.  win  this 
competitive  struggle,  there  will  be  no  second 
chance  for  freedom. 

Communism  and  Socialism 

The  American  Voluntary  Society  faces  two 
mighty  competitors — World  Communism  and 
International  Socialism.  Some  students  would 
argue  that  Communism  and  Socialism  are 
twin  engines  in  the  same  juggernaut.  But 
perhaps  there  are  useful  distinctions.  The 
threat  of  Communism  is  largely  external, 
military,  scientific,  political,  and  economic. 
It  is  an  immediate  threat.  Its  weapons  are 
violence,  subversion,  propaganda  and  black- 
mail. The  danger  of  Socialism  is  largely  in- 
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ternal  and  long-range.  Its  weapons  are  edu- 
cation, persuasion,  and  the  ballot-box. 

Many  Socialists  are  firmly  opposed  to  the 
force  and  terror  of  Communism.  Socialists — 
unlike  hard  core,  fanatical  Communists — are 
sometimes  open  to  counter  persuasion  from 
men  sufficiently  articulate  to  debate  issues 
with  them.  Socialists  have  been  voted  out  of 
power  in  England  and  Australia — but  when 
Communists  have  been  threatened  by  the 
will  of  the  people,  they  have,  as  in  Hungary, 
sent  in  armored  divisions  to  crush  the  oppo- 
sition to  lifeless  pulp. 

From  nine  stories  up 

Although  I do  not  in  any  way  agree  with 
Socialist  economic  theory,  it  is  only  fair  to 
admit  that  many  Socialists — as  human  beings 
— are  honorable,  decent  and  even  idealistic 
people  who  want  to  achieve  good  things  for 
humanity.  They  are  not  professional  revolu- 
tionaries or  conspirators  like  the  Communists. 
Indeed,  some  Socialists  are  so  idealistic  they 
cannot  comprehend  how  ruthless  and  cynical 
Communists  can  be.  When  Communists  come 
to  power.  Socialist  intellectuals  are  often  the 
first  to  be  purged.  In  Czechoslovakia,  for 
example,  a Socialist  leader  named  Masaryk 
tried  to  walk  a “middle  course”  between  Com- 
munism and  Western  Democracy.  He  ended 
up,  still  in  the  middle-of-the-road  all  right — 
but  from  nine  stories  up  where  someone  had 
pushed  him  out  of  the  window. 

Although  they  use  different  means,  both 
Communism  and  Socialism  confront  America 
with  a mortal  challenge  — and  we  are  in 
danger  of  being  caught  between  hammer  and 
anvil.  The  external  threat  is  ubiquitous  and 
terribly  real;  yet  free  men  hesitate  to  oppose 
the  Communist  enemy  on  all  fronts  for  fear 
we  may  gradually  surrender  our  own  civil 
liberties,  economic  freedoms  and  political 
liberties  to  Big  Government  here  at  home. 

Is  there  any  way  out  of  the  dilemma? 
One  remedy  is  to  apply  the  American  genius 
for  voluntary  action  to  the  realm  of  public 
affairs.  But  this  requires  that  the  managers 
and  professional  leaders  of  our  society  must 
make  Public  Affairs  their  avocation — their 
full-time  hobby.  They  dare  not  hold  aloof 
from  political  life  and  from  hard  intellectual 
effort.  They  will  have  to  do  their  “home- 


work” in  philosophy  and  history.  And  they 
must  not  wait  for  another  Pearl  Harbor  or 
giant  depression  to  move  them  to  prudent 
action. 

Pearl  Harbor  proves  a point  — because 
Pearl  Harbor  was  an  event  that  permanently 
changed  the  lives,  fortunes  and  future  of 
every  man  in  this  room.  Beyond  that.  Pearl 
Harbor  radically  revised  American  axioms 
about  world  geography  and  power  politics. 
In  a handful  of  minutes,  Japanese  dive-bomb- 
ers not  only  sank  our  Pacific  Fleet;  they  also 
torpedoed  unreal  assumptions  about  the  tech- 
nical capacity  of  “foreigners”  and  the  use  of 
trade  or  good  will  as  effective  means  of  de- 
terring aggression. 

We  had  thought  that  East  was  East  and 
West  was  West.  We  learned  the  hard  way 
that  20th  Century  America  is  cheek  by  jowl 
with  the  Orient,  that  the  Burma  Road  inter- 
sects with  Main  Street,  that  Tokyo  and 
Berlin — and  now  Moscow  and  Peiping — are 
closer  to  Chicago  than  Philadelphia  was  to 
Boston  at  the  time  of  the  American  Revolu- 
tion. 

These  lessons  were  derived  from  the 
bombing  of  December  7,  1941.  But  on  De- 
cember 6,  1941,  America  was  already  at  war, 
even  though  we  didn’t  know  it;  for  while  it 
takes  two  to  keep  the  peace,  it  takes  only 
one  to  make  a war.  So,  as  America  slept,  the 
carriers  of  Imperial  Japan  were  converging 
on  Hawaii.  The  bombs  had  been  loaded,  the 
pilots  briefed,  the  mission  assigned,  the  die 
cast  for  our  people  by  war  lords  on  the  far 
side  of  the  earth.  We  learned  that  war  starts 
— not  at  the  moment  of  the  surprise  attack — 
but  when  the  enemy  completes  his  final  plans 
and  commits  his  resources  to  conflict. 

Designs  of  the  Kremlin 

Again  we  are  at  war  — a new  kind  of 
war  with  unorthodox  rules  and  camouflaged 
weapons.  Our  failure  to  recognize  that  fact 
does  not  affect  the  designs  of  the  Kremlin. 
Again,  it  is  an  enemy — not  ourselves — who 
has  decided  to  involve  the  United  States  in 
conflict.  Again,  our  own  good  intentions  are 
beside  the  point.  And,  again,  there  is  danger 
our  country  may  drowse  through  the  after- 
noon of  its  December  6,  through  a night  of  no 
return,  into  another  kind  of  Pearl  Harbor — 
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where  the  hour  and  the  place,  and  the  cost 
and  the  sacrifice  are  all  determined  by  fac- 
tors outside  our  control. 

Only  this  time,  the  odds  are  much  heavier 
against  America  than  on  that  other  Decem- 
ber 6,  sixteen  years  ago.  What  if,  in  1941, 
the  power  of  Japan  had  already  swallowed 
two-fifths  of  the  earth?  What  if  Japanese 
science  had  in  some  respects  surpassed  our 
own?  What  if  Tokyo  had  dominated  a billion 
people  whose  labor  could  be  coerced  to  the 
cause  of  conquest?  What  if  her  fifth  columns 
had  penetrated  every  country  in  the  world, 
including  the  United  States?  What  if  Japan 
had  had  vast  natural  resources,  abundant 
water  power,  access  to  oil,  no  need  to  import 
steel  or  coal?  And  what  if  Japanese  sub- 
marines and  bombers,  armed  with  atomic 
weapons,  had  been  based  as  close  as  Alaska, 
Mexico,  Canada,  Catalina,  Nantucket,  Key 
West  and  Bermuda?  The  equivalent  of  this 
nightmare  supposition  has  come  to  pass  since 
1945,  with  the  Soviet  conquest  of  space  and 
the  invention  of  guided  missies — with  the 
manpower  of  China  and  the  resources  of 
Eastern  Europe  feeding  the  Communist  war 
machine — and  with  India,  the  wealth  of  In- 
donesia and  the  oil-rich  Middle  East  only 
three  assassinations  and  a few  street  fights 
removed  from  the  grasp  of  the  Kremlin. 

In  short,  an  Asiatic  conqueror  stands  on 
our  frontier.  Owing  to  science,  the  Atlantic 
Ocean  is  no  wider  than  the  Rio  Grande. 
Owing  to  technology,  the  Pacific  is  no  broad- 
er than  Lake  Michigan;  and  the  wastelands 
of  the  North  can  be  bridged  in  a few  hours’ 
flight.  We  Americans  are  face  to  face  with 
the  descendants  of  Genghis  Khan. 

Indeed,  television  brings  Mr.  Khrushchev 
into  millions  of  American  living  rooms  to  lec- 
ture on  the  glories  and  inevitable  triumphs 
of  World  Socialism.  When  a Soviet  leader 
denounces  Wall  Street  monopolies,  his  mes- 
sage is  transmitted  free  of  charge  on  the 
front  pages  of  American  newspapers  and 
contributes  to  the  general  climate  of  opinion 
in  this  country. 

His  armies  practice 
“conquest  by  communication” 

Krushchev  & Co.  are  no  longer  a rude 
barbarian  horde.  They  are  disciplined  in  sci- 


ence and  well-armed  with  engineering.  They 
are  schooled  in  economics  and  political  the- 
ory. They  speak  many  languages.  They  have 
learned  to  use  education,  literature,  art, 
trade  and  even  religion  as  weapons  of  sub- 
version. Above  all,  they  are  superbly  trained 
in  the  conduct  of  symbol-warfare — in  con- 
quest hy  communication  and  warfare  by 
words. 

The  military  cannot  defend  America 
against  symbol-warfare 

That  is  why  we  must  talk  about  manage- 
ment’s responsibility  for  Public  Affairs  and 
National  Security.  In  the  past,  wars  were 
chiefly  shooting  matches,  and  businessmen 
naturally  left  defense  problems  in  the  hands 
of  America’s  soldiers.  Today,  the  front  is 
everywhere.  Certain  intangibles  can  literally 
“wash  out”  the  material  foundations  of  de- 
fense. If  the  world  climate  of  opinion  is 
mobilized  against  us  by  propaganda,  we  will 
lose  markets,  air  bases  and  access  to  strategic 
raw  materials.  If,  here  at  home,  we  lose  the 
will  to  sacrifice  or  cynically  disregard  our 
spiritual  traditions,  our  physical  wealth  will 
not  safeguard  American  Civilization.  Today, 
National  Defense  begins  at  the  level  of  do- 
mestic political  morality,  the  quality  of  citi- 
zenship training  for  our  youth,  and  the  repu- 
tation of  American  business  growth  both 
here  and  abroad.  These  “intangibles”  are  the 
clear  responsibility  of  private  citizens. 

We  are  faced  with  the  problem 
of  national  survival 

Ancient  Carthage,  with  its  luxury  stand- 
ard of  living,  refused  to  make  minimum  sac- 
rifices to  support  Hannibal  and  did  not  sur- 
vive. Cato’s  relentless  chant — “Carthage  must 
be  destroyed” — did  not  awaken  the  indolent 
Africans  from  their  pre-occupation  with 
business-as-usual.  They  couldn’t  believe  that 
Cato,  like  Khrushchev,  meant  what  he  threat- 
ened. Similarly,  Rome  itself,  entertained  with 
bread-and-circuses  and  arrogant  in  its  splen- 
dor, did  not  survive  the  onslaught  of  the 
Vandals  and  Visigoths.  The  technical  skill 
that  built  her  roads  and  aqueducts,  the 
“know-how”  of  her  administrators,  the  glory 
of  her  law — none  of  these  assets  saved  an 
effete  and  over-civilized  Rome. 
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Nor  did  Rome’s  Gross  National  Product 
protect  her.  The  Visigoths  had  no  GNP  what- 
soever— only  weapons  and  will  power.  These 
dismal  comments  on  Carthage  and  Rome 
could  be  repeated  for  other  proud  civiliza- 
tions. Many  times  in  the  past,  nations  with 
high  standards  of  living  have  been  pushed 
to  the  grave  by  nations  with  low  standards 
of  dying. 

History  teaches  us  that  when  a people 
put  indulgence  before  discipline,  worship 
welfare  and  discourage  risk-taking,  they  are 
likely  soon  to  be  forced  into  bankruptcy  by 
a more  vital  competition.  Especially  if  they 
no  longer  believe  in  themselves.  For  nearly 
twenty-five  years  this  country  has  been  con- 
fused by  a Cult  of  Doubt.  Too  many  Ameri- 
cans suffer  an  odd  guilt  complex  about  their 
own  way  of  life.  Meanwhile  the  missionaries 
and  conquistadors  of  the  Communist  Church 
Militant  advance  Marxism  as  the  one  true 
faith — and  they  are  willing  to  die  for  their 
belief.  That  is  why  the  battles  of  the  Cold 
War  are  fought  on  our  side  of  the  Iron  Cur- 
tain and  at  the  Kremlin’s  initiative.  That  is 
why  trying  to  contain  Communism  with  a 
Maginot  line  of  dollars  and  diplomacy  is 
bound  to  fail.  We  forget  that  no  status  quo 
power  has  ever  checked  the  thrust  of  a dy- 
namic barbarian — for  even  if  the  “defense” 
is  90  per  cent  successful  on  every  occasion, 
a civilization  can  be  driven  to  its  doom  ten 
yards  at  a time. 

The  Soviets  have  made 
startling  technical  gains 

In  1945,  America  enjoyed  absolute  air- 
atomic  supremacy.  In  less  than  a decade, 
Russia  has  broken  our  monopoly  in  nuclear 
weapons,  beaten  us  into  space,  produced  jet 
aircraft  and  tested  guided  missiles.  A system 
once  contemptuously  called  the  “ox-cart 
economy”  has  built  the  world’s  second  largest 
navy,  graduates  more  than  twice  as  many 
engineers  as  America,  and,  by  ruthlessly  dis- 
regarding the  claims  of  its  consumers,  is  out- 
producing us  in  heavy  machine  tools,  the 
basic  equipment  of  war. 

The  real  threat:  Soviet 
fourth  dimensional  warfare 

But  the  greatest  threat  to  our  civilization 


may  not  stem  from  Soviet  guided  missiles 
or  engineering  of  atomic  weapons.  We  have 
brilliant  scientists,  able  generals  and  inven- 
tive industrialists  who  doubtless  can  safe- 
guard National  Security  on  the  technological 
front.  It  is  in  the  realm  of  “Fourth  Dimen- 
sional Warfare” — or  psycho-social  combat — 
that  we  are  hopelessly  outclassed.  We  know 
a lot  about  the  tricks  and  technics  of  mass 
persuasion,  but  we  have  not  yet  applied  that 
knowledge  to  the  main  challenge  of  our  time 
— how  to  beat  Communism  without  fighting 
a hot  war. 

We  use  advertising  skills  and  the  “hidden 
persuaders”  to  change  consumer  taste  in 
salad  dressing.  We  use  high-powered  public 
relations  to  boost  the  box-office  appeal  of  a 
rock-and-roll  cowboy.  The  Soviets  exploited 
Pavlov,  propaganda  and  group  dynamics  to 
overthrow  empires  and  condition  the  masses 
to  become  addicts  of  Socialism.  They  use 
psychology  to  win  the  world. 

Propaganda  has  always  been  a tool  of  the 
conqueror.  In  the  age  of  radio,  television  and 
mass  literacy,  however,  political  warfare  has 
become  a primary  weapon.  The  Communists, 
like  the  Nazis  before  them,  use  the  strategy 
of  terror  to  frighten  the  West  into  inaction, 
to  promote  class  warfare  and  thus  divide  and 
conquer,  to  encourage  neutrals  to  ride  the 
Soviet  wave  of  the  future.  The  danger  of  the 
Russian  sputnik  is  not  just  that  it  means 
Moscow  can  probably  put  a missile  on  New 
York  or,  in  the  near  future,  aim  atomic  guns 
at  Pittsburgh  and  Detroit  from  a platform 
in  outer  space.  Sputnik  is  a symbol  of  suc- 
cessful Socialism.  All  over  the  world,  intel- 
lectuals and  politicians — already  half  in  love 
with  Marx — ^are  saying:  “If  Socialism  can.  do 
such  wonderful  things  in  science,  why  not 
give  it  another  chance  with  business?  If 
Communism  is  efficient  in  the  laboratory, 
let’s  try  it  in  our  factories.  If  Marxism  can 
plan  a sputnik  and  build  so  many  splendid 
schools  of  engineering,  we  must  have  Social 
planning  and  Social  engineering  for  every 
part  of  our  society.  Capitalism  is  obsolete.” 

Despite  the  record  of  American  enterprise, 
millions  of  people — including  some  in  this 
country — will  believe  that  propaganda.  Why? 
Because  very  few  Americans  can  articulate 
what  it  is  we  really  stand  for.  We  perform. 
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but  performance  is  not  enough  in  an  age  of 
mass  media.  The  Communists  capture  the 
slogans,  manipulate  the  symbols,  pervert  the 
communications.  The  facts  are  on  our  side; 
but  facts  don’t  necessarily  move  men  to  ac- 
tion. More  often,  men  are  motivated  by  the- 
ories, by  hopes  and  hatreds,  by  envy,  fear  or 
inspiration.  The  Communists  have  done  their 
homework  in  the  human  subconscious.  From 
superstitions  and  buried  emotions  and  bed- 
rock beliefs,  they  have  mixed  the  weapons 
of  fourth  dimensional  warfare. 

They  have  put  this  knowledge  to  practical 
use.  With  blackmail  and  infiltration,  they 
captured  Czechoslovakia  without  firing  a 
shot.  That  meant  they  got  the  Skoda  Works 
intact.  For  thirty  years  Moscow  trained  many 
oriental  Communists  in  its  academies  of  po- 
litical warfare.  The  alumni  are  today  the 
rulers  of  Red  China,  the  overlords  of  North 
Korea,  the  leaders  of  the  Communist  thrust 
into  Southeast  Asia.  No  Russian  soldiers  died 
to  score  these  victories.  In  recent  months. 
Communism  has  won  elections  in  India,  In- 
donesia and  South  America.  It  has  penetrated 
Syria  and  Egypt.  It  is  growing  like  a weed 
in  the  fertile  fields  of  Africa.  It  controls  pow- 
erful party  machines  in  France  and  Italy. 
Communist  political  strategy,  in  short,  is  not 
an  ivory  tower  experiment.  It  pays  Moscow 
huge  dividends  in  real  estate,  military  bases, 
raw  materials,  manpower — and  continuous 
trouble  for  the  United  States. 

Power  technic 

■ These  things  don’t  happen  by  accident. 
Communism  is  not  just  an  idea;  it  is  a power- 
technic.  Behind  the  Iron  Curtain,  there  are 
more  than  100  schools  and  colleges  of  propa- 
ganda and  subversion.  Many  Russians  get  a 
first-class  education  in  math,  physics,  and 
foreign  languages.  But  other  Russians — and 
selected  recruits  from  Asia,  Africa  and  Latin 
America  — receive  professional  training  in 
Conflict  Management  and  psychological  tac- 
tics. We  have  the  Harvard  School  of  Business; 
they  have  the  Lenin  Institute  of  Political 
Warfare — for  politics  is  the  chief  business  of 
Communism. 

It  is  imperative,  of  course,  for  this  nation 
to  win  the  contest  of  science,  electronics  and 
military  hardware.  Otherwise,  the  Soviets 


will  blackmail  us  into  surrender.  But  we  can- 
not guarantee  our  security  by  simply  catch- 
ing up  or  staying  ahead  in  science.  After  all, 
we  were  ahead  of  them  for  thirty-five  years 
when,  in  spite  of  our  technological  superior- 
ity, they  scored  victories  by  irregular  meth- 
ods. We  must  create  a shield  of  science  to 
ward  off  a hot  war;  but  we  must  also  learn 
to  make  stronger  moves  on  the  ideological, 
political  and  economic  squares  of  the  Cold 
War  Chessboard.  To  do  that,  we  must  raise 
the  standards  and  improve  the  quality  of 
education  in  economics  and  philosophy, 
American  history,  political  science  and  for- 
eign languages — as  well  as  in  science  and 
engineering.  And  we  must  not  be  afraid  of 
competition  in  the  classroom,  for  young 
America  in  the  next  two  decades  is  going  to 
face  the  most  ruthless  competition  the  world 
has  ever  known. 

Professional  revolutionaries 

American  Business  cannot  afford  to  be  a 
mere  spectator  at  this  match  for  the  future 
of  mankind.  The  “managers”  of  Soviet  So- 
ciety are  all  committed  to  agitation  and  poli- 
tics. They  are  conflict  minded.  You  can’t  do 
business  with  Moscow,  because  Communists 
are  not  businessmen  or  statesmen.  They  are 
professional  revolutionaries.  Their  foreign 
aid  personnel  are  commandos;  their  artists 
are  propagandists;  their  diplomats  are  spies; 
their  economy  is  based  on  the  cost  account- 
ing of  the  battle  field,  where  every  resource 
is  squandered  in  order  to  defeat  the  enemy. 
Since  Communists  have  a combat  mentality, 
you  can’t  reason  with  them.  If  we  don’t  want 
to  fight  them — or  surrender — we  must  learn 
to  beat  them  in  the  precincts  of  the  Middle 
East,  in  the  lobbies  of  the  United  Nations,  in 
our  own  classrooms  and  pulpits,  and  before 
the  court  of  world  opinion.  Our  own  man- 
agers dare  not  be  aloof  to  this  challenge. 

The  Communist  Party,  through  the  ap- 
paratus of  total  government,  can  mobilize  the 
total  resources  of  the  Sino-Soviet  Empire. 
Our  limited  government,  by  definition,  can- 
not and  should  not  compete  with  Moscow 
across  the  board.  If  it  did,  Washington  would 
have  to  regulate  business,  control  the  press, 
police  our  schools  and  regiment  our  volun- 
tary agencies.  This  means  that,  unless  private 
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institutions  take  over  many  areas  of  non- 
military defense,  the  ubiquitous  thrust  of 
Communist  Conflict  Management  will  be  un- 
checked at  crucial  points. 

Why  should  business  be  asked  to  serve? 
Primarily,  because  our  economic  system  is 
the  crux  of  the  whole  struggle — -and  because, 
in  a sense,  this  is  the  Business  Society.  Each 
year,  a very  high  percentage  of  our  college 
graduates  are  recruited  by  business.  Although 
there  are  extremely  able  men  in  other  walks 
of  life,  our  greatest  reservoirs  of  inventive 
talent,  drive,  organizational  vitality  and 
brainpower  lie  in  the  world  of  industry,  com- 
merce and  finance.  Yet  with  certain  notable 
exceptions,  business  leadership  has  not  taken 
full  responsibility  for  safeguarding  the  moral, 
intellectual  and  political  framework  which 
ensures  its  opportunities  to  make  the  eco- 
nomic system  “pay  off”  for  all  America. 

Businessmen  cannot  stand- 
aloof  from  politics 

This  republic  was  founded,  of  course,  by 
bankers  and  lawyers,  businessmen  and  a 
general.  The  frontier  was  “civilized”  by  busi- 
ness leaders  who  took  an  active  part  in  the 
citizenship  junction.  Today,  however,  many 
business  leaders  regard  “politics”  as  beneath 
their  dignity.  Unfortunately,  American  civ- 
ilization can  be  crippled — and  even  destroyed 
— by  concepts  which  lead  first  to  changes  in 
the  “climate  of  opinion”  and,  ultimately,  to 
the  hard  facts  of  power  politics. 

If  the  “business  society”  is  destroyed  out- 
right— or  simply  “withered”  by  politics  and 
propaganda — business  leadership  has  only  it- 
self to  blame.  After  all,  every  great  corpora- 
tion has  more  than  enough  “surplus”  to  al- 
low some  of  its  best  brains  to  stop  thinking 
about  production  and  sales  and  start  thinking 
about  National  Defense,  Citizenship  Educa- 
tion, Foreign  Policy  and  Economic  Philoso- 
phy. One  way  for  business  to  attack  these 
complex  problems  systematically — and  with 
sophistication — would  be  to  build  an  Acad- 
emy of  Industrial  Statesmanship.  This  would 
be,  in  effect,  the  equivalent  of  the  Harvard 
School  of  Advanced  Management  in  the  area 
of  Public  Affairs,  National  Defense,  Citizen- 
ship Training,  and  the  “theology”  of  Ameri- 
can-style  capitalism.  Its  purpose  would  be  to 


produce  articulate  champions  of  freedom  who 
could  compete  with  the  lobbyists  for  Marx 
in  the  never-ending  battle  to  condition  the 
climate  of  opinion. 

Another  place  to  improve  the  machinery 
of  Ideological  Defense  might  be  with  the 
lever  of  Corporate  Philanthropy.  American 
business  now  gives  to  good  causes  more  than 
$500  million  a year.  Perhaps  5 per  cent  of 
that  total  should  be  used  to  pay  a cultural 
life  insurance  premium  on  America,  in  the 
light  of  Khrushchev’s  boast  that  our  grand- 
children will  live  in  a Soviet  Socialist  Amer- 
ica. Recent  events  suggest  at  least  three  more 
questions  about  private  philanthropy: 

1.  If  the  Soviet  challenge  is  not  to  result 
in  eventual  Federal  control  of  our  schools, 
must  not  business  give  even  more  generously 
to  improve  the  quality  of  American  educa- 
tion? 

2.  Cannot  business  get  much  more  for  its 
charitable  dollar  by  applying  the  same  pro- 
fessional standards  to  giving  away  money 
that  it  does  to  making  it  in  the  first  place? 

3.  Should  not  industry  begin  to  reappraise 
its  pattern  of  giving — shifting  some  invest- 
ments from  the  portfolio  of  community  wel- 
fare to  the  portfolio  of  National  Survival, 
allocating  priorities,  evaluating  results  and, 
in  general,  managing  corporate  largesse  with 
the  same  discrimination  and  purpose  that 
mark  other  phases  of  business  operations? 

Goals  for  the  future: 

vice  presidents  of  public  affairs 

Ultimately,  it  may  be  desirable  — even 
necessary — for  great  corporations  to  appoint 
Vice  Presidents  of  Public  Affairs  to  spend 
full  time  on  these  matters.  A waste  of  talent? 
At  the  beginning  of  the  century,  certain  firms 
refused  to  adopt  advertising.  They  perished. 
Now,  most  firms  are  hospitable  to  the  subtler 
meanings  of  Public  Relations.  But  beyond 
orthodox  “public  relations”  lies  the  arena  of 
Public  Affairs  in  which  the  fate  of  American 
Civilization  may  well  be  decided  in  the  next 
decade. 

The  ultimate  weapon 

One  word  more.  The  ultimate  weapon  is 
neither  science  nor  politics  nor  psychological 
warfare.  The  ultimate  weapon  is  human  cour- 
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age — and  faith  in  certain  unalterable  moral 
laws.  Unfortunately,  some  people  have  for- 
gotten the  true  meaning  of  America.  We  are 
already  half  afraid  of  the  honorable  word 
“revolution,”  although  we  are  the  true  revo- 
lutionaries. It  was  an  American  Revolution 
that  gave  the  world  its  finest  revolutionary 
ideal — the  notion  that  government  is  the  serv- 
ant, not  the  master,  of  the  people.  The  Com- 
munists— who  call  us  “reactionary”  — have 
turned  society  back  to  the  days  of  the  Pha- 
roahs.  The  monuments  to  “Socialist  Progress” 
erected  in  the  USSR — like  the  pyramids  of 
ancient  Egypt — have  been  built  with  slave 
labor. 

We  must  not  perish  through 
failure  to  recruit  our  elite 

On  the  other  hand,  we  Americans  have 
developed  the  most  flexible,  continually  pro- 
gressing society  known  to  man.  Our  so-called 
“masses”  already  enjoy  luxuries  undreamed 
of  in  other  parts  of  the  world.  Our  unique 
type  of  capitalism — almost  as  different  from 
European  cartel-capitalism  as  it  is  from  So- 
cialism— produces  more  welfare  and  more 
social  justice  than  Communist  functionaries 
would  even  dare  to  imagine.  But  beyond  that 
is  the  fact  that  we  are  truly  free  men.  We 
have  plenty  AND  freedom,  together.  We 
must  not  let  this  remarkable  experiment  in 
human  liberty  and  opportunity  perish  from 
want  of  courage,  or  lack  of  sophistication,  or 
failure  to  meet  the  problem  with  the  ablest 
human  resources  at  our  disposal.  That  is  why 
these  questions  of  National  Strategy  and 
Public  Affairs  urgently  require  the  attention 
of  this  audience. 

It  may  be  argued,  of  course,  that  the  pro- 
fession of  medicine  is  a thing  unto  itself. 


that  doctors  have  no  business  to  “intervene” 
in  the  great  affairs  of  state.  The  health  of  a 
democracy  depends,  however,  to  a large  de- 
gree on  the  quality  of  its  participating  units. 
If  doctors  are  to  abdicate  their  responsibili- 
ties as  citizens,  why  should  not  engineers  and 
scientists,  college  professors  and  bankers  take 
a similar  view?  In  a sense,  we  are  all  profes- 
sionals; and  we  are  also  all  responsible  for 
preserving  our  freedoms.  If  we  are  to  safe- 
guard a society  in  which  political  ethics  make 
possible  professional  ethics,  we  dare  not  leave 
the  formation  of  public  opinion  to  dema- 
gogues. American  doctors  who  are  “too  busy” 
to  engage  in  public  affairs — or  do  their  home- 
work— may  find,  in  the  years  to  come,  that 
they  may  have  to  spend  full  time  in  some 
dismal  underground,  as  did  their  colleagues 
in  Nazi  Germany  or  as  men  do  today  in 
Poland,  Hungary  and  Czechoslovakia.  Never 
before  in  history  have  the  moral  implica- 
tions of  the  Hippocratic  Oath  been  more  ur- 
gently required,  not  alone  for  medicine,  but 
for  the  whole  free  society. 

The  task  may  seem  enormous;  but  the 
stakes  are  even  higher.  And  let  us  remember 
that  great  events  are  always  determined  by 
minorities.  Forty  years  ago  Communism  was 
confined  to  a rented  room  in  Zurich,  the 
brains  of  Lenin  and  the  ambition  of  a few 
other  outcasts.  Less  than  100  men  made  the 
American  Revolution.  For  a time  the  whole 
future  of  this  nation  was  carried  in  the  will 
and  heart  of  a lonely  man  who  walked  the 
winter  lines  at  Valley  Forge  persuading  his 
ragged  countrym.en  not  to  quit  and  go  home. 
There  is  more  than  enough  talent  in  this  one 
room  to  change  the  course  of  history.  But 
time  is  impartial.  In  politics  and  war,  as  in 
business,  time  is  only  on  that  side  which 
knows  how  to  use  it.  • 


A.M.A.  surveys  referral  centers 
for  chronically  ill 

A survey  of  five  information  and  referral  cen- 
ters for  the  chronically  ill  currently  is  being  con- 
ducted by  the  A.M.A.’s  Council  on  Medical  Service. 
Located  in  Chicago,  Cleveland,  Milwaukee,  San 
Francisco  and  Essex  County,  N.  J.,  these  centers 
operate  as  central  clearing  houses  for  information 
on  existing  facilities  for  the  care  of  chronically  ill 
in  the  community.  Such  centers  usually  maintain 


complete  information  on  rates,  eligibility,  require- 
ments and  services  offered  by  nursing  and  old- 
age  homes,  chronic  institutions,  social  service 
agencies,  rehabilitation  facilities  and  other  serv- 
ices, and  often  carry  on  research  to  evaluate  unmet 
needs  for  care  in  the  area. 

The  Council’s  report  on  these  centers  should  be 
of  interest  to  physicians  concerned  with  chroni- 
cally ill  patients.  Any  information  on  similar 
centers  in  other  communities  will  be  welcomed  by 
the  Council. 
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The  problem  and  treatment 

of  pruritus* 


The  age  old  urge  to  itch  and 
how  to  handle  it  without  scratching. 


The  problem  of  itching  is  largely  unsolved 
and  is  now  occupying  the  minds  and  talents 
of  many  investigators,  who  are  using  all 
possible  technics  to  determine  the  genesis 
of  itching.  Much  is  being  learned  but  the 
final  answer  is  not  yet  apparent. 

What  is  pruritus,  or  itching?  I know  of  no 
better  definition  than  that  proposed  more 
than  200  years  ago:  “Itching  is  that  disagree- 
able sensation  which  excites  the  desire  to 
scratch.”  Itching  may  be  mild  or  severe. 
Every  normal  human  being  has  some  pruritic 
zone  on  his  skin  every  day,  but  ordinarily 
the  sensation  is  so  mild  and  evanescent  that 
little  or  no  attention  is  paid  to  it. 

Rothman'  has  spoken  of  itching  in  two 
general  groups.  The  first  is  facultative  itch- 
ing. This  is  of  minor  significance,  is  inci- 
dental, does  not  disturb  the  sleep,  is  of  little 
diagnostic  importance  and  varies  greatly  de- 
pending on  the  degree  of  inflammation  of 
the  skin  itself.  The  second  group  is  obligate 
itching.  This  type  disturbs  sleep  and  conse- 
quently concerns  physicians,  since  it  is  the 
patient  with  obligate  itching  who  seeks  re- 
lief. It  is  obvious  that  facultative  itching 
may  become  obligate  in  certain  instances. 

Anatomy  and  physiology 

Shelley  and  Arthur-  recently  reviewed 
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the  neurohistology  and  neurophysiology  of 
itching,  together  with  the  results  of  many  of 
their  experiments.  They  demonstrated  that 
the  “itch  point”  is  histologically  a rich  aggre- 
gate of  fine  nerve  fibers  in  the  subepidermal 
zone.  Physiologically,  it  is  simply  a point  of 
low  threshold  to  a variety  of  stimuli.  In 
addition,  evidence  was  brought  forth  sup- 
porting the  view  that  itching  is  subserved 
by  fine  unmyelinated  C fibers  only.  Persons 
vary  greatly  in  their  sensitivity  to  itching, 
as  do  different  regions  of  a single  body.  It 
is  well  known  that  areas  of  denuded  skin  do 
not  itch,  and  it  is  considered  by  many  in- 
vestigators that  itch  develops  at  a level  of 
stimulation  that  is  ordinarily  subthreshold 
for  pain  and  under  the  circumstances  of  sec- 
ondary hyperalgesia. 

Numerous  physiologic  mechanisms  are 
known  to  evoke  itching  (Table  1).  In  certain 


TABLE  1 

Mechanisms  in  pruritus 

Vasodilatation 
Increase  in  exudation 
Liberation  of  histaminelike  substances 
Increased  secretion  of  sweat  in  dermatoses 
associated  with  retention  of  sweat 
Liberation  of  acetylcholinelike  substances 
Tissue  injury  and  fatigue 
Enzyme  systems 


of  these,  psychogenic  factors  may  provoke 
physiologic  itching.  One  of  the  newest  and 
most  interesting  approaches  has  come  through 
the  aforementioned  work  of  Shelley  and 
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Arthur.  They  found  a pure  pruritogenic  en- 
zyme, an  endopeptidase,  derived  from  the 
hairs  of  the  seed  pods  of  cowhage  (itch 
powder,  Mucuna  pruriens)  that  has  been 
called  “mucumain.”  Further  investigation 
demonstrated  that  a wide  variety  of  plant, 
bacterial,  fungal  and  animal  proteinases  pro- 
duced pruritus.  These  are  all  endopeptidases. 
Exopeptidases  and  those  endopeptidases 
which  are  inactive  in  a neutral  pH  range  did 
not  produce  pruritus,  nor  did  those  enzymes 
attacking  carbohydrates  and  lipides.  Thus, 
these  protein  enzymes  are  the  first  pure 
chemicals  found  to  be  capable  of  producing 
pruritus  without  also  producing  clinical  cu- 
taneous changes. 

Clinical  aspects  of  pruritus 

Here  also  much  remains  unknown.  Why, 
for  example,  do  some  patients  with  urticaria 
itch  intensely  while  others  do  not?  Why  are 
excoriations  relatively  absent  in  certain  con- 
ditions in  which  the  patient  complains  of 
severe  itching,  as  in  lichen  planus,  and  prom- 
inent in  other  conditions  in  which  the  com- 
plaint of  itch  itself  is  slight?  Nevertheless, 
the  presence  or  absence  of  itch,  as  well  as 
the  site  and  type  of  trauma  and  excoriation 
produced  by  the  patient,  may  be  of  diag- 
nostic importance. 

Absence  of  itching  is  important  in  the 
diagnosis  of  certain  granulomatous  diseases 
of  the  skin,  such  as  the  deep  fungous  infec- 
tions (blastomycosis,  coccidioidomycosis,  ac- 
tinomycosis and  others),  the  various  types 
of  cutaneous  tuberculosis,  and  syphilis.  Even 
in  nongranulomatous  cutaneous  syphilis,  the 
absence  of  itching  is  a striking  clinical  fea- 
ture. 

A host  of  dermatologic  conditions  are  ac- 
companied by  itching,  and  in  these  the  type 
of  excoriation,  the  site  and  other  signs  are 
of  importance.  Pruritus  is  intense  in  the 
eczematous  eruptions  of  atopic  dermatitis  or 
those  due  to  contact  factors.  The  excoriations 
in  the  eczematous  eruptions  may  be  linear 
and  parallel  when  scratched  with  the  edge 
of  the  nail.  However,  when  the  afflicted  zone 
is  rubbed  with  the  nail  plate,  excoriations 
are  infrequent.  As  trauma  is  continued,  the 
skin,  according  to  the  “itch-scratch  cycle,” 
becomes  more  and  more  lichenified.  The  nail 


plate  is  highly  polished,  shiny  and  smooth, 
as  though  manicured.  In  patients  with  para- 
sitic infections,  such  as  vagabonds’  disease 
or  scabies,  long  linear  scratch  marks  are  seen 
that  are  frequently  parallel  because  of  the 
simultaneous  use  of  several  nails.  This  type 
of  scratch  mark  also  is  seen  in  itching  caused 
by  internal  factors,  notably  hepatic  and  ma- 
lignant disease  and  uremia. 

Patients  with  neurotic  excoriations  have 
a characteristic  dug-out  type  of  lesion,  where- 
as the  summit  of  the  papule  in  patients  who 
have  mild  prurigo  and  lichen  urticatus  is 
superficially  removed,  presenting  the  char- 
acteristic “scratch  papule”  and  bloody  crust. 
As  already  noted,  the  site  of  the  excoriation 
is  also  of  some  diagnostic  importance,  par- 
ticularly in  persons  who  have  parasitic  in- 
festations. 

Lichenificaiion  and  infection 

Lichenifi  cation  is  the  consequence  of  re- 
peated and  chronic  scratching  or  rubbing, 
but  the  degree  with  which  this  arises  varies 
to  a great  extent,  and  some  persons  do  not 
exhibit  lichenification.  In  its  simplest  form, 
lichenification  is  known  as  lichen  simplex 
chronicus,  lichen  Vidal,  or  circumscribed 
neurodermite.  Lichenification  frequently  ex- 
ists as  a part  of  chronic  trauma  secondary  to 
other  cutaneous  diseases,  as  in  atopic  derma- 
titis, chronic  contact  dermatitis  and  pruritic 
psoriasis. 

Another  interesting  phenomenon  in  pru- 
ritic conditions  of  the  skin  is  the  degree  of 
secondary  infection.  While  pruritus  and  the 
degree  of  scratching  may  be  extreme  in 
patients  with  contact  dermatitis  and  atopic 
dermatitis,  the  skin  uncommonly  becomes 
infected.  In  patients  with  parasitic  disorders, 
infection  is  frequent  and  may  be  complicated 
by  cellulitis  and  even  septicemia.  Pyelone- 
phritis and  nephritis  may  arise  secondary  to 
such  cutaneous  infection. 

System  diseases 

Of  great  importance  are  those  conditions 
of  internal  origin  that  usually  evoke  no  great 
cutaneous  reaction  but  provoke  intense  pru- 
ritus. It  is  frequently  this  pruritus  that  brings 
patients  to  their  physicians  rather  than  an 
awareness  of  underlying  systemic  disease. 
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Intelligent  treatment  demands  that  the  un- 
derlying cause  of  itching  be  ascertained  if 
at  all  possible.  Table  2 summarizes  the  most 
frequent  systemic  states  producing  pruritus. 


TABLE  2 

Systemic  states  frequently  producing 
pruritus 

Hepatic  disease  with  or  without  jaundice 

Diabetes  mellitus 

Hyperthyroidism 

Uremia 

Prostatic  hypertrophy 
Arteriosclerosis 

Neoplastic  disease  with  metastatic  lesions 
Lymphoblastomas 
Leukemia 
Hodgkin’s  disease 
Lymphosarcoma 
Mycosis  fungoides 
Psychogenic  conditions 
Pregnancy 


Many  of  the  conditions  listed  in  this  table 
may  be  associated  with  specific  and  non- 
specific cutaneous  lesions  that  may  be  of  aid 
to  the  physician  in  proper  evaluation.  He- 
patic disease  with  or  without  jaundice  fre- 
quently produces  generalized  pruritus;  this 
pruritus  is  almost  universal  but  is  more 
severe  on  the  palms,  soles  and  scalp. 

Many  patients  with  diabetes  mellitus  have 
varying  degrees  of  pruritus  that  is  not  neces- 
sarily in  proportion  to  the  severity  of  the 
diabetes;  however,  the  itching  subsides  when 
the  diabetes  is  brought  under  control.  Dia- 
betic acidosis  itself  does  not  produce  itching. 
Diabetic  patients  frequently  have  dry  skin, 
which  may  enhance  the  pruritus.  Diabetic 
women  also  may  complain  of  vulval  itching, 
and  Candida  albicans  may  be  demonstrated. 
While  excoriations  are  not  prominent  in  the 
pruritus  of  diabetes,  the  scratch  marks  are 
more  easily  and  severely  infected  than  are 
similar  scratch  marks  in  nondiabetic  persons. 

Pruritus  may  be  intense  and  prolonged 
in  a small  proportion  of  patients  who  have 
hyperthyroidism.  However,  pruritus  is  not 
usually  considered  to  be  one  of  the  prominent 
symptoms  of  this  condition. 


It  is  well  known  that  patients  with  uremia 
may  have  intense  pruritus.  This  does  not 
indicate,  however,  that  the  uremia  is  severe 
or  even  extreme.  In  fact,  pruritus  may  be 
intense  at  the  onset  of  uremia,  when  the 
degree  of  retention  of  nitrogen  is  slight,  only 
to  disappear  or  subside  partially  as  the  se- 
verity of  uremia  increases.  Patients  who  have 
prostatic  hypertrophy  without  retention  of 
nitrogen  likewise  may  have  generalized  itch- 
ing of  greater  or  lesser  degree  that  subsides 
promptly  when  the  obstruction  is  relieved. 

Senile  pruritis 

Many  physicians  classify  and  discuss  pru- 
ritus in  elderly  persons  as  “senile  pruritus.” 
I do  not  like  this  term,  because  these  patients 
frequently  may  have  mild  to  severe  degrees 
of  uremia,  hepatic  disease,  diabetes  or  any 
of  the  aforementioned  causes  of  generalized 
pruritus.  However,  when  such  possible 
causes  of  generalized  pruritus  are  eliminated, 
there  still  exists  a large  group  of  elderly 
patients  who  complain  of  generalized  itching. 
Their  skins  are  usually  dry  and  asteatotic, 
and  the  pruritus  is  usually  worse  in  the 
winter  and  cold  months  of  the  year.  How- 
ever, except  for  these  manifestations,  their 
skins  are  not  necessarily  senile.  In  fact,  most 
of  the  so-called  senile  changes  of  the  skin 
exist  on  the  exposed  parts  of  the  body,  where 
itching  is  not  so  intense.  Thus,  the  itching 
may  be  due  to  the  dry  skin  alone,  but  it  also 
may  result  from  the  generalized  arterioscle- 
rosis with  or  without  hypertension  present 
in  many  of  these  patients.  Tissue  anoxia  may 
be  a possible  explanation  for  such  pruritus, 
for  a similar  type  of  itching  is  found  in  pa- 
tients who  have  venous  insufficiency  with 
or  without  stasis  dermatitis,  and  in  arterio- 
sclerosis obliterans  involving  the  lower  ex- 
tremities. 

Patients  who  have  malignant  disease, 
with  or  without  cachexia,  frequently  com- 
plain of  pruritus.  The  cutaneous  changes 
under  such  conditions  are  nonspecific  for  the 
most  part,  except  in  those  rare  instances  in 
which  cutaneous  metastatic  lesions  are  pres- 
ent. Chronic  urticaria  and  gyrate  erythemas 
may  be  nonspecific  symptoms.  Patients  who 
have  lymphosarcoma,  leukemia  or  Hodgkin’s 
disease  frequently  itch  intensely.  The  itch 


46 


Rocky  Mountain  Medical  Journal 


may  be  accompanied  by  various  degrees  of 
nonspecific  dermatitis,  with  excoriations  and 
lichenification.  Chronic  urticaria  is  a nonspe- 
cific finding;  it  is  even  possble  that  micro- 
scopic examination  of  excised  tissue  may 
show  only  nonspecific  findings  in  patients 
who  have  generalized  exfoliative  erythro- 
derma. Specific  lymphoblastomatous  lesions 
also  may  occur  in  the  form  of  papules  and 
nodules,  which  may  become  confluent  and 
develop  into  plaques  or  tumors,  with  subse- 
quent ulceration. 

Psychogenic  pruritus 

The  subject  of  psychogenic  pruritus  is 
admittedly  controversial.  As  mentioned  pre- 
viously, normal  people  itch  somewhere  each 
day.  When  persons  are  under  chronic  stress 
and  strain  of  whatever  cause,  insignificant 
stimuli,  such  as  air  currents,  the  act  of  un- 
dressing, heat  or  suggestion,  accentuate  this 
so-called  normal  physiologic  itching;  in  such 
patients,  pruritus  may  become  a problem. 
Characteristic  cutaneous  findings  are  absent 
in  these  persons.  When  excoriations  are  pres- 
ent, they  are  confined  to  the  accessible  parts 
of  the  body  and  are  linear.  Lichenification 
may  or  may  not  be  evident.  The  itching  fre- 
quently is  localized  to  the  anogenital  region, 
and,  in  women,  to  the  nuchal  zone.  It  is  sur- 
prising how  many  patients  complain  of  in- 
tense, intolerable,  anogenital  pruritus  and 
yet  display  no  cutaneous  manifestations 
whatsoever.  Other  patients  complain  rela- 
tively little  of  itching  and  yet  have  signifi- 
cant and  even  severe  degrees  of  local  licheni- 
fication. 

In  this  discussion  of  psychogenic  pruritus, 
one  should  consider  neurotic  excoriations  and 
delusions  of  parasitosis.  The  neurotic  excori- 
ation is  not  a linear  abrasion  of  the  skin  but 
rather  a dug-out  lesion.  The  abrasions  are 
round  or  oval  and  scattered  diffusely,  without 
particular  grouping,  over  the  accessible  por- 
tions of  the  body,  especially  the  extensor 
surface  of  the  upper  extremities,  the  shoul- 
ders, the  face  and  the  extensor  surface  of 
the  legs.  The  lesion  is  covered  with  a sero- 
sanguinous  crust.  The  appearance  in  per- 
sons who  have  delusions  of  parasitosis  is 
somewhat  similar  to  that  of  neurotic  excoria- 
tions. However,  the  afflicted  patient  com- 


plains of  parasites,  mites  or  bugs  growing  in 
the  skin,  coming  to  the  surface,  and  fre- 
quently flying  away.  The  patients  dig  from 
the  superficial  layers  of  the  skin  the  so- 
called  parasites  and  frequently  bring  them 
to  the  physician’s  office  in  containers.  This 
material  consists  of  lint  and  cutaneous  de- 
tritus, which,  to  the  patient,  are  the  para- 
sites. This  condition  is  a form  of  psychosis. 
These  patients  do  not  insist  that  they  itch; 
they  insist  that  they  can  see  the  parasites 
and  that  they  can  feel  them  crawling. 

Pregnancy  and  itching 

Another  systemic  cause  of  generalized 
pruritus  is  pregnancy.  Generalized  itching 
usually  appears  in  the  last  trimester  of  preg- 
nancy and  promptly  subsides  within  two  or 
three  days  after  delivery.  The  pruritus  may 
be  unaccompanied  by  any  cutaneous  change, 
but  the  excoriations  in  many  patients  are 
somewhat  similar  to  those  seen  in  patients 
with  scabies  or  vagabonds’  disease.  Not  re- 
lated to  this  type  of  itching  are  the  poorly 
understood  toxic  eruptions  of  pregnancy. 
Papular  urticaria  is  not  frequent  among  the 
toxic  eruptions  of  pregnancy.  Generalized 
erythema  is  another  of  these  toxic  eruptions. 
The  most  characteristic  one  is  herpes  gesta- 
tionis,  which  is  a type  of  dermatitis  herpeti- 
formis. Impetigo  gestationis  is  a severe  and 
serious  toxic  eruption,  but  it  does  not  have 
itching  as  a prominent  symptom. 

Urticarial  states  of  whatever  cause  have 
pruritus  as  a prominent  feature.  Pruritus 
frequently  appears  before  the  urticarial 
wheal  presents  itself  and  disappears  before 
the  wheal  does.  Excoriations  or  objective 
evidences  of  pruritus  are  not  seen  in  propor- 
tion to  the  amount  of  complaint. 

Management  of  pruritus 

What  can  be  done  to  alleviate  or  cure 
itching?  Cure  of  itching  comes  only  with 
cure  of  the  basic  condition  producing  the 
pruritus;  however,  itching  frequently  may 
persist  as  a type  of  “habit”  when  the  etio- 
logic  factor  has  been  discovered  and  eradi- 
cated. 

Nevertheless,  a specific  remedy  for  a pru- 
ritic dermatosis,  when  available,  provides 
prompt  relief  of  itching.  Examples  of  this 
are  the  treatment  of  superficial  fungal  and 
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parasitic  affections  with  various  measures, 
use  of  sulfapyridine  in  dermatitis  herpeti- 
formis, the  control  of  urticaria  with  anti- 
histaminic  agents  or  other  modalities,  and 
roentgen  therapy  for  lymphoblastomas  that 
produce  itching. 

However,  a great  many  pruritic  derma- 
toses remain  for  which  specific  remedies  are 
not  available  but  in  which  nonspecific  meas- 
ures are  of  help.  In  considering  these  agents, 
one  must  remember  the  two  basic  dictums 
of  dermatologic  treatment,  namely  start  with 
the  mildest  form  of  treatment  compatible 
with  the  most  acute  lesion  present  on  the 
skin,  and  do  not  change  treatment  as  long 
as  the  patient  is  benefited. 

Local  therapy. — Cold  and  heat  frequently 
relieve  itching.  Cool  or  warm  wet  dressings 
are  used  in  preference  to  ice-cold  or  hot 
packs,  since  extremes  of  temperature  may 
produce  reflex  hyperemia  that  enhances  itch- 
ing. Volatile  medications,  such  as  menthol 
and  camphor,  may  be  added  to  various  ve- 
hicles for  their  cooling  as  well  as  their  local 
anesthetic  effect.  Phenol  is  a well-known 
antipruritic  agent  when  added  to  lotions, 
ointments  and  pastes  in  strengths  not  ex- 
ceeding 1 or  2 per  cent.  It  should  not  be  used 
over  large  surfaces  of  the  body  because  of 
the  danger  of  toxic  systemic  absorption. 

Newer  antipruritic  agents  such  as  pra- 
moxine  (tronothane)  hydrochloride  and  di- 
methisoquin  (quotane)  hydrochloride  have 
received  favorable  reports.  The  “caine”  group 
of  drugs  are  controversial;  well-controlled 
studies  indicate  that  they  give  but  little 
relief  of  itching  and  that  these  preparations 
are  frequently  sensitizing,  producing  a high 
incidence  of  contact  dermatitis. 

Local  use  of  certain  steroids,  such  as 
hydrocortisone,  prednisone  and  prednisolone, 
is  effective  in  the  control  of  pruritus,  espe- 
cially that  accompanied  by  inflammation  of 
the  skin.  Antibiotics  frequently  are  added 
to  many  of  the  steroid  preparations,  and  an 
increasing  incidence  of  contact  sensitivity 
has  been  observed. 

Finally,  the  vehicle  itself  that  is  applied 
to  the  skin,  whether  it  be  wet  dressing,  bath 
powder,  lotion,  ointment  or  paste,  benefits 
pruritus  simply  by  the  protection  of  the  skin 
from  the  external  environment. 


Systemic  therapy. — The  widespread  use 
of  “tranquilizers”  and  “ataractics”  has  mush- 
roomed so  suddenly  that  their  sales  almost 
have  exceeded  those  of  vitamins  and  laxa- 
tives. While  such  agents  may  be  of  benefit 
in  pruritic  states,  especially  those  of  psycho- 
genic nature,  they  are  nothing  more  than 
“boat-bailers”  and  do  not  caulk  the  seams. 
Narcotics,  such  as  morphine  and  codeine,  are 
undesirable  drugs  for  control  of  itching  not 
only  because  of  their  addictive  properties 
but  because  they  frequently  make  pruritus 
worse.  Neither  are  barbiturates  effective; 
they  also  frequently  increase  the  itch-scratch 
cycle. 

Antihistaminic  agents  are  of  great  effec- 
tiveness only  when  there  is  an  urticarial  ele- 
ment to  the  dermatosis  producing  itching. 
Acetylsalicylic  acid  is  fairly  effective  in  re- 
ducing itching.  For  a nighttime  sedative,  my 
colleagues  and  I frequently  use  chloral  hy- 
drate, for  it  does  not  have  the  potentiality 
of  increasing  itch. 

Distraction  may  be  used  as  a type  of 
psychic  treatment.  It  is  a familiar  fact  that 
distraction  from  the  immediate  problem  of 
itching  frequently  brings  relief;  conversely, 
the  sight  of  a person  scratching  often  en- 
hances itching  in  another  person. 

Steroids  administered  systemically  are 
not  advised  for  ordinary  itching;  they  should 
be  used  only  for  self-limited  disorders,  such 
as  acute  dermatitis  venenata  or  acute  urti- 
caria, when  other  measures  have  failed.  For- 
tunately, serious  disorders  such  as  systemic 
lupus  erythematosus  or  pemphigus  that  re- 
quire steroid  therapy  are  not  characterized 
by  itching. 

Modalities  of  help 

A num.ber  of  other  modalities  are  of  help 
in  certain  conditions.  Roentgen  therapy 
should  be  given  only  by  those  trained  and 
experienced  in  this  field.  Good  dermatology 
can  be  practiced  without  a therapeutic  x-ray 
machine.  Autohemotherapy  occasionally  re- 
lieves pruritus,  perhaps  because  of  the  stimu- 
lation of  endogenous  steroids. 

Mention  was  made  previously  that  ve- 
hicles themselves  may  relieve  itching  because 
of  protection  from  external  environment. 
Conversely,  it  should  be  pointed  out  that 
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such  factors  as  contact  with  wool,  excessive 
bathing  and  use  of  soap,  and  contact  with 
solvents  irritate  the  skin,  with  resultant  itch- 
ing. Sudden  temperature  changes  from  cold 
to  warm  enhance  itching.  The  problem  of 
protection  and  relief  is  obvious. 

Comment 

In  this  necessarily  short  review,  mention 
cannot  be  made  of  less  frequently  encoun- 
tered dermatoses  or  their  management.  Yet 
it  is  hoped  that  this  discussion  will  refocus 
attention  on  the  problem  and  practical  man- 
agement of  itching. 

I should  like  to  make  a final  plea.  Physi- 


cians are  constantly  bombarded  with  medical 
literature  extolling  the  enormous  value  of 
this  and  that  agent.  Many  of  these  reports 
are  products  of  wishful  thinking  and  clinical 
impressions,  without  properly  controlled 
study.  Physicians  must  be  skeptical  and  must 
not  forget  that  every  therapeutic  preparation 
brings  harm  to  a few  patients  and  that  the 
old  and  well-tried  agents  still  provide  relief 
of  itching  for  the  majority  of  patients.  • 
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A community  approach 
to  mental  health* 

Ella  .4.  Mead,  M.D.,  Greeley,  Colorado,  and  William  R.  Conte,  M.D.,  Dallas,  Texas 


All  Rocky  Mountain  communities 
ivill  be  interested  in  this  analysis 
of  the  work  of  two  pioneer 
Colorado  Mental  Health  Clinics. 


With  the  advent  of  new  understandings  in 
mental  health,  the  medical  profession  as  well 
as  the  community  at  large  is  coming  to  place 
greater  and  greater  demands  upon  available 
psychiatric  services.  Since  shortages  of  per- 
sonnel make  these  services  limited,  the 
Mental  Health  Clinic,  presenting  a team  ap- 
proach to  the  problems  of  the  mentally  ill, 
is  gaining  more  recognition  and  prestige.  It 
would  seem  advisable  for  the  medical  soci- 
eties to  become  better  acquainted  with  the 
functions  of  the  community  mental  health 
program  since  this  effort  is  becoming  an  inte- 


•Dr.  Conte  was  the  Director,  Weld  and  Larimer  Counties 
Mental  Health  Clinics,  until  January,  1958. 


gral  part  of  the  total  medical  service  in  the 
community  and  since  the  success  of  such  a 
program  is  dependent  upon  cooperation  with 
local  physicians.  It  is  the  purpose  of  the 
authors  of  this  paper  to  reveal  some  of  the 
functions  of  a community  mental  health  pro- 
gram, and  to  cite  the  Northern  Colorado  Psy- 
chiatric Service  as  an  example  of  the  historic 
development  of  mental  health  clinics  and 
the  general  acceptance  and  function  which 
they  serve  in  the  communities. 

A fear  is  often  expressed  among  doctors 
that  community  psychiatric  service  repre- 
sents a specialized  branch  of  socialized  medi- 
cine. This  is  basically  an  unfounded  concern. 
Certain  community  problems,  such  as  juve- 
nile delinquency,  school  problems,  adoption 
and  foster  home  care  problems,  and  certain 
sociologic  difficulties  in  the  community  are 
“everyone’s  problems.”  Because  each  of  these 
areas  of  concern  has  been  vividly  brought 
to  the  attention  of  the  public  the  community 
is  demanding  some  new  approaches  to  their 
solution.  Many  of  these  problems  have  psy- 
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chologic  importance  and  for  this  reason  the 
community  psychiatric  clinic  is  a logical 
place  for  their  study. 

Definition  and  purpose 

A community  psychiatric  clinic  may  be 
defined  as  that  team  of  workers  in  the  field 
of  psychiatry  and  sociology  who  are  inti- 
mately concerned  with  the  solution  of  spe- 
cific psycho-social  problems.  Community 
clinics  serve  four  fundamental  public  serv- 
ices:^ One,  the  evaluation  of  emotional  or 
“mental”  problems  that  are  referred  by  the 
various  social  agencies;  two,  treatment  of 
those  individuals  who  are  emotionally  ill  but 
who  cannot  afford  private  psychiatric  care; 
three,  a continuing  public  educational  pro- 
gram directed  toward  development  of  sound 
personality  patterns  in  children,  as  well  as 
education  toward  better  utilization  and  ac- 
ceptance of  psychiatric  services;  four,  train- 
ing of  personnel  in  psychiatry,  psychology, 
and  social  work  through  consultation  and 
supervision. 

This  concept  of  the  community  psychi- 
atric service  opens  an  entirely  new  field  in 
public  health^ — and  a vital  one.  When  one 
recognizes  that  the  penal  institutions  for 
both  children  and  adults  are  solving  few 
problems,  or  when  we  appreciate  the  sta- 
tistical reports  that  7 per  cent®  of  the  chil- 
dren in  the  public  schools  are  mentally  re- 
tarded, we  have  specific  evidence  to  justify 
the  existence  of  the  mental  health  clinic. 
In  many  instances,  prevention  of  the  insti- 
tutionalization of  a few  “delinquent”  chil- 
dren, or  solution  of  a school  problem  with 
the  ultimate  improved  utilization  of  the  edu- 
cational resource  for  the  public  at  large,  or 
treatment  of  a few  cases  at  home  and  the 
prevention  of  their  institutionalization  in 
state  hospitals,  can  completely  justify  the 
financial  expenditure  for  the  clinic  in  the 
savings  to  the  taxpayer  alone. 

Community  psychiatric  services  in  north- 
ern Colorado  are  not  new  — the  original 
traveling  clinic  being  established  under  the 
direction  of  Dr.  Franklin  G.  Ebaugh  in  April 
of  1929.  Early  clinics  were  supported  pri- 
marily by  the  University  of  Colorado  and 
certain  interested  local  organizations.  Many 
now  illustrious  psychiatrists  have  had  a part 


in  the  establishment  of  this  program,  includ- 
ing Dr.  Charles  Rymer;  Dr.  Jack  Ewalt,  now 
of  the  Boston  Psychopathic  Hospital;  Dr. 
Robert  Felix,  currently  the  director  of  the 
Division  of  Mental  Health,  National  Institute 
of  Mental  Health;  Dr.  John  Romano,  Dr. 
Cotter  Hirschburg,  Dr.  Margaret  Thaler,  Dr. 
Florence  Swanson,  and  many  others. 

Early  development 

In  the  early  days  of  the  traveling  clinics, 
cases  were  referred  by  teachers,  public  health 
nurses,  and  physicians,  with  the  clinic  meet- 
ing one  or  two  days  per  month.  From  time 
to  time  through  the  development  of  this 
clinic,  the  program  has  been  sponsored  by 
the  University  of  Colorado,  the  Department 
of  Public  Welfare,  some  private  contribu- 
tions, and  more  recently  by  the  Weld  County 
Health  Department. 

Throughout  the  early  development  of  the 
clinic  services,  a county-wide  educational 
program  has  been  carried  on.  Many  directors 
of  the  clinic  as  well  as  other  interested  psy- 
chiatrists have  come  to  the  Weld  County 
area  for  the  purpose  of  conducting  seminars 
and  classes  in  mental  health,  personality  de- 
velopment, and  so  on.  This  basically  sound 
groundwork  is  no  doubt  responsible  for  the 
current  level  of  public  education  in  this  area. 

In  1952  the  long  established  Weld  County 
Clinic  acquired  its  first  resident  psychiatrist 
with  the  result  that  this  clinic  became  a 
full-time  psychiatric  service.  Four  years 
later,  in  1956,  a part-time  mental  health 
clinic  was  established  in  Larimer  County. 
Because  of  the  unusual  situation  of  two  com- 
munity psychiatric  clinics  in  neighboring 
counties  (Weld  and  Larimer)  and  the  long 
standing  history  of  the  establishment  of  the 
Weld  County  program,  the  authors  felt  that 
they  were  in  an  unusual  position  to  evaluate 
some  of  the  services  of  the  mental  health 
clinic  in  the  community.  Results  of  our  sur- 
vey, we  hope,  will  shed  some  light  on  the 
functions  of  such  a community  program,  the 
acceptance  of  it,  and  its  role  in  the  com- 
munity. 

In  this  study  three  groups  of  fifty  con- 
secutive cases  from  the  earliest  records  of 
the  clinic,  an  additional  fifty  records  of  cases 
seen  in  1955  in  the  long-established  Weld 
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County  program,  and  a third  group  of  fifty 
consecutive  cases  seen  in  the  newly  estab- 
lished Larimer  County  program  were  re- 
viewed. The  results  of  the  survey  of  these 
cases  follows. 

CHART  1 

The  survey  population 

Sex 

Group  and  dates  seen  M F Total 

Group  A (early  Weld  Co.) 

Feb.  23,  1929-Dec.  7,  1931—32  18  50 

Group  B (recent  Weld  Co.) 

Feb.  18,  1955-May  29,  1955..35  15  50 

Group  C (recent  Larimer  Co.) 

Jan.  2,  1955-Apr.  2,  1956-.34  16  50 


Almost  three  years  were  required  for  the 
study  of  the  fifty  cases  from  the  early  travel- 
ing clinic.  Clinic  records  from  1929  reveal 
that  the  clinic  met  only  one  day  (or  less)  per 
month.  The  only  help  available  to  the  lone 
psychiatrist  was  an  occasional  public  health 
nurse  whose  functions  were  more  adminis- 
trative than  therapeutic.  Cases  seen  in  1955 
and  1956  were  handled  much  more  quickly 
due  to  the  increased  staff  and  working  hours 
available. 

One  of  the  advantages  of  the  modern  day 
psychiatric  clinic  is  the  opportunity  to  util- 
ize psychiatric  social  - workers  and  clinical 
psychologists  under  the  supervision  of  the 
psychiatrist.  It  is  the  opinion  of  the  authors 
that  the  trained  social  worker  and  psycholo- 
gist are  indispensible  in  both  evaluation  and 
treatment.  The  social  worker  often  may  be 
utilized  in  history  taking  and  evaluation  of 
environmental  factors.  His  good  relationships 
with  other  social  agencies  also  may  be  of 
help  in  securing  physical  assistance,  foster 
home  care,  etc.,  when  environmental  changes 
are  in  order.  The  clinical  psychologist  may 
employ  psychometric  examinations  in  the 
study  of  a school  problem,  or  psychologic 
tests  in  emotional  disorders.  These  studies 
are  of  importance  in  gaining  certain  insights 
in  evaluative  work.  Also,  certain  social  work- 
ers and  the  clinical  psychologists  who  have 
been  trained  in  psychotherapy  may  be  in- 
volved in  selected  treatment  cases. 


Utilization  of  these  personnel  serves  to 
free  certain  of  the  available  psychiatric  time 
for  other  purposes — a step  which  may  be  of 
great  economic  virtue.  This  effect  of  the 
“team  approach”  with  the  use  of  psychiatric 
social  service  and  clinical  psychology  can  be 
clearly  seen  in  Charts  2 and  3.  In  the  earlier 
days  of  the  clinics  the  burden  of  evaluation 
was  carried  by  the  psychiatrist  alone.  The 
coming  of  ancillary  workers  has  relieved 
much  of  his  time  in  the  modern  day  clinic. 


CHART  2 

Personnel  utilized  in  clinic  evaluations 


Evaluated 

Evaluated 

Evaluated 

by 

by 

by 

psychiatrist 

others 

psychiatrist 

only 

only 

with  others 

Total 

Group 

A 

....  31 

8 

1 

40 

Group 

B 

....  5 

25 

3 

33 

Group 

C 

....  9 

23 

0 

32 

CHART  3 

Personnel 

utilized 

in  clinic  treatment 

Treatment  Treatment  Treatment 

by 

by 

by 

psj'chiatrist 

others 

psychiatrist 

only 

only 

and  others 

Total 

Group 

A 

....  6 

1 

3 

10 

Group 

B 

....  4 

3 

10 

17 

Group 

C 

....  3 

1 

14 

18 

From  their  inception,  mental  health  clin- 
ics in  northern  Colorado  have  served  largely 
as  child  guidance  clinics. 

Chart  4 reveals  that  most  of  the  cases 
seen  are  in  the  5-20  year  age  group.  This 
emphasis  on  children  has  probably  reflected 
some  attitudes  of  the  referring  agencies, 
physicians,  and  parents  who  have  found  it 
easier  to  present  the  idea  of  visiting  the  psy- 
chiatrist to  children  than  to  adults.  Once  the 
concept  of  the  clinic  serving  children  was 
established,  it  is  possible  that  the  potential 
adult  self-referral  shied  away,  feeling  he 
was  ineligible.  It  is  unfortunate  that  the  con- 
cept of  “child  guidance”  has  become  so  prev- 
alent since  the  youngsters  represent  only 
one  phase  of  the  communities’  responsibility 
in  mental  health. 
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CHART  4 

Age  distribution  in  survey  population 


Age  Group  A Group  B Group  C 


0-5  1 0 ■ 1 

5-10  13  8 11 

10-15  20  13  15 

15-20  4 26  10 

20-25  L...  0.  0 0 

25  2 3 12 

Unknown  10  _ 0 1 

Totals  50  50 . 50 


Certain  established  social  agencies  such 
as  the  County  Courts,  Public  Schools,  Public 
Health  Nursing  Services,  and  County  De- 
partments of  Public  Welfare  are  usually 
designated  as  the  sources  from  which  cases 
may  be  referred  to  mental  health  clinics.  It 
is  therefore  understandable  that  most  of  the 
clinics’  cases  have  come  from  these  sources. 
However,  Chart  5 presents  some  interesting 
statistics  for  speculation. 

Court  and  school  referrals 

In  1929  and  ’30,  only  one  of  the  fifty 
cases  was  referred  by  the  court.  Twenty-five 
years  later  with  more  understanding  of  men- 
tal health  factors  in  “delinquency”  and  more 
experience  in  working  with  mental  health 
personnel,  more  than  half  of  the  cases  were 
referred  by  the  county  judge.  The  eight 
cases  referred  by  the  county  court  to  the 
newly  established  mental  health  clinic  indi- 
cate acceptance  of  modern  concepts  in  rela- 
tion to  mental  health  and  the  legal  offender. 

Public  schools  have  been  consistent  in 
their  needs  for  mental  health  services.  In 
1929,  the  public  health  nurses  were  re- 


ferring a large  number  of  cases  (40  per  cent 
of  total).  More  recently  they  have  referred 
fewer  cases  since  much  of  their  social  work 
has  been  taken  over  by  the  schools  and 
courts. 

Chart  5 reveals  that  none  of  the  early  or 
recent  cases  in  the  Weld  County  program 
were  referred  by  the  Department  of  Public 
Welfare  while  56  per  cent  of  the  cases  in 
the  newer  Larimer  County  Clinic  came  from 
that  source.  These  figures  reflect  a specific 
problem  in  acceptance  of  the  mental  health 
program  by  the  Weld  County  department. 
Incidentally,  the  Larimer  County  Depart- 
ment of  Public  Welfare  was  instrumental  in 
the  creation  of  that  mental  health  clinic. 


CHART  6 

Reasons  for  referral 


Group  A 

Group  B 

Group  C 

Behavior  problems 
in  school  

....  14 

3 

7 

Academic  problems 
in  school  

....  8 

14 

10 

“Delinquency”  

....  3 

27 

8 

Disturbed  family 
relations  

....  9 

3 

7 

Emotional  problems 

....  8 

2 

10 

Other  

....  8 

1 

8 

— 

— 



Totals  

....  50 

.50 

50 

Chart  6,  “Reasons  for  referral,”  has  been 
prepared  to  indicate  the  actual  types  of  prob- 
lems which  have  come  to  the  clinics  in  the 
twenty-seven  years  of  their  history.  Obvious- 
ly, the  150  cases  reviewed  here  did  not  auto- 
matically fall  into  these  five  specific  cate- 
gories. The  authors,  however,  reviewed  the 
cases,  noting  both  the  expressed  reason  for 


CHART  5 

Source  of  referrals"^ 

Court  School  PHN  DPW  MD  Other  Unknown  Total 

Group  A 1 8 20  0 7 11  3 50 

Group  B 27  16  1 0 5 1 0 50 

Group  C 8 8 3 28  3 0 0 50 

‘Abbreviations  are  PHN,  Public  Health  Nurse,  and  DPW,  Department  of  Public  Welfare. 
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referral  and  the  “actual  problem”  found  on 
evaluation,  and  made  careful  notes.  Then, 
first  working  independently  and  later  col- 
lectively, they  assigned  each  individual  case 
to  one  of  these  categories.  These  figures  will 
not  necessarily  agree  with  those  in  Chart  5, 
since  not  all  “school  problems”  were  re- 
ferred by  the  school,  etc. 

The  actual  number  of  cases  in  each  cate- 
gory has  little  if  any  significance  in  that 
they  are  too  few  in  number  to  show  any  real 
trend.  More  important  factors  are  to  be  de- 
rived from  the  actual  “kinds”  of  problems 
seen,  and  their  relatedness  in  the  public 
health.  The  first  four  groups  of  problems 
(behavior  and  academic  problems  in  school, 
delinquency,  and  disturbed  family  relations) 
are  problems  which  affect  more  than  the 
one  person  who  comes  to  the  clinics.  They 
are  all  community  problems,  leading  to  a 
continued  drain  on  the  community  resources 
and  requiring  community  action.  They  are, 
indeed,  those  cases  which  demand  and  de- 
serve the  utilization  of  tax  money  for  their 
solution.  Interestingly  enough,  many  of  those 


problems  listed  in  the  category  as  “other” 
(adoptive  evaluation,  certain  neurological 
problems,  and  a few  cases  missent  to  the 
clinic)  also  largely  represent  community 
problems.  Thus  we  see  the  community  men- 
tal health  clinic  as  a public  health  agency 
as  well  as  a necessary  service  to  the  indi- 
vidual. 

Summary 

1.  The  functions  of  a community  mental 
health  clinic  have  been  defined  and  illus- 
trated. 

2.  The  historic  role  of  the  Weld  County 
Mental  Health  Program  has  been  noted,  and 
150  cases  from  the  old  and  recent  northern 
Colorado  community  program  have  been  re- 
viewed. 

3.  The  modern-day  community  mental 

health  clinic  justifies  its  existence  equally 
in  terms  of  treatment  services  and  good  pub- 
lic health,  the  clinic  being  the  only  com- 
munity agency  devoted  exclusively  to  the 
country’s  number  one  health  problem:  Men- 
tal health.  * references  on  116 


Action  of  Antivert  on  the 
neurolabyrinthine  mechanism 

David  A.  Dolowitz,  M.D.,  Salt  Lake  City,  Utah* 


Interesting  observations  on  the 
method  of  action  of  a new 
motion-sickness  remedy. 


This  is  a report  of  an  objective  study  of  the 
action  of  Antivert,  a new  motion-sickness 
drug,  on  the  neurovestibular  apparatus  of 
man,  both  normal  and  with  various  types  of 


•From  the  Memorial  Medical  Center  and  the  Department  of 
Surgery  (Otolaryngology) , University  of  Utah  Medical  School. 
This  work  was  supported  by  a grant  from  J.  B.  Roerig  and 
Company. 
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vertigo.  Comparison  of  the  caloric  responses, 
before  and  after  taking  the  drug,  was  used 
to  measure  the  effect  of  Antivert.  Ob- 
viously, this  is  not  a numerically  exact  study, 
as  the  recovery  time  of  different  individuals 
will  vary  tremendously.  However,  it  pro- 
vides a useful  estimate  of  the  action  of  the 
drug. 

A tablet  of  Antivert  is  a combination  of 
12i  milligrams  of  meclizine  and  50  milligrams 
of  nicotinic  acid.  Meclizine  is  a relatively  new 
antihistaminic  compound,  whose  composition 
is  1-p-cholorbenzhydryl-m-methyl-benzyl  pi- 
perazine dihydrocholride.  The  onset  of  its  ac- 
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tion  against  nebulized  or  intravenously  in- 
jected lethal  doses  of  histamine  in  the  guinea 
pig  is  relatively  slow  as  compared  with  other 
antihistaminic  compounds.  However,  its  ac- 
tion is  much  more  prolonged,  and  it  is  a 
relatively  non-toxic  compound,  according  to 
P’an,  et  al.^ 

Vestibular  studies  were  performed  to  test 
Antivert’s  action  and  effect  on  balance.  To 
establish  a base  of  normality,  ten  volunteers 
were  subjected  to  labyrinthine  studies,  spon- 
taneous and  caloric.  These  same  studies  were 
then  repeated  on  eight  persons  who  com- 
plained of  vertigo.  None  of  the  volunteers 
had  any  history  of  ear  trouble,  tinnitus  or 
vertigo.  Examination  showed  normal  ear 
drums  in  all  of  these  persons.  There  was  no 
spontaneous  nystagmus  or  past  pointing. 

Caloric  tests  were  then  performed.  To 
minimize  any  learning  factor,  only  half  of 
these  persons  were  given  caloric  tests  after 
taking  Antivert,  before  measuring  their 
spontaneous  studies,  followed  by  tests  after 
the  drugs  were  taken. 

In  this  study,  the  caloric  tests  were  con- 
ducted as  follows;  Two  centimeters  of  ice 
water  were  injected  by  syringe  against  the 
left  drum,  with  the  head  so  tilted  that  the 
ear  would  face  upward  and  the  ice  water 
would  remain  in  direct  contact  with  the 
drum,  for  thirty  seconds.  The  ear  would  then 
be  emptied  by  tilting  the  head  in  the  opposite 
direction.  The  patient  would  state  the  dura- 
tion of  the  vertigo,  and  this  time  would  be 
recorded.  Also  the  duration  and  direction  of 
the  nystagmus  would  be  recorded,  as  well  as 
the  direction  and  extent  of  the  past  pointing 
in  inches.  After  all  the  symptoms  subsided, 
a period  of  fifteen  minutes  was  allowed  to 
elapse,  so  that  recovery  could  be  complete. 
The  test  would  then  be  repeated  in  the  right 
ear  and  similar  observations  and  recordings 
would  be  made. 

The  patient  would  then  be  given  two 
tablets,  which  were  either  aspirin  or  the  test 
preparation.  Neither  examiner  nor  patient 
would  know  which  was  being  supplied.  The 
test  would  then  be  repeated.  In  some  cases, 
as  mentioned  above,  the  Antivert  or  the  as- 
pirin examination  would  be  given  first.  In 
others,  twenty-four  hours  was  allowed  to 


elapse  between  the  Antivert  test  and  either 
the  aspirin  or  the  spontaneous  test.  The  three 
tests  were  shuffled  to  provide  as  many  per- 
mutations as  possible  in  this  small  series. 

The  exact  dose  of  Antivert  was  composed 
of  25  milligrams  of  meclizine  and  100  milli- 
grams of  nicotinic  acid.  An  hour  and  a quar- 
ter was  allowed  to  elapse  after  the  tablets 
were  taken  before  a caloric  test  was  per- 
formed. It  was  felt  that  the  aspirin  would 
have  no  effect  other  than  psychic,  but  it 
was  deemed  advisable  to  judge  whether  this 
would  abate  the  nystagmus  and  past  pointing 
as  well  as  the  vertigo,  in  a susceptible  indi- 
vidual. As  variations,  with  and  without  this 
drug,  were  within  10  per  cent  of  the  results, 
the  inference  was  that  the  psychic  variations 
fell  within  the  error  of  the  method  so  that 
no  allowance  would  have  to  be  made  for 
them  in  the  action  of  the  Antivert. 

As  was  mentioned,  on  examination  the 
ten  normal  individuals  showed  no  sponta- 
neous vertigo,  nystagmus  or  past  pointing. 
After  their  caloric  tests,  there  was  an  aver- 
age of  ninety-three  seconds  of  vertigo  in  the 
left  ear,  and  of  ninety-five  in  the  right.  There 
was  horizontal  nystagmus  to  the  right  for 
135.5  seconds;  to  the  left,  for  139  seconds. 
There  was  past  pointing  of  2.9  inches  to  the 
left,  and  of  3.4  inches  to  the  right.  Using  this 
as  a base  line,  one  sees  that  the  aspirin  varia- 
tion falls  within  the  limit  of  error,  except 
possibly  with  respect  to  vertigo,  which,  being 
a subjective  symptom,  could  not  be  measured 
accurately.  Nystagmus  and  past  pointing  def- 
initely keep  within  these  limits. 

Decrease  in  activity 

The  action  of  the  Antivert  shows  a de- 
crease in  activity  of  roughly  30  per  cent  in 
both  the  nystagmus  and  the  past  pointing. 
This  decrease  in  caloric  stimulation  was 
thought  to  be  due  to  the  Antivert’s  slowing 
of  the  vestibular  responses.  In  an  effort  to  de- 
termine whether  this  was  performed  through 
the  labyrinth  or  through  the  neurolabyrin- 
thine  mechanism,  the  test  was  repeated  on 
seven  persons  with  Meniere’s  disease  and 
one  who  was  recovering  from  a cochlear 
hemorrhage. 

The  same  tests  were  performed  on  these 
eight”persons.  Both  ears  varied  here  as  would 
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be  expected,  because  of  the  increased  pres- 
sure of  the  endolymph  which  goes  with 
Meniere’s  disease.  Despite  this  variation  in 
pressure,  there  was  roughly  a 30  per  cent 
decrease  in  the  durations  of  response  to  the 
caloric  test  following  the  taking  of  Antivert, 
in  both  the  normal  and  the  affected  ears. 
This  probably  indicates  that  the  drug  acts 
not  on  the  labyrinth  per  se,  but  on  the 
neural  mechanism  which  conducts  its  re- 
sponses, probably  on  one  of  the  labyrinthine 
nuclei.  This  is  an  hypothesis,  and  further 
studies  will  have  to  be  performed  to  prove 
or  to  disprove  it. 


Conclusions 

Antivert  decreased  the  effect  of  caloric 
stimulation  about  30  per  cent,  both  in  normal 
and  vertiginous  ears.  It  is  postulated  that 
this  action  occurs  in  the  labyrinthine  nuclei, 
rather  than  in  the  labyrinth  itself,  since  the 
Meniere’s  ears,  with  slower  responses  caused 
by  the  increased  pressure  of  the  endolymph, 
showed  a similar  drop  in  the  caloric  re- 
sponses following  the  administration  of  An- 
tivert. • 

REFERENCE 
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Unusual  manifestations  of 

renal  disease 

in  early  infancy* 

William  S.  Davis,  M.D.,  Denver 


Concise  case  histories  illustrate 
admirably  the  wide  variety  of 
symptoms  that  may  be  due  to 
renal  disease  in  newborns. 


In  older  children  with  urinary  tract  disease, 
the  presenting  complaint  will  usually  direct 
the  physician  to  the  proper  body  system. 
However,  in  infants,  the  manifestations  of 
impaired  renal  function  may,  in  fact,  turn 
him  away  from  the  urinary  tract.  It  is  the 
purpose  of  this  paper  to  present  a few  case 
histories  that  will  demonstrate  some  of  the 
more  uncommon  symptoms  and  findings  in 
young  infants  with  renal  immaturity  and 
obstructive  renal  lesions. 


*Presented  at  the  87th  Annual  Session  of  the  Colorado  State 
Medical  Society,  September  25,  1957,  Denver. 


CASE  1 

C.  B.,  a white  male,  was  born  following  a 
normal  pregnancy  and  delivery  and  was  perfectly 
normal  at  that  time.  On  the  third  day  of  life  his 
temperature  rose  to  102°,  but  this  disappeared 
promptly  with  added  fluids.  On  the  fourth  day 
the  temperature  again  rose  and  he  had  a general- 
ized convulsion.  A mass  was  felt  in  the  right  flank 
that  was  subsequently  found  to  become  larger 
and  then  smaller.  This  was  thought  to  be  a par- 
tially obstructed  kidney  which  emptied  itself  with 
increase  in  intrapelvic  pressure.  No  kidney  was 
felt  on  the  left. 

He  was  transferred  to  Children’s  Hospital  with 
a tentative  diagnosis  of  tetany  due  to  renal  insuf- 
ficiency. Blood  drawn  on  admission  was  found  to 
have  a calcium  content  of  5.5  mgm  per  cent, 
phosphorous  8.7  mgm  per  cent,  and  NPN  82  mgm 
per  cent.  Large  doses  of  intravenous  calcium  glu- 
conate were  given  daily,  and  one  gram  of  calcium 
chloride  was  placed  in  the  formula  daily.  In  spite 
of  intravenous  calcium  and  maintenance  of  proper 
fluid  intake,  he  continued  to  convulse  intermit- 
tently for  the  next  thirteen  days.  Intravenous 
urography  showed  a poor  secretion  of  dye  on  the 
right  side,  with  poor  visualization  of  the  renal 
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structures.  There  was  no  dye  seen  on  the  left  side. 
Cystoscopy  was  attempted,  but  the  urethra  was 
too  small.  A perineal  cystoscopy  was  attempted, 
but  this  too  was  unsuccessful. 

After  thirteen  days,  during  which  time  the 
calcium  remained  lowered,  phosphorous  elevated, 
and  the  NPN  in  the  range  of  70  to  80  mgm  per 
cent,  he  ceased  convulsing.  At  this  time  calcium 
was  found  to  be  9.6  mgm  per  cent,  phosphorous 
7.4  mgm  per  cent,  and  NPN  23  mgm  per  cent. 
His  general  condition  improved,  he  ate  better  and 
was  discharged  on  the  twenty-first  day  of  life. 

Intravenous  pyelograms  later  revealed  com- 
plete absence  of  a kidney  on  the  left  side  with 
compensatory  hypertrophy  of  the  kidney  on  the 
right.  There  was  no  evidence  of  obstruction. 
Retrograde  examination  confirmed  these  findings. 
Since  that  time  he  has  grown  and  developed  sat- 
isfactorily, and  at  the  present  age  of  GVz  years, 
is  in  the  fiftieth  percentile  for  height  and  the 
twenty-fifth  percentile  for  weight.  The  right  kid- 
ney now  shows  only  a compensatory  enlargement 
resulting  from  absence  of  the  left  kidney  (Fig.  1). 


CASE  2 

R.  B.,  a white  male  infant,  was  born  following 
a hard,  fifty-two  hour  labor.  Difficulty  was  ex- 
perienced in  resuscitating  him.  At  twenty  hours 
of  age,  he  began  having  convulsions  involving  the 
right  arm  and  leg,  followed  by  cyanosis.  These 
occurred  frequently  and  lasted  three  to  four 
minutes.  There  was  no  bulging  of  the  fontanel. 
Examination  of  the  fundi  revealed  no  hemor- 
rhages. After  blood  was  drawn  for  chemical  study, 
5 cc.  of  10  per  cent  calcium  gluconate  was  given 
intravenously  without  improvement.  Blood  cal- 
cium was  found  to  be  8.7  mgm  per  cent,  phos- 
phorous 8.4  mgm  per  cent,  and  NPN  171  mgm 
per  cent.  Fluids  were  given  both  intravenously 
and  subcutaneously  with  the  thought  of  increas- 


ing kidney  function.  The  following  day  the  NPN 
had  dropped  to  143  mgm  per  cent.  Convulsions 
continued  intermittently  until  between  thirty-six 
and  forty-eight  hours  of  age  when  the  NPN  was 
64  mgm  per  cent.  Calcium  chloride  was  given  in 
the  formula  and  the  baby  was  discharged  on  the 
tenth  day  of  life  in  good  condition.  Intravenous 
urograms  which  were  unsuccessfully  attempted  in 
the  hospital  were  performed  at  three  weeks  of 
age  and  no  evidence  of  obstruction  was  found. 
This  procedure  was  repeated  at  one  year  of  age 
and  revealed  normal  kidneys  without  evidence  of 
obstruction.  This  child  was  followed  for  four 
years  during  which  time  his  growth  and  develop- 
ment were  normal. 

Convulsions  and  renal  disease 

Convulsions  associated  with  renal  insuf- 
ficiency were  first  discussed  by  Snelling  in 
1943.  Since  that  time,  the  author  has  seen 
approximately  twenty  such  cases.  Roughly, 

25  per  cent  of  these  have  had  obstructive 
renal  anomalies,  and  the  remainder  resulted 
from  immature  renal  function.  Those  with- 
out obstructive  uropathy  recovered  with 
added  calcium,  adequate  fluid,  and  time.  The 
syndrome  is  of  frequent  enough  occurrence 
to  merit  thorough  investigation  of  the  uri- 
nary tract  in  all  neonatal  infants  with  con- 
vulsions where  etiology  of  the  seizures  is 
thought  not  to  be  of  intracranial  origin. 
Blood  calcium,  phosphorous  and  non-protein 
nitrogen  determinations  and  an  intravenous  , 
urogram  should  be  done.  Cystoscopic  exam-  j 
ination  should  be  performed  when  indicated,  j 

CASE  3 

W.  B.,  a white  male  infant,  was  born  following 
normal  pregnancy  and  delivery.  Rh  iso-immuniza- 
tion  was  present  which  required  two  uncompli- 
cated exchange  transfusions.  Routine  urine  on 
the  day  following  birth  showed  8-10  WBC  and 
3-5  RBC  per  high  power  field.  The  infant  was 
discharged  at  thirteen  days  of  age  in  good  condi- 
tion. He  had  two  to  three  loose  stools  daily  in 
the  hospital  which  caused  no  concern  (not  diar- 
rheal). They  continued  at  home  after  discharge. 

He  ate  poorly  on  the  fourth  day  after  going  home, 
and  on  the  fifth  day  took  only  one  ounce  of 
formula  in  the  morning.  Slight  nasal  congestion 
was  present.  His  color  became  poor  and  respira- 
tions rapid  and  shallow.  On  physical  examination 
the  respiratory  rate  was  60  per  minute,  the  skin 
was  mottled  and  clammy,  and  the  color  was 
ashen  gray.  He  was  taken  immediately  to  the 
hospital  and  placed  in  oxygen.  Blood  CO2  was 
8 meq.,  chloride  115  meq.,  NPN  83  mgm  per  cent. 
Urine  was  obtained  a few  minutes  after  admission 
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and  showed  an  albumin  of  40  mgm  per  cent  with 
12-15  WBC  per  high  power  field.  Intravenous 
fluids  were  given  including  one-sixth  molar  so- 
dium lactate.  The  following  morning  the  CO2 
was  11.5  meq.,  chloride  122  meq.  Four  days  after 
admission  the  NPN  was  45  mgm  per  cent.  His 
condition  steadily  improved  and  six  days  after 
admission  an  intravenous  urogram  revealed  left 
hydronephrosis.  Retrograde  studies  revealed  this 
to  be  a uretero-pelvic  obstruction  (Fig.  2). 


Surgery  was  performed  and  an  aberrant  renal 
vessel  obstructing  the  ureter  was  removed.  Eight 
months  later  an  intravenous  urogram  showed  that 
the  left  kidney  promptly  secreted  dye  and  only 
minimal  hydronephrosis  was  present  (Fig.  3). 

CASE  4 

J.  S.,  a white  female  infant,  was  admitted  to 
Children’s  Hospital  at  seventeen  days  of  age.  Four 
days  before  admission  she  began  having  four  to 
six  small  green  liquid  stools  daily  and  occasional 
temperatures  of  103°  to  105°.  On  the  day  of  ad- 
mission she  became  quite  pale,  developed  rapid 
respirations  and  refused  feedings.  On  admission 
she  weighed  6 lbs.  6 oz.,  and  was  a malnourished, 
dehydrated,  pale  mottled  infant.  Blood  CO2  was 
7.9  meq.,  chloride  130  meq.,  and  NPN  64  mgm  per 


cent.  The  urine  contained  a rare  WBC  and  occa- 
sional finely  granular  casts.  Routine  blood  counts 
revealed  an  RBC  of  5.63  million,  hgb.  13  grams, 
WBC  26,850  with  filaments  29,  non-filaments  10, 
lymphocytes  58,  and  monocytes  10.  Blood  culture 
was  negative  and  stool  culture  yielded  Proteus 
Vulgaris.  Electrolyte  imbalance  was  corrected 
with  proper  intravenous  fluids  and  her  general 
condition  rapidly  improved.  Several  urines  were 
examined  and  one  week  after  admission  a clean 
voided  urine  contained  15-20  WBC  with  several 
hyaline  and  cellular  casts.  Urine  specific  gravity 
after  a fifteen-hour  fluid  fast  was  1.020  which 
was  felt  to  be  within  normal  limits  for  her  age. 
Intravenous  urogram  eight  days  after  admission 
revealed  normally  functioning  kidneys  bilaterally 
without  evidence  of  obstruction.  She  was  cysto- 
scoped  one  week  later  and  severe  urethritis  with 
trabeculation  of  the  bladder  was  present.  The 
urethra  and  bladder  neck  were  dilated  and  she 
was  discharged  on  Furadantin  after  twenty -two 
days  of  hospitalization.  During  this  period  she  had 
gained  seventeen  ounces. 

She  did  well  for  six  days  but  then  became 
restless  and  irritable.  She  had  abdominal  disten- 
sion and  four  loose  stools,  but  no  vomiting.  The 
next  morning  she  was  pale,  appeared  chronically 
ill,  and  the  bladder  was  palpable  at  the  umbilicus. 
Blood  CO,  was  9.4  meq.,  chloride  129  meq.,  and 
NPN  47  mgm  per  cent.  Urine  contained  only  1-2 
WBC  per  high  power  field.  Blood  culture  was  nega- 
tive and  stool  culture  again  yielded  Proteus  Vul- 
garis. She  was  cystoscoped  four  days  after  ad- 
mission and  it  was  felt  necessary  to  resect  her 
bladder  neck.  Following  this  procedure  she  con- 
tinued to  do  poorly,  had  persistent  abdominal  dis- 
tention, and  occasional  episodes  of  loose  stools. 
During  the  next  six  weeks  it  was  thought  that 
she  might  have  celiac  disease  but  the  proper 
celiac  diet  did  not  improve  her  condition.  It  was 
then  considered  that  she  perhaps  had  a milk 
sensitivity  but  a milk-free  diet  resulted  in  no 
improvement.  Various  other  steps  were  taken  in 
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attempting  to  improve  her  nutrition  but  all  were 
without  success.  Finally,  six  weeks  after  cys- 
toscopy and  bladder  neck  resection,  a cystogram 
was  done  which  revealed  a marked  degree  of 
left  hydroureter  and  left  hydronephrosis  (Fig.  4). 
Suprapubic  cystotomy  was  then  done.  Following 
this  there  was  dramatic  improvement  in  her  gen- 
eral condition.  She  ate  better,  color  improved  and 
she  rapidly  gained  weight.  Intravenous  urography 
one  month  later  showed  that  the  left  ureter  and 
kidney  had  returned  to  normal  size.  The  bladder 
neck  was  later  further  resected  and  she  has  done 
well  ever  since. 


Renal  reserve  in  infants 

These  ttvo  cases  -well  demonstrate  that 
although  the  kidneys  perform  their  work 
adequately  enough  for  ordinary  purposes 
during  neonatal  life,  they  lack  sufficient  re- 
serve capacity  for  meeting  abnormal  situa- 
tions. The  low  output  of  phosphate  in  neo- 
natal infants  must  limit  the  infants’  capacity 
to  deal  with  an  acidosis  more  severe  than 
the  mild  one  which  may  already  be  present. 
This  is  further  impaired  if  any  degree  of 
obstruction  is  present  that  further  depresses 
renal  function. 


CASE  5 

L.  L.,  a white  female  infant,  was  admitted  to 
Children’s  Hospital  at  seven  and  a half  months 
of  age.  For  two  to  three  months  prior  to  admis- 
sion she  had  frequent  episodes  of  “colic”  char- 
acterized by  pulling  up  of  her  legs,  screaming, 
and  occasionally,  her  mother  thought,  a tender  or 
hard  abdomen.  These  episodes  of  “colic”  were 
sudden  in  onset.  She  was  usually  irritable  and 
slept  poorly  twenty-four  hours  prior  to  each 
episode.  She  would  have  two  to  three  episodes 
lasting  only  a few  seconds  during  one  day  and 
usually  be  free  of  pain  for  about  ten  days.  The 
parents  stated  she  was  “jaundiced”  for  twenty- 
four  hours  following  attacks.  There  was  no  change 
in  the  color  of  her  urine  but  stools  were  a darker 
brown  or  green  on  the  days  following  her  epi- 
sodes. The  maternal  father  and  grandmother  as 
well  as  the  mother  had  gall  bladder  disease. 

On  physical  examination  she  was  a well  de- 
veloped and  nourished  child  with  pronounced 
carotenemia.  Routine  blood  counts  were  normal. 
Clean  voided  urine  contained  6-8  WBC  per  high 
power  field.  Since  the  story  was  suggestive  of 
renal  colic,  an  intravenous  urogram  was  done, 
revealing  hydronephrosis  of  the  right  kidney. 
Retrograde  studies  proved  this  to  be  a uretero- 
vesical obstruction  and  at  operation  several  ad- 
hesions with  a kink  in  the  ureter  and  a ureteral 
stricture  were  found  (Fig.  5).  Adhesions  were 
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severed  and  a plastic  repair  of  this  portion  of  the 
ureter  was  carried  out.  The  “jaundice”  was  ex- 
plained by  the  fact  that  when  episodes  of  renal 
colic  occurred,  she  became  pale  and  the  yellow 
color  of  her  skin  was  much  more  noticeable. 


(Fig.  6).  At  surgery,  a congenital  band  was  found 
across  the  lower  portion  of  the  left  ureter  with  a 
lack  of  development  of  the  ureter  distal  to  this. 
Plastic  repair  was  carried  out  and  over  the  next 
several  months  the  ureter  and  left  kidney  re- 
turned to  normal  size. 


CASE  6 

R.  H.,  a white  male  infant,  was  admitted  to 
Children’s  Hospital  at  five  months  of  age.  Three 
weeks  prior  to  admission  he  had  diarrhea  and 
stool  culture  revealed  a questionable  Salmonella. 
He  was  treated  with  oral  Chloromycetin  but  diar- 
rhea continued  intermittently,  white  blood  count 
remained  elevated  and  he  had  intermittent  spikes 
of  fever  to  104°.  Past  history  revealed  two  or 
three  earlier  bouts  of  diarrhea.  There  were  no 
urinary  symptoms.  Physical  examination  at  the 
time  of  admission  was  normal  except  for  ques- 
tionable pain  on  palpation  of  the  abdomen.  The 
white  blood  count  was  13,000  with  a shift  to  the 
left.  Routine  clean  voided  urine  contained  a trace 
of  albumin  and  75-100  WBC  per  high  power  field. 
A catheterized  urine  contained  15-20  WBC  with 
many  clumps.  Culture  of  this  urine  yielded  E. 
Coli.  Two  stool  cultures  were  negative.  Intra- 
venous urography  on  the  third  hospital  day  re- 
vealed marked  left  hydroureter  and  hydrone- 
phrosis. Cystoscopy  showed  no  evidence  of  blad- 
der neck  obstruction  and  it  was  thought  that  the 
obstruction  was  at  the  uretero- vesical  juncture 


Diarrhea  and  renal  disease 

There  is  an  apparent  intimate  association 
between  the  gastro-intestinal  and  genito- 
urinary tract.  Pyuria  and  obstructive  uropa- 
thy  is  not  infrequently  seen  associated  with 
recurrent  and  refractory  diarrhea.  Therapy 
directed  at  the  urinary  tract  often  results  in 
marked  improvement  of  the  gastro-intestinal 
complaint. 

CASE  7 

L.  B.,  a white  male  infant,  was  born  following 
a normal  pregnancy.  Birth  weight  was  5 lbs.  14 
oz.  In  the  nursery  he  seemed  disinterested  in 
his  breast  feedings  and  was  kept  in  the  hospital 
an  extra  three  days  to  further  help  the  mother. 
The  pediatrician  was  concerned  because  the  baby 
did  not  seem  to  eat  well  and  instructed  the  mother 
to  come  to  his  office  ten  days  after  discharge. 
When  seen  at  that  time  the  baby  weighed  4 lbs. 
14  oz.,  was  thin,  wasted,  pale  and  appeared  chron- 
ically ill.  The  abdomen  was  protuberant  and  both 
kidneys  could  be  palpated.  No  fever  was  present. 

After  admission  to  the  hospital,  the  blood  CO2 
was  17.1  meq.,  chloride  89.6  meq.  and  NPN  100 
mgm  per  cent.  Blood  counts  revealed  a WBC  of 
26,900  with  22  filaments,  34  non-filaments,  2 meta- 
myelocytes, 41  lymphocytes  and  1 monocyte.  Clean 
voided  urine  contained  100  mgm  of  albumin,  and 
innumerable  pus  cells.  A cystogram  the  following 
day  showed  extreme  hydroureter  and  hydrone- 
phrosis (Fig.  7).  Catheters  were  placed  in  both 
ureters  but  sufficient  drainage  was  not  obtained 
and  bilateral  nephrostomy  was  eventually  done. 
At  the  time  of  this  writing  the  infant  has  shown 
some  improvement  in  kidney  function  but  is  still 
hospitalized.* 

Debility  only  in  renal  disease 

This  infant’s  blood  and  electrolyte  balance 
were  not  grossly  altered  by  his  urinary  ob- 
struction but  his  “general  condition”  was 
severely  disturbed  as  manifested  by  his  ca- 
chectic appearance  and  weight  loss.  Ob- 
structive renal  lesions  should  be  looked  for 
in  infants  who  lose  weight  and  do  poorly. 

CASE  8 

R.  H.,  a white  male  infant,  was  born  following 


•I  am  indebted  to  Dr.  Daniel  Gelfand  for  permission  to  report 
this  case. 
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an  uneventful  pregnancy.  Birth  weight  was  7 
lbs.  8 oz.  He  seemed  to  do  well  until  approxi- 
mately two  months  of  age  when  he  started  vomit- 
ing solid  foods.  He  had  episodes  during  which 
he  stiffened  out  and  threw  back  his  head.  At 
three  and  a half  months  of  age  his  mother  felt 
that  he  was  becoming  less  active  and  alert  and 
was  a difficult  feeding  problem.  This  situation 
became  steadily  worse.  He  refused  all  solids  and 
frequently  vomited  feedings.  He  was  weak,  un- 
able to  turn  over  or  lift  his  head,  irritable  when 
disturbed,  and  was  doing  none  of  the  things  one 
normally  expects  with  six-month-old  infants.  He 
was  thought  by  his  physician  to  be  mentally  re- 
tarded and  was  referred  for  evaluation  of  this 
condition. 

He  presented  as  a listless,  malnourished  infant 
with  a vacant  stare  who  was  irritable  when 
roused.  Skin  and  mucous  membranes  were  dry. 
He  was  unable  to  hold  up  his  head,  had  poor 
muscle  tone  and  either  would  not  or  could  not 
sit  up,  even  with  help.  He  weighed  15  lbs.  5 oz., 
which  is  at  the  twenty-fifth  percentile  for  his 
age.  The  remainder  of  his  physical  examination 
was  normal.  Routine  laboratory  studies  were 
normal  except  the  admission  urine  which  con- 
tained 15-20  WBC  per  high  power  field  with 
occasional  small  clumps.  This  was  repeated  four 
days  later  and  revealed  4-6  WBC  and  3-5  RBC 


per  high  power  field.  It  was  then  incorrectly  as- 
sumed that  the  initial  urine  could  probably  be 
accounted  for  by  dehydration.  He  was  seen  in 
consultation  by  a neurologist  who  felt  that  he 
was  markedly  retarded,  that  he  probably  had 
cerebral  agenesis  and  that  it  was  not  necessary 
to  do  air  studies  for  confirmation  of  this.  He  was 
discharged  twelve  days  after  admission  for  a 
period  of  observation  at  home. 

He  became  worse  and  was  readmitted  after 
two  weeks.  He  was  considerably  weaker,  took  less 
than  one  can  of  food  per  day  and  little  formula. 
He  was  unable  to  sit  up,  appeared  chronically  ill, 
had  poor  muscle  tone  and  appeared  to  be  grossly 
retarded.  Admission  urine  revealed  75-100  WBC 
per  high  power  field  and  occasional  granular 
casts.  Blood  CO2  was  18.5  meq.,  chloride  107  meq., 
and  NPN  55  mgm  per  cent.  Intravenous  urogram 
revealed  normally  functioning  kidneys  without 
evidence  of  obstruction.  He  was  cystoscoped,  how- 
ever, and  a tight,  congenital  urethral  stricture 
approximately  one  inch  long  was  found  in  the 
posterior  urethra.  The  operator  was  eventually 
able  to  pass  a small  filiform  catheter  which  was 
left  in  place.  Forty-eight  hours  later  there  was  a 
dramatic  change  in  the  personality  and  behavior 
of  this  infant.  He  changed  from  a listless,  apa- 
thetic, marasmic  “retarded”  baby  to  one  who 
was  playful  and  smiling.  He  ate  and  drank  avidly 
and  in  the  following  nine  days  gained  twenty-two 
ounces.  A comment  was  made  at  the  time  that  his 
I.Q.  had  increased  by  “leaps  and  bounds.”  After 
nine  days  it  was  felt  that  he  should  be  tried  with- 
out the  catheter  to  see  if  he  could  void  spontane- 
ously and  retain  his  state  of  well  being.  Within 
twenty-four  hours  he  returned  to  his  former  state 
of  listlessness  and  irritability,  and  refusal  of  food 
with  vomiting.  He  was  recystoscoped  and  an  in- 
dwelling catheter  left  in  place.  The  same  chain 
of  events  then  ensued  and  he  appeared  to  be  a 
healthy  smiling  baby.  The  catheter  was  removed 
after  one  and  a half  weeks  and  it  was  subse- 
quently found  that  repeated  dilatations  were 
not  the  answer.  Suprapubic  cystotomy  was  per- 
formed and  an  indwelling  tube  left  in  place.  As 
long  as  there  was  adequate  drainage  from  this 
tube  he  was  perfectly  normal.  If  it  became 
blocked  by  crystallization,  etc.,  he  would  again 
become  irritable,  pale,  begin  to  refuse  fluids  and 
return  to  his  former  miserable  state.  Repeated 
uretheral  dilatations  were  eventually  successful, 
the  suprapubic  opening  was  closed  and  he  has 
continued  to  grow  and  develop  normally  without 
suggestion  of  “mental  retardation.” 

Mental  retardation  and  nephropathy 

This  case  illustrates  the  fact  that  the 
basic  cause  of  clinical  “mental  retardation” 
may  be  far  removed  from  the  cranial  vault 
and  that  such  a diagnosis  should  be  just  the 
beginning  and  not  the  end  of  a clinical  study. 
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Summary 

1.  Urinary  tract  disease  should  be  ruled 
out  in  all  newborns  with  unexplained  con- 
vulsions. 

2.  Urinary  tract  disease  should  be  sus- 
pected in  all  infants  who  become  “dehy- 
drated” and  acidotic  without  obvious  clinical 
reason. 

3.  Obstructive  uropathy  should  be  kept  in 
mind  with  infants  who  have  “colic”  that 
fails  to  respond  to  the  usual  measures. 

4.  Pyuria  with  or  without  obstruction  is 
often  associated  with  recurrent  diarrhea. 


5.  Small  infants  who  fail  to  gain  weight 
and  don’t  “do  well”  may  have  underlying 
renal  disease. 

6.  Lower  urinary  tract  obstruction  may 
even  cause  such  an  erroneous  diagnosis  as 
“mental  retardation.” 

7.  a.  A single  negative  urine  never  rules 
out  urinary  tract  disease,  b.  A normal  IVP 
never  rules  out  lower  urinary  tract  obstruc- 
tion. 

8.  Early  diagnosis  of  obstructive  renal 
lesions  is  no  more  difficult  in  young  infants 
than  in  adults.  • 


*********  Presidential  address* 


Ulrich  R.  Bryner,  M.D.,  Salt  Lake  City,  Utah 


You  HAVE  HONORED  ME  GREATLY  by  electing  me 
President  of  the  Utah  State  Medical  Associa- 
tion for  the  coming  year.  This  is  the  highest 
honor  a State  Society  can  bestow  on  one  of 
its  members  and  for  this  confidence  I am 
exceedingly  grateful  to  each  one  of  you  here 
in  the  House  of  Delegates. 

I want  you  to  know  that  I did  not,  in  any 
way,  seek  or  ask  for  the  position  that  I now 
find  myself  placed  in.  I realize  fully  the  re- 
sponsibilities and  hard  work  that  go  along 
with  the  office  and  can  only  pray  that  I will 
have  energy  and  understanding  sufficient  to 
carry  on  for  the  next  12  months. 

The  Utah  State  Medical  Association  is  not 
my  organization  or  Dr.  Farnsworth’s  organ- 
ization— it  is  yours  and  mine.  Each  and  every 
member  has  exactly  the  same  amount  of 
stock  in  this  business  and  each  of  us  must 
exert  all  the  energy  needed  to  make  this 
stock  pay  the  highest  dividend  possible. 

We  are  indeed  fortunate  to  have  Dr. 
George  Lull,  long-time  Secretary  and  Gen- 
eral Manager  of  the  A.M.A.,  and  Dr.  F.  J.  L. 
Blasingame,  the  present  General  Manager  of 
the  A.M.A.,  here  with  us  at  this  sixty-fourth 


’Presented  before  the  second  session  of  the  Utah  State  Medical 
Association  House  of  Delegates  meeting,  September  10,  1958. 
Dr.  Bryner  was  elected  to  the  office  of  President-elect  after 
Dr.  Leslie  White  resigned  due  to  ill  health. 


annual  meeting  of  the  U.S.M.A.  No  man  in 
American  medicine  today  is  more  experi- 
enced in  executive  medical  work  and  the 
workings  of  our  great  Association  than  is 
Dr.  Lull.  He  carried  an  exceedingly  heavy 
load  back  in  the  years  when  we  had  the  gi- 
gantic task  of  keeping  out  of  a generalized 
socialized  medical  program.  Dr.  Lull  has 
earned  the  respect  of  medical  men  through- 
out our  country  and  the  world  for  his  years 
of  service.  He  now  is  in  a somewhat  less  de- 
manding position  as  Assistant  to  the  Presi- 
dent of  the  A.M.A.  and  President  of  A.M.E.F. 
We  honor  and  respect  Dr.  Lull  for  his  devo- 
tion to  our  parent  organization  and  hope  he 
will  be  with  us  for  many  years  to  come. 

To  take  the  place  of  Dr.  Lull,  as  General 
Manager  of  the  A.M.A.,  the  Board  of  Trustees 
prevailed  on  Dr.  Blasingame  of  Texas  to 
give  up  the  private  practice  of  medicine, 
which  I am  sure  he  loved  dearly,  and  which 
he  gave  up  with  great  reluctance,  to  be  our 
spokesman  and  General  Manager.  Dr.  Blas- 
ingame has  been  a very  successful  practicing 
physician,  a teacher,  a county  and  state  medi- 
cal leader  and  a member  of  the  A.M.A.  Board 
of  Trustees  and  its  Chairman  prior  to  assum- 
ing his  present  position.  He  knows  the  prob- 
lems of  national  and  state  medicine  from 
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every  angle.  No  member  of  our  profession  is 
better  qualified  to  be  our  spokesman. 

Although  I have  known  Dr.  Blasingame 
for  several  years,  I look  forward  to  getting 
more  and  better  acquainted  with  him  here 
at  our  meetings  and  in  hearing  his  message 
as  he  addresses  our  annual  banquet  on  Friday 
night,  September  12. 

Medical  problems  are  not  just  local;  they 
are  present  the  world  over.  Medical  econom- 
ics, public  relations  and  the  responsibilities 
of  medical  men  are  similar  the  world  over. 

We  need  complete  honesty,  trustworthi- 
ness, loyalty  and  integrity  from  every  mem- 
ber of  our  State  Association.  We  must  keep 
our  own  houses  spotless!  As  someone  has 
previously  said,  “It  is  always  too  late  to  be 
what  we  might  have  been,  but  never  too  late 
to  be  that  which  we  are  not.”  I take  this  to 
mean  that  there  is  room  for  improvement  in 
each  and  every  one  of  us.  Let’s  look  ahead 
each  day  with  this  thought  in  mind.  If  neces- 
sary, we  must  rid  our  Association  of  a few  to 
keep  up  our  standards. 

Today’s  biggest  medical  problem  is  how 
to  provide  medical  care  for  people  over  65 
years  of  age;  especially  the  indigent  in  that 
group.  The  fact  that  so  many  live  beyond  65 
has  largely  been  the  responsibility  of  the 
medical  profession  and  now  it  is  up  to  us — 
those  same  doctors — to  help  see  that  these 
same  oldsters  get  good  medical  care. 

Health  insurance  programs  help  most 
other  Americans  afford  good  medical  care. 
In  the  past  most  subscribers  lost  their  health 
insurance  coverage  at  65  years  of  age — really 
when  they  needed  it  most.  Today  there  must 
and  will  (I  believe)  be  ways  opened  up  for 
the  man  over  65  to  keep  his  medical  insur- 
ance. About  35  per  cent  (I  am  informed)  of 
the  big  group  plans  now  allow  the  retired 
worker  to  stay  in  the  group  indefinitely.  Most 
Blue  Shield  Plans  (and  some  private  com- 
panies) now  allow  him  to  exchange  his  group 
coverage  for  an  individual  contract.  And  a 
good  half  of  the  major  insurance  companies 
will  now  keep  existing  individual  contracts 
in  force  (sometimes  with  reduced  benefits) 
up  to  any  age.  Some  will  even  write  new 
policies  up  to  age  85. 

Unfortunately  this  doesn’t  solve  the  prob- 
lem. Being  offered  is  not  the  same  as  being 
able  to  afford  it — and  most  oldsters  can’t. 


These  are  the  areas  where  we,  as  physicians 
on  a local,  state  and  national  level,  can  come 
up  with  a positive  program  of  working  out 
a way  of  financing  that  keeps  out  direct  gov- 
ernment help. 

Why  can’t  we  work  out  a program  that 
builds  up  a man’s  post-retirement  purchasing 
power  by  means  of  extra  premium  charges 
before  he  retires?  This — if  it  can  be  worked 
out — can  take  care  of  future  oldsters’  medical 
care.  At  present,  however,  some  other  means 
of  help,  immediately,  must  be  found  to  help 
solve  these  problems. 

The  A.M.A.  has  set  up  a planning  con- 
ference on;  “Medical  Society  Action  in  the 
Field  of  the  Aging,”  to  be  held  at  the  Drake 
Hotel  in  Chicago,  Saturday  and  Sunday,  Sep- 
tember 13  and  14.  Here  I hope  we  can  be  of 
assistance  in  setting  up  some  rules  on  a na- 
tional level  that  will  help  this  program  keep 
out  of  Federal  government  control. 

I strongly  feel  that  the  major  portion  of 
all  such  programs  should  be  locally  arranged 
and  financed  and  ultimately  wholly  financed 
by  the  individual  receiving  the  benefit  as  an 
oldster. 

This  program  is  to  supplement  existing 
programs  for  indigent  care,  and  in  no  way 
is  to  replace  them.  It  must  be  practical  and 
workable  and  free  of  government  control. 
Surely  many  more  problems  will  present 
themselves  for  us  to  solve  as  the  year  goes 
by. 

Each  one  of  us  should  remember  our  re- 
sponsibility as  a citizen.  This  is  an  election 
year.  If  each  one  familiarizes  himself  with 
the  state  and  national  problems  and  votes 
intelligently  for  the  candidate  of  his  choice, 
he  is  accepting  his  responsibility  as  a citizen 
of  a free  country.  We,  as  physicians,  need  to 
support  other  local  and  national  projects  that 
are  of  help  to  our  citizens.  Let’s  not  shirk 
any  of  these  duties. 

I have  appreciated  working  with  Dr. 
Farnsworth.  He  has  been  an  excellent  State 
President  and  his  knowledge  and  experience 
will  be  used  during  the  coming  year,  I assure 
you. 

May  God,  in  his  infinite  wisdom,  grant 
each  of  us  the  ability  to  meet  the  challenges 
before  us.  May  we  all  recognize  the  basic 
truth  that  freedom  and  responsibility  are  in- 
separable. • 
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In  Biliary  Distress 

ZANCHOL 


Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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BONADOXIN 


STOPS 
MORNING 
SICKNESS,  BUT. . 


Highest  percentage  of  relief: 

In  Drugs  of  Choice',  clinical  data 
on  several  therapies  for  nausea 
and  vomiting  of  pregnancy  is 
summarized,  bonadoxin  afforded 
the  highest  percentage  of  relief 
in  the  “excellent”  (79%)  and 
“good”  (16%)  combined 
categories.  The  majority  of  cases 
were  completely  controlled  in 
the  first  week  of  treatment, 
almost  all  on  one  tablet  nightly. 


Safe,  too: 

BONADOxiN  doesn’t  “stop”  the 
patient.  It  is  free  of  side  effects 
commonly  associated  with 
overpotent  antinauseants. 
Goldsmith,  reporting  on  620 
controlled  cases,  states  that 
“toxicity  and  intolerance 
[are]  zero.”* 


BONADOXIN 


DOESN’T 

STOP 

'TMF 


PA'TTTi^lVT'T  j 


Now 

available  in  tablet  or  drop  form. 

Dosage:  usuaDy  one  tablet  or  one  tsp. 

(5  cc.)  at  bedtime.  Severe  cases  may  require 
another  dose  on  arising. 

Supplied:  tiny  pink-and-blue  tablets, 
bottles  of  25  and  lOO.  Bonadoxin  Drops  in 
30  cc-  dropper  bottles. 

Each  tiny.pink-and-blue  Bonadoxin  tablet  contains: 
Meclizine  HCl  (25  mg.) 

..  .for  symptomatic  relief 
Pyridoxine  HCl  (50  mg.) 

...for  metabolic  action  and  prompt 
antinauseant  effect. 


Infant  colic? 

Non-narcotic  Bonadoxin  Drops  stop  colic 
in  about  85%  of  cases. 

Each  cc.  contains: 

Meclizine  Dihydrochloride. . .8.33  mg. 
Pyridoxine  Hydrochloride. . . 16.67  mg. 
Dosage: 


under  6 months 

0.5  cc. 

2 or  3 times 
daily,  on  the 

6 months  to  -2  years 

1.5  to  2 cc. 

2 to  6 years 

3 cc. 

tongue,  in 
fruit  juice  or 
water 

adults  and  children 
over  6 years 

1 teaspoon  (5  cc.) 

Supplied: 

fruit-flavored,  clear  green  syrup  in  30  cc. 
dropper  bottles. 

References:  1.  Drugs  of  Choice  1958-1959, 

St.  Louis,  C.  V.  Mosby  Company,  1958,  p.  347. 
2.  Goldsmith,  J.  W.:  Minnesota  Med. 

40:99  (Feb.)  1957. 


q.  12  h. 


1. Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source;  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 

*‘The  administration  of  meprobamate  in 
sustained  action  form  [Meprospan^  produced 
a more  uniform  and  sustained  action . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage.”^ 


Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 

Literature  and  samples  on  request  ^WALLACE  LABORATORIES,  New  Brunsivick,  N.  J. 

who  discovered  and  introduced  Miltown® 


*TRADE-MARK  CHE«73?e 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

When  the  Congress  that  is  elected  in  November 
goes  to  work  next  January  7 it  will  have  before 
it  a half  dozen  important  health-medical  issues 
that  the  last  Congress  took  some  interest  in  but 
didn’t  resolve.  They  include  hospitalization  under 
Social  Security,  tax-deferment  on  annuities,  loans 
and  mortgage  guarantees  for  hospitals  and  nursing 
homes,  aid  to  medical  schools  and  amendments  of 
Veterans  Administration’s  hospitalization  proce- 
dures. 

The  issue  of  hospitalization  under  Social  Se- 
curity— the  Forand  bill  principle — will  come  into 
the  spotlight  shortly  after  the  new  session  starts. 
Under  instructions  from  the  House  Ways  and 
Means  Committee,  the  Department  of  Health,  Edu- 
cation, and  Welfare  will  complete  a study  on  the 
problems  of  financing  hospital  care  for  the  aged 
next  February  1.  Some  study  of  medical  costs  may 
also  be  included. 

Decision  to  move  ahead  with  a study  of  medical 


care  costs  for  the  aged  was  reached  by  the  com- 
mittee at  the  same  time  it  excluded  the  Forand 
idea  from  the  Social  Security  bill  enacted  during 
the  summer.  HEW  was  told  to  pay  particular  at- 
tention to  the  possibility  of  increasing  OASI  taxes, 
and  with  the  money  purchasing  health  insurance 
(nonprofit  or  commercial)  to  take  effect  upon  re- 
tirement or  disability.  This  would  differ  from  the 
Forand  plan  in  that  health  care  would  be  financed 
through  insurance,  and  not  paid  for  directly  by 
the  Federal  government. 

The  Keogh  bill  to  allow  doctors  and  other  self- 
employed  to  defer  income  taxes  on  money  put  into 
retirement  funds  passed  the  House  with  very  little 
opposition,  but  encountered  difficulty  in  the  Sen- 
ate. It  was  defeated  there  in  the  closing  days,  and 
under  unusual  circumstances.  Policy  committees 
of  both  parties  decided  to  oppose  the  bill  as  too 
costly,  and  the  vote  came  in  the  course  of  a 
complicated  legislative  maneuver  that  could  not 
be  used  as  a test  of  whether  individual  Senators 
favored  or  opposed  the  bill  itself. 

Keogh  bill  sponsors,  however,  are  encouraged 
that  32  Senators  resisted  official  party  instructions 
and  stayed  with  the  pension  plan.  They  are  con- 
fident that  next  year  under  more  favorable  legis- 
lative circumstances  the  measure  will  clear  the 
Senate. 

An  effort  was  made  late  in  the  session  to  au- 
thorize grants  to  medical  schools  for  building  and 
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equipping  teaching  as  well  as  research  facilities. 
The  bill  extending  the  research  grants  program 
also  would  have  allowed  use  of  the  grants  for 
“multi-purpose”  structures  (teaching  and  re- 
search) if  emphasis  were  on  research.  However, 
for  fear  this  change  would  hold  up  the  simple 
extension  bill,  it  was  dropped  off  before  the  bill 
reached  the  House  floor.  Sponsors  of  aid  to  medi- 
cal education  will  be  back  next  year  and  campaign 
on  this  issue  alone. 

Legislation  for  U.  S.  guarantee  of  nursing  home 
mortgages,  strongly  supported  by  the  American 
Medical  Association,  fell  by  the  wayside  in  the 
House  during  the  closing  hours  of  the  session,  after 
having  cleared  the  Senate  with  no  trouble  what- 
ever. This  also  will  be  pushed  next  year,  and  may 
have  a better  chance  of  passage  because  of  the 
growing  emphasis  on  need  for  solving  the  prob- 
lems of  the  aged. 

Far  too  late  for  passage,  Chairman  Olin 
Teague’s  House  Veterans  Affairs  Committee  re- 
ported out  a bill  that  would  make  a number  of 
changes  in  VA  hospitalization  procedures,  liberal- 
izing some  and  tightening  up  on  others.  The  bill 
also  would  require  VA  to  open  5,000  beds  over 
which  Mr.  Teague  and  VA  Administrator  Whittier 
have  been  squabbling  for  months,  the  latter  main- 
taining that  the  beds  aren’t  needed.  That  issue  still 
is  unresolved,  inasmuch  as  the  bill  didn’t  pass. 

Congress  did  roll  out  a sizable  list  of  medical- 


health  laws.  It  ordered  the  calling  of  a 1961  White 
House  Conference  on  the  Aging,  gave  Food  and 
Drug  Administration  authority  to  enforce  its  pre- 
testing standards  on  foods  to  which  chemicals  and 
other  substances  have  been  added,  authorized 
loans  as  well  as  grants  under  the  Hill-Burton  pro- 
gram, authorized  grants  for  the  country’s  schools 
of  public  health  and  for  civil  defense  purposes, 
raised  military  and  VA  physicians’  pay,  and  re- 
quired labor  and  management  health  and  welfare 
plans  to  make  reports  and  open  up  their  books  for 
inspection  by  members. 

American  Medical  Association  was  able  to  per- 
suade the  Department  of  Defense  and  the  ad- 
ministration to  retain  the  post  of  Assistant  Secre- 
tary (health  and  medical)  in  the  reorganization 
of  the  department.  In  legislation  passed  by  Con- 
gress to  bring  about  the  reorganization,  one  of  the 
assistant  secretary  posts  would  have  been  elim- 
inated, and  the  medical  assistant  was  marked  for 
down-grading.  Secretary  McElroy  later  announced 
that  the  position  would  be  continued. 

Even  before  Congress  adjourned,  it  was  clear 
that  trouble  was  in  sight  for  Medicare  because  of 
inadequate  appropriations  and  instructions  from 
Congress  not  to  exceed  the  appropriation.  To  keep 
within  the  limitation,  if  possible.  Defense  Depart- 
ment was  channelling  many  thousands  of  service 
families  to  military  facilities,  and  at  the  same  time 
limiting  the  scope  of  care  in  civilian  facilities. 
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Pyribenzamine*  expectorant 

breaks  up  cough 

even  persistent  cough 


Patient,  factory  worker, 
age  43,  had  suffered  for 
months  with  persistent, 
dry  cough,  which  he  termed 
"smoker's  hack." 


Cough  frequently 
interrupted  his  sleep, 
causing  him  to  be  nervous, 
irritable;  his  job  efficiency 
was  impaired. 


Chest  X-ray  was  negative 
and  the  plant  physician 
prescribed  PYRIBENZAMINE 
EXPECTORANT  with 
Ephedrine.  Patient  noticed 
almost  immediate  relief- 
a week  later  felt 
"considerably  better." 


Pyribenzamine  Expectorant  with  Ephedrine  provides  a unique  combination  of  antitussive  agents, 
which  work  three  ways  at  once  to  break  up  the  persistent  cough:  Pyribenzamine  relieves  histamine- 
induced  congestion  throughout  the  respiratory  tract;  ephedrine  relaxes  the  bronchioles  and  makes 
breathing  easier;  ammonium  chloride  liquefies  mucus,  relieving  dry  cough  and  promoting  productive 
expectoration. 


Supplied:  Pyribenzamine  Expectorant  with  Ephedrine,  containing  30  mg.  Pyribenzamine  citrate  (equivalent  to  20  mg. 
Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate  and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 
Also  available:  Pyribenzamine  Expectorant-  with  Codeine  and  Ephedrine,  same  formula  as  above 
with  the  addition  of  8 mg.  codeine  phosphate  per  4-ml.  teaspoon  (exempt  narcotic).  C I B A 

Pyribenzamine®  citrate  (tripelennamine  citrate  CIBA)  a/assawK  SUMMIT,  N.  «!. 
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ORGAN  I Z ATI  O N 


Gottsche  Foundation  report  to 
Wyoming  State  Medical  Society 

Grand  Teton  National  Park,  Wyoming 
June  12,  1958 

Charles  H.  Flint,  M.D.,  Executive  Director 

In  spite  of  the  fact  that  the  American  Board 
of  Physical  Medicine  and  Rehabilitation  was  es- 
tablished in  1947,  there  may  be  some  among  you 
who  are  not  fully  aware  of  its  place  in  the  field 
of  medicine.  It  is  always  hard  for  the  general 
practitioner  to  distinguish  between  the  point  at 
which  a physiatrist  begins  and  the  physical  thera- 
pist leaves  off.  I find  it  easiest  to  explain  this 
by  using  the  pharmacist  as  an  illustration.  After 
examining  a patient  and  diagnosing  his  disease 
most  of  you  will  either  dispense  drugs  from  your 
own  shelves  or  will  write  a prescription  for  the 
patient.  I doubt  if  any  of  you  would  say,  “Well, 
Mrs.  Jones,  you  have  an  acute  conjunctivitis  for 
which  you  need  eye  ointment;  I suggest  that  you 
see  Mr.  Smith,  the  druggist  on  the  corner,  for 
the  ointment.  He  will  know  what  to  give  you.” 
Instead  of  this,  you  write  a definite  prescription 
giving  the  amount  of  the  ointment,  the  number 
of  times  you  want  Mrs.  Jones  to  use  it  daily,  and 
you  will  explain  to  her  just  how  to  insert  the 
ointment  into  the  corner  of  her  eye. 

Given  a patient  for  physical  therapy,  however, 
you  find  yourself  in  an  entirely  different  posi- 
tion. Here,  unless  your  training  in  medical  school 
and  immediately  afterwards  was  different  from 
mine,  you  are  aware  of  diathermy,  infrared,  mas- 
sage, and  therapeutic  exercises,  but  you  haven’t 
had  the  experience  with  these  to  feel  that  you 
can  efficiently  prescribe  them.  Consequently,  all 
too  often,  you  will  give  some  aspirin  and  tell 
the  patient  to  return  in  a week  if  she  is  not  better. 
Fortunately  for  us  as  doctors.  Mother  Nature  is 
a kind  old  soul  and  more  often  than  not  takes 
care  of  our  problem.  If  cured,  the  patient  says 
you’re  a wonderful  doctor;  if  not,  I’m  smre  you’re 
aware  of  the  commonplace  descriptive  terminology 
applied  to  the  hardworking  general  practitioner 
who  fails  to  cure  a simple  backache.  So  Mrs.  Jones 
next  takes  her  backache  to  a nonmedical  healer, 
who,  to  the  lay  mind,  is  much  more  familiar  with 
such  disabilities  than  the  M.D.  It  is  entirely  be- 


cause of  the  complete  apathy  of  the  medical  pro- 
fession that  poorly  trained  persons  are  able  to 
flourish  as  healers.  They  may,  and  probably  do, 
know  far  less  about  backs  than  you  do,  but  they 
spend  time  with  the  patient  and  most  satisfyingly, 
they  practice  the  art  of  laying  on  their  hands, 
massaging,  manipulating,  and  even  correcting  the 
position  of  the  so-called  misplaced  vetebrae.  They 
may  even  go  one  step  further  for  an  additional 
ten  dollars  and  take  an  x-ray  in  which  they  point 
out  a scoliosis  which  may  be  entirely  due  to  the 
misplacement  of  the  patient  at  the  time  of  snap- 
ping the  picture. 

Please  don’t  misunderstand  me.  I am  not  con- 
demning this  group  since,  but  for  our  own  inade- 
quacies, they  could  not  exist.  After  the  massage 
and  adjustment  the  patient  will  usually  feel  better, 
and  you  have  lost  a patient  until  such  time  as  the 
underlying  pathology  forces  the  patient  to  the 
conclusion  that  she’d  better  return  to  you  for  a 
more  complete  workup.  If  your  own  x-ray  now 
shows  narrowing  of  an  intervertebral  space  with 
maybe  some  hypertrophic  lipping,  you  are  con- 
fronted with  the  decision  of  whether  to  treat,  to 
refer  to  an  orthopedic  surgeon  for  consultation, 
or  to  let  nature  take  its  course.  These  are  the  pa- 
tients whom  we  treat  with  definite  prescriptions 
for  heat,  massage,  and,  depending  upon  the  sever- 
ity of  the  condition,  exercise.  We  believe  that 
they  should  be  under  the  surveillance  of  a doctor 
and  that  the  doctor  should  control  as  carefully 
their  physical  therapy  as  he  does  their  medica- 
tion. We  don’t  believe  that  two  years  of  training, 
or  less,  in  physical  therapy  prepares  a therapist 
to  make  the  decision  in  regard  to  when  to  treat 
and  when  to  stop  treating,  any  more  than  the 
degree  in  pharmacy  permits  the  druggist  to  con- 
tinue indefinitely  the  sale  of  digitalis  or  thyroid 
to  a patient.  Yet  it  is  common  practice  for  physi- 
cians to  call  a therapist  and  ask  him  to  treat  the 
backache  of  Mrs.  Jones  as  he  sees  fit. 

Physiatrist 

A survey  of  the  conditions  in  which  physi- 
atrists  are  interested  is  as  broad  as  the  field  of 
medicine.  For  the  moment,  let  us  consider  the 
cases  which  we  may  hope  to  treat  at  the  Gottsche 
Rehabilitation  Center  and  attempt  to  estimate  to 
what  extent  this  new  project  will  fit  into  the 
Wyoming  medical  situation.  In  order  to  do  this  we 
must  discuss  the  physical  plant  now  building  and 
the  role  which  a physiatrist  can  play  in  the  state. 

Physical  facilities 

The  plant  was  made  possible  through  the  gen- 
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Many  such  hypertensives 


on 


for  three  years 
and  more 


for  Rauwiloid  IS  better  tolerated,., 
''alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive  agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,  and  Moyer,  J.  H.:  Rauwollla 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  (Jan  ) 1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid’^ 


ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkovervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethoniura 

aberoxylon  1 mg.  and  fiexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 
Initial  dose  Vz  tablet  q.i.d. 


Both  combinations  in  convenient  single-tablet  form. 
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NKLE 
SPRAINED 


SINUS 

INFLAMED? 


ACCELERATE  THE 
RECOVERY 
• PROCESS  WITH 

VARIDA 

SIREPTOKIKASE-STREPTnOORNASE 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


erosity  of  the  Gottsche  family  who  believed  in 
the  curative  values  of  the  hot  springs  at  Ther- 
mopolis  and  wanted  to  be  sure  that  there  would 
be  a place  in  the  state  which  would  treat  polio 
victims.  Such  was  their  confidence  in  the  hot 
springs  that  the  will  definitely  stated  that  the 
center  “must”  be  built  at  Thermopolis  or  the 
money  used  for  other  purposes.  The  Gottsche 
Board  which  consists  of  such  men  as  Governor 
Milward  Simpson;  Dr.  Humphrey  of  the  Univer- 
sity of  Wyoming;  Dr.  Franklin  D.  Yoder,  Director 
of  the  Department  of  Public  Health;  Charles 
Smith,  contractor  of  Thermopolis;  bankers  John 
Hay  and  Claud  Elias  of  Rock  Springs,  and  Ray 
Bower  of  Worland  felt  that  there  was  a definite 
need  in  the  State  of  Wyoming  for  a rehabilitation 
center  and  have  been  working  toward  that  end 
for  several  years.  As  their  plans  began  to  near 
fruition  and  the  people  of  Thermopolis  cooperated 
by  raising  funds  for  a new  hospital  to  be  built 
in  conjunction  with  the  rehabilitation  center,  the 
Board  felt  that  they  should  have  a director  who 
was  trained  in  rehabilitation  procedures. 

Dr.  Yoder  came  to  Rochester,  sold  me  the  state 
of  Wyoming,  and  I assumed  the  planning  of  the 
center  with  the  help  of  my  colleagues  in  the  de- 
partment at  the  Mayo  Clinic.  We  believe  that  we 
shall  have  a very  adequate  plant  in  which  to 
work,  one  which  can  gradually  be  enlarged  in 
personnel  to  include  all  phases  of  the  team  ap- 
proach to  rehabilitation  which  is  required  by  the 
federal  government  when  it  appropriates  funds 
for  such  purposes.  This  includes  medical  super- 
vision which  I shall  supply;  physical  therapy 
which  will  be  furnished  by  physical  therapists.  In 
this  connection,  I should  mention  that  at  joint 
meetings  of  the  Society  for  Crippled  Children  and 
Adults  and  the  Gottsche  Board,  it  has  been  de- 
cided to  pool  to  some  extent  the  resources  of  your 
present  Easter  Seals  group  and  the  Gottsche  Re- 
habilitation Center,  they  to  make  use  of  our 
physical  facilities  and  we  to  depend  upon  them 
to  some  extent  for  the  patients  we  shall  have. 
In  this  regard,  you  may  continue  to  employ  their 
services  in  this  rehabilitative  work.  Should  their 
work  be  done  in  your  community,  you  will  still 
write  the  prescriptions  for  the  treatment,  but  if 
your  patient  is  treated  at  the  Gottsche  Rehabilita- 
tion Center,  such  therapy  will  be  under  my  di- 
rection and  supervision.  Frequent  reports  will  be 
made  to  you  as  you  would  expect  from  any  other 
specialty  field.  Other  services  not  now  available 
will  be  provided  for  your  patients  at  the  Center. 
In  the  team  approach,  the  Federal  Government 
requests  the  services  of  occupational  therapists, 
spech  therapists,  psychologists,  medical  cases 
workers,  a psychiatrist,  and  many  others.  We  do 
not  expect  to  have  all  of  these  specialists  at  the 
beginning  of  our  work,  but  we  hope  that  with 
your  cooperation  our  case  load  may  increase  suf- 
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Comments  by  investigators  on 


(Methocarbamol  Robins,  U.S.  Fatr  No.  2770640) 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
xmique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 

PUettSHEO  REFERENCES;  1.  Carpenter.  £.  B.;  Southern  Medical  Journal  51:627,  19S8. 
2.  Forsyth.  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Little,  J.  M.,  and  Truitt,  E.  B.,  Jr.:  J.  Pharm. 
& Exper.  Therap.  119:161,  1957.  4.  Morgan,  A.  M.,  Truitt.  E.  B.,  Jr.,  and  Little,  J.  M.:  J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374,  1957.  5.  O’Doherty,  D.  S..  and  Shields,  C.  D.;  J.A.M.A. 
167:160,  1958.  6.  Park,  H.  W.:  J.A.M.A.  167:168.  1958.  7.  Truitt.  E,  B.,  Jr.,  and  Patterson, 
R.  B..  Proc.  SOc.  Exper.  Bio.  & Med.  95:422.  1957.  8.  Truitt.  E.  B.,  Jr.,  Patterson.  R.  B., 
Morgan.  A.  5|>.p  and  Little,  J.  M.:  J.  Pharm.  & Exper.  Therap.  119:189,  1957. 

Supply:  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 


"In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able  side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  reloxaiits  . . 


A.  H.  ROBINS  CO.,  iNC.,  Richmond  20,  Vo. 

Ethical  Pharmaceuticals  of  Merit  since  1878 

Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm'  ^ 


CONDITION 


i NO.  ) 

1 PATIENTS  \ 


1 STUDY  T* 

“marked" 

1 Skeletal  muscle 

1 spasm  secondary  to 

1 acute  trouma 

33 

26 

1 STUDY  2^ 

“pronounced' 

1 Herniated  disc 

39 

25 

I Ligamentous  strains 

8 

4 

1 Torticollis 

3 

3 

I Whipiash  injury 

3 

2 

1 Contusions, 

1 fractures,  and 

I muscle  soreness 

1 due  to  accidents 

5 

3 

1 STUDY  3® 

“excellent'' 

1 Herniated  disc 

8 

6 

1 Acute  fibromyositis 

3 

8 

Torticollis 

1 

— 

STUDY  4® 

“significant" 

Pyramidal  tract 

and  acute  myalgic 

disorders 

30 

27 

TOTALS 

138 

104 

(75.3%) 

RESPONSE  j 


moderate  | slight 


13 

4 


28 

(20.3%) 


THE  JOURNAL 


Ameriersm  Hedieal  * 


"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm. 


THE  JOURNAL 

^Mfriroii  Ht4iral  Aintriation 


"In  no  instance  was  there  any 
significant  reduction  involuntary 
Strength  or  intensity  of  simple 
reflexes."® 


Soutfiav  . Ill 


Mekiiffoimiaf 


"This  study  has  demonstrated 
that  methocarbamol  (Roboxin)  is 
0 superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."* 
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ficiently  so  that  these  ancillary  services  can  soon 
be  added. 

Incapacitated  patients 

How  can  the  Gottsche  Center  fit  into  the  total 
picture  of  rehabilitation  in  the  State  of  Wyoming? 
First,  it  will  provide  an  entirely  new  medical 
facility  geared  to  the  restoration  of  chronically  in- 
capacitated patients  with  emphasis  on  making 
them  at  least  physically  independent,  capable  of 
self-care,  hence  less  of  a burden  to  their  families. 
As  a newcomer  to  your  state,  I am  unfamiliar  with 
the  status  of  nursing  homes  and  with  the  emphasis 
placed  on  rehabilitation  of  stroke,  polio,  cerebral 
palsy,  medical,  neurological,  and  neurosurgical 
problems.  As  a former  general  practitioner,  I am 
well  aware  of  the  usual  disposition  of  these  diffi- 
cult problems.  On  my  arrival  at  the  Clinic  some 
years  ago,  I was  astounded  to  see  ambulation  of 
cerebrovascular  accident  patients  as  early  as  forty- 
eight  hours  after  their  acute  episode.  That  wasn’t 
the  way  it  happened  in  my  practice  nor  in  those 
of  my  contemporaries  in  Michigan,  yet  here  were 
these  poor  helpless  people  attempting  to  walk 
with  a nearly  complete  hemiplegia.  In  a week’s 
time  they  were  doing  more  than  attempt  unless 
their  original  lesion  was  a very  severe  one.  I am 
sure  that  you  are  all  familiar  with  stroke  victims 
of  less  than  a 50-year  life  span  and  know  that 
these  patients  usually  live  out  a long  life  in  some 


nursing  home  or  state  operated  institution.  Many 
of  them  can  be  rehabilitated.  Those  are  the  pa- 
tients we  want  the  opportunity  to  treat.  We 
solicit  those  patients  of  whose  rehabilitation  you 
feel  uncertain.  If  you  can  adequately  treat  them 
in  your  own  community  and  feel  that  your  prog- 
ress with  them  is  satisfactory,  continue  to  treat 
them  at  home,  but  if  you  are  unable  to  mobilize 
their  extremities,  get  them  on  their  feet  and  make 
them  independent,  let  us  have  a try  at  them.  We 
can’t  help  them  all,  nor  can  we  keep  them  in 
Thermopolis  after  they  have  reached  the  peak  of 
their  rehabilitation. 

Community  visits 

During  the  coming  months  prior  to  the  open- 
ing of  the  Gottsche  Rehabilitation  Center,  I hope 
to  have  the  opportunity  to  visit  each  community 
in  the  state,  to  meet  and  visit  with  each  doctor 
and  discuss  with  him  his  problems  in  this  field. 
If,  as  I suspect,  you  have  patients  whose  rehabili- 
tation is  unsatisfactory  to  you,  I hope  that  you 
will  let  me  see  them  and  add  my  evaluation  of 
their  need  for  further  rehabilitative  procedures 
to  your  own.  If  possible,  I shall  bring  a physical 
therapist  with  me  in  the  hope  that  we  may  be 
able  to  help  the  operators  of  nursing  homes  to  a 
better  understanding  of  physical  therapy  pro- 
cedures. Most  of  such  operators  are  people  dedi- 
cated to  their  work  and  anxious  to  help  their 

continued  on  80 


fast,  effective  and  long-lasting  relief  from... 


general  use . . . 
in  general  practice 


BURNS  — sunburn,  cooking,  ironing 


PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 


ITCHING  — insect  bites,  poison  ivy,  pruritus 

The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


XYL.OCAINE® 

(brand  of  lidocaine*) 


OINTMENT  2.5%  & 5% 


*U.S.  PAT.  NO.  2,441,498 


MADE  IN  U.S. A. 
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for  unsurpassed  performance  at  the  clinical  level . . 


Achromycin 


Citric  Acid 


What 

these 

3 

ions 

mean 


to 

your 

patients 


CITRIC  ACID 
the 
additive 
choice 
of 

Lederle  Research 

H2-C-GOOH 
OH-C  - COOH 
H2-C  - COOH 


triple  assurance  of  maximum  antibiotic  potency 

In  developing  ACHROMYCIN  V.  Lederle  research  scientists 
aimed  for  patient  response  rather  than  laboratory  results,  and 
chose  citric  acid  for  its  outstanding  value  under  clinical  con- 
ditions. Citric  acid  is  unique  in  that  it  contains  THREE  free 
carboxyl  groups  in  every  molecule  to  combine  nith  the  metal- 
lic ions  which  interfere  with  gastrointestinal  absorption.  This 
activity  thus  leaves  the  pure  active  tetracycline  molecule 
available  for  full  absorption  and  rapid  action  at  the  site  of 
infection. 


Organization  cont.  from  74 


charges,  only  too  happy  to  learn  anything  which 
will  help  the  patient. 

So  far  we  have  considered  only  the  C.V.A. 
group.  We  shall  also  be  interested  in  cerebral 
palsies,  post-traumatic  injuries  which  fail  to  re- 
spond to  the  easy  mobilization  procedures,  post- 
polio patients  who  can  benefit  from  extended 
physical  therapy  procedures  and  occupational  train- 
ing, difficult  rheumatoid  arthritis  patients,  and 
many  others.  For  many  of  these  you  now  have 
insufficient  personnel  and  equipment  for  treat- 
ment. 

Let  me  again  emphasize  that  the  Gottsche  Re- 
habilitation Center  is  a new  medical  service  di- 
rected to  the  rehabilitation  of  patients  incapaci- 
tated through  injury,  disease  or  congenital  dis- 
abilities. It  has  been  built  as  a regional  institution 
requiring  funds  from  many  sources.  Without  the 
cooperation  of  the  people  of  Hot  Springs  County, 
parts  of  the  plan  would  have  been  abandoned. 
The  Federal  Government  participated  fully,  and 
Federal  funds  in  the  amount  of  more  than  $34,000 
were  forthcoming  from  the  State  of  Montana  when 
it  was  known  that  their  patients  might  participate 
in  those  services  which  might  not  be  available  at 
home.  Some  of  our  therapists  will  have  special 
training  in  the  rehabilitation  of  the  blind  in  order 
to  further  the  activities  of  the  adjacent  home  for 


the  blind.  We  hope  to  supplement  and  implement 
the  services  already  available  in  these  fields  and 
in  no  sense  to  infringe  upon  your  present  physi- 
cian-patient relationships.  With  your  help  we  can 
present  rehabilitation  opportunities  to  patients 
for  whom  such  services  may  be  either  limited  or 
unavailable.  Without  your  help  and  support  we 
cannot  hope  to  operate. 


Crook  County’s  only  physician  dies 

• Julius  F.  Clarenbach,  M.D.,  D.D.S.,  81,  Sundance, 
passed  away  at  Rochester,  Minnesota,  August  15, 
1958.  Dr.  Clarenbach  received  an  M.D.  degree 
from  Barnes  Medical  College,  St.  Louis,  Missouri, 
in  1902  and  a D.D.S.  degree  from  the  University 
of  Illinois  in  1911.  He  was  licensed  in  Wyoming 
the  year  of  medical  graduation  and  had  practiced 
in  Crook  County  for  fifty-six  years  (except  for 
the  two  years  spent  in  obtaining  a dental  degree). 
He  was  the  only  combination  physician  and  den- 
tist practicing  in  the  State  of  Wyoming.  A few 
years  ago  he  was  recognized  by  the  Wyoming 
State  Medical  Society  through  presentation  of  a 
fifty-year  practice  award. 

Dr.  Clarenbach  during  most  of  his  period  of 
residence  had  served  as  Crook  County  Health  Of- 
ficer and  Registrar  of  Vital  Statistics. 

He  is  survived  by  a son,  daughter  and  six 
grandchildren. 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2V2  grains) 

Caffeine  30  mg.  (V2  grain) 

Demerol  hydrochloride  ...  30  mg.  (V2  grain) 


Dm: 


1 or  2 tablets. 


Narcotic  blank  required. 


Potentiated  Pain  Relief 


WINTHROP  LABORATORIES 

New  York  18,  N.  Y,  • Windsor,  Ont. 


Demerol  (brand  of  meperidine),  trademark  reg.  U.S.  Pat,  Off. 
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whenever 

he 

starts 

to 


or  take- 

than  Delectavites. 
A real  treat . . . 


Rutin 12  mg. 

Calcium  Carbonate 12S  mg. 

Boron..... 0.1  mg. 

Cobalt 0.1  mg. 

Fluorine 0.1  mg. 

Iodine 0.2  mg. 


the  children’s  favorite  . . . 


Magnesium 3.0  mg. 

Manganese 1.0  mg. 

Molybdenum 1.0  mg. 


tops  with  adults,  too. 


Dose.-  One  Nugget  per  day 
Supplied-  Boxes  of  30-one 


WHrTE  LABORATORIES,  INO, 
KENILWORTH,  N.J. 


month's  supply 
Boxes  of  90-three 
months*  supply  or 
family  package. 


for  October,  1958 


81 


One  of  the  many  scientific  exhibits  included  a demonstration  of  technic  and  equipment  for  reducing 
Colles’  fractures,  presented  by  Dr.  Perry  M.  Berg,  M.D.,  of  Billings.  The  “patient”  is  Oscar  W.  Baltrusch, 
M.D.,  and  watching  are  Herbert  T.  Caraway,  M.D.,  incoming  President  of  the  Montana  Medical  Associa- 
tion, and  A.  J.  Marchello,  M.D.,  all  of  them  from  Billings.  Dr.  Berg  was  appointed  Montana  scientific 
editor  for  the  Rocky  Mountain  Medical  Journal  by  Dr.  Caraway. 


Herbert  T.  Caraway 
Billings 
President 


Leonard  W.  Brewer 
Missoula 
President-elect 


Montana  elects  officers 
at  annual  meeting 

Dr.  Herbert  T.  Caraway,  Billings,  succeeded  Dr. 
John  A.  Layne,  Great  Falls,  in  the  office  of  Presi- 
dent of  the  Montana  Medical  Association  at  the 
recent  Annual  Meeting  held  in  Billings,  September 
11-13,  1958.  Dr.  Leonard  W.  Brewer,  Missoula,  was 
elected  President-elect  of  the  Association.  He  will 
assume  the  office  of  President  at  the  Association’s 
Annual  Meeting  September,  1959. 

In  addition  to  the  above  elected  officers  the 
following  elections  were  recorded:  Vice  President, 
Raymond  F.  Peterson,  M.D.,  Butte;  Secretary- 
Treasurer  (re-elected),  T.  R.  Vye,  M.D.,  Billings; 
Assistant  Secretary-Treasurer  (re-elected),  Wil- 
liam E.  Harris,  M.D.,  Livingston;  Delegate  to  the 
American  Medical  Association,  Paul  J.  Gans,  M.D., 
Lewiston;  Alternate  Delegate  to  the  American 
Medical  Association,  S.  C.  Pratt,  M.D.,  Miles  City; 
Executive  Committee,  John  A.  Layne,  M.D.,  Great 
Falls,  and  Edward  S.  Murphy,  M.D.,  Missoula.  All 
of  the  foregoing  named  officers  comprise  the  Ex- 
ecutive Committee  of  the  Association. 
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University  of  Utah  medical  center  planned 

In  1957,  the  State  Legislature  authorized  con- 
struction of  a unified  medical  center  on  the  Uni 
versity  of  Utah  campus,  and  made  an  initial  ap- 
propriation of  funds  for  planning  and  construc- 
tion. This  new  plant  will  bring  together  under  one 
roof  the  many  activities  of  the  College  of  Medicine 
and  Nursing  now  housed  in  widely  scattered,  in- 
appropriate, temporary  buildings. 

Much  work  has  already  gone  into  preliminary 
plans  for  the  new  structure,  including  individual 
and  team  visits  to  other  medical  centers  of  the 
country,  visits  to  Salt  Lake  City  of  various  expert 
consultants,  full-time  services  of  a “space  analyst” 
experienced  in  medical  center  planning,  etc.  Fac- 
ulty committees  and  architects  are  now  working 
jointly  on  “preliminaries”;  soon  the  architects  will 
be  ready  to  undertake  intensively  the  big  task  of 
drawing  detailed  blueprints  for  this  complex  struc- 
ture. 

It  will  not  be  a large  or  expensive  building,  as 
medical  centers  go;  in  fact,  at  an  estimated  cost 
of  ten  million  dollars  for  construction,  and  two 


or  three  million  for  utilities,  landscaping  and 
equipment,  this  will  be  one  of  the  smallest  and 
least  costly  of  university  medical  centers  in  the 
United  States.  Nevertheless,  in  design  and  stream- 
lined efficiency,  it  will  be  one  of  the  best  and 
most  forward-looking. 

About  two-thirds  of  the  funds  needed  for  the 
project  are  in  hand  or  in  prospect.  A public  cam- 
paign is  now  being  initiated  to  raise  the  remainder. 

The  Colleges  of  Medicine  and  Nursing  have 
already  become  in  a very  real  sense  a medical 
center  for  the  Intermountain  West.  They  educate 
medical  and  nursing  students;  they  supply  trained 
physicians,  research  scientists,  trained  nurses,  and 
medical  technicians;  they  provide  postgraduate 
education  in  various  ways  for  practicing  physi- 
cians and  nurses;  they  serve  indirectly  to  elevate 
standards  of  professional  work  in  the  area;  they 
contribute  new  scientific  knowledge;  and  they 
offer  consultation  services  of  many  sorts.  Acqui- 
sition of  the  projected  new  plant  and  facilities  will 
enable  these  colleges  to  discharge  those  obligations 
more  effectively,  both  to  the  citizens  of  Utah  and 
to  the  people  of  neighboring  states  as  well. 

Utah  elects  new  officers 

I.  Bruce  McQuarrie,  Ogden  physician,  was 
elected  to  the  office  of  President-Elect  by  the 
delegates  of  the  Utah  State  Medical  Association 
at  the  Annual  Meeting  on  Wednesday,  September 
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10,  1958.  He  will  assume  the  presidency  at  the 
Association’s  Annual  Meeting  in  1959. 

Dr.  Ulrich  R.  Bryner  succeeded  Dr.  Reed  W. 
Farnsworth  as  the  new  President  for  1958-1959. 
Dr.  Farnsworth  was  accorded  a standing  ovation 
by  the  delegates  for  his  conscientious  devotion  to 
the  responsibilities  of  his  past  office. 

Dr.  J.  Poulson  Hunter,  Salt  Lake  City,  was 
re-elected  to  another  three-year  term  as  Secre- 
tary of  the  Association. 

Dr.  Drew  M.  Petersen,  Ogden,  was  re-elected 
to  a two-year  term  as  Speaker  of  the  House  of 
Delegates. 


Obituaries 

JULIAN  C.  HARDIE 

Julian  Carter  Hardie,  M.D.,  died  August  17 
from  causes  incident  to  age.  He  attended  Ham- 
mond Hall  School  in  Salt  Lake,  and  was  graduated 
from  the  University  of  Pennsylvania.  He  prac- 
ticed in  Salt  Lake  City  until  his  retirement  in 
1947. 

Dr.  Hardie  was  a member  of  the  Salt  Lake 
County  Medical  Society,  Utah  State  Medical  Asso- 
ciation and  the  American  Medical  Association. 

He  is  survived  by  his  widow,  two  sons,  two 
stepsons  and  a stepdaughter. 

WILKIE  H.  BLOOD 

Wilkie  H.  Blood,  M.D.,  Salt  Lake  pediatrician, 
died  August  7 of  a heart  ailment.  He  was  born  in 
Kaysville,  Utah,  and  attended  high  school  and 
Brigham  Young  College  at  Logan.  He  was  a teach- 
er in  religion  and  science  at  the  college,  and  later 
appointed  head  of  the  Department  of  Geology  and 
Mineralogy. 

In  1913  Dr.  Blood  moved  to  New  York  City 
where  he  entered  the  College  of  Physicians  and 
Surgeons  at  Columbia  University,  from  which  he 
received  his  M.D.  degree. 

Dr.  Blood  began  his  practice  in  Salt  Lake  City 
in  1918.  He  was  a member  of  the  Salt  Lake  County 
Medical  Society  and  Utah  State  Medical  Associa- 
tion. 


Obituary 

CHESTER  RUSSELL 

Dr.  Chester  Russell  died  at  his  home,  307  West 
Washington,  Artesia,  New  Mexico,  July  15,  1958. 
Dr.  Russell  was  a graduate  of  the  Class  of  1898, 
Barnes  Medical  College,  St.  Louis,  Missouri. 

Dr.  Russell  practiced  in  his  home  town  for  a 
number  of  years,  coming  to  New  Mexico  in  1910. 

Dr.  Russell  served  as  President  of  the  Pecos 
Valley  Medical  Society,  President  of  the  Eddy 
County  Medical  Society,  and  President  of  the  New 
Mexico  Medical  Society.  In  1955,  he  was  honored 
by  the  Medical  Society  by  being  named  “Doctor 
of  the  Year.” 


Do  you  adequately  protect 
the  health  of  your  athletes? 

With  another  year  started,  every  school  where 
students  participate  in  contact  sports  should 
re-evaluate  their  health  program  to  determine 
whether  they  meet  the  basic  standards  for  care 
of  their  athletes  as  recommended  by  the  Joint 
Committee  in  Health  Problems  of  the  A.M.A.  and 
N.E.A. 

Such  basic  standards  are  as  follows: 

1.  A careful  physical  examination  should  be 
required  of  all  athletes  before  participation — pref- 
erably on  a seasonal  basis,  although  an  annual 

continued  on  89 


CAMBY  Camby  says,  ''CAMBRIDGE  DAIRY  has  been 
producing  QUALITY  MILK  for  Denver  babies  since  1892."’ 

We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 

SKyline  6-3651  690  So.  Colorado  Blvd. 


86 


Rocky  Mountain  Medical  Journal 


. ■ , />.  r.,& 

;■  - i*  ; ■'i  ff' 


severe  pain 
fever 

g^ieral  malaise  of 
jsrarafory  infections 


3pbols 

OF 

PROVEN 

PAIN 

RELIEF 


gr.  V2 


gr.  Va 


gr.  Vb 


{U.S.A.)  INC.,  Tuckahoe,  Naw  York 


. .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

TABLOID’ 


EMPIRIN  COMPOUND' 


■1| 

I 


Acetophenetidin gr.  2^ 

Aspirin  (Acetylsalicylic  Acid) gr.  3^4 

Caffeine  , . ‘ gr. 


..from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital gr.  V4 

Acetophenetidin gr.  2^/4 


Aspirin  (Acetylsalicylic  Acid) gr.  3^4 


"'Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Organization  cont.  from  86 


examination  is  minimum. 

2.  A physician  should  attend  all  contests  where 
injuries  are  likely  to  occur. 

3.  An  ill  or  injured  player  should  not  be  re- 
admitted to  participation  without  the  written  rec- 
ommendation of  his  physician. 

4.  An  injured  athlete  returning  to  participation 
should  be  carefully  observed  for  any  residual 
trouble. 

5.  The  coach  should  be  competent  in  first  aid 
and  thoroughly  informed  on  sports  conditioning 
and  training. 

6.  In  case  of  any  apparent  serious  injury,  the 
player  should  be  given  immediate  medical  atten- 
tion by  a physician. 

7.  Every  school  should  have  a written  state- 
ment concerning  its  policy  on  responsibility  for 
injury  incurred  in  athletics.  This  policy  should  be 
known  to  all  participants,  their  parents,  and  other 
responsible  adults. 

8.  Obtain  best  possible  protective  equipment 
and  see  that  it  fits  properly. 

9.  Competition  should  take  place  only  between 
teams  of  comparable  ability. 

10.  No  games  should  be  played  until  players 
are  well  conditioned. 

11.  Playing  fields  should  meet  standard  re- 


quirements for  size,  surface,  and  safety. 

12.  Contests  should  be  selected  and  playing 
periods  adjusted  to  avoid  overtaxing  the  physical 
abilities  of  participants. 

It  cannot  be  overemphasized  that  the  well- 
being of  athletes  is  a joint  obligation  beginning 
with  the  parents  and  including  the  teachers,  school 
administrators,  athletic  directors,  and  coaches  as 
well  as  the  physicians  and  dentists  in  the  com- 
munity. 

Parents’  responsibility  includes  cooperation 
with  the  school  to  assure  a sound  program  of 
medical  supervision,  assistance  in  the  training 
rules  of  the  participant,  and  cooperation  with  the 
personal  physician  to  make  certain  that  an  athlete 
is  fit  to  undergo  the  rigors  of  play. 

The  team  physician’s  responsibility  is  to  know 
the  players,  be  present  at  contests  and  practice 
sessions  to  evaluate  injuries,  provide  immediate 
care  as  indicated,  referral  of  the  injured  to  proper 
specialists,  advise  the  coach  on  all  medical  matters, 
and  inform  player’s  family  at  once  of  any  serious 
or  potentially  serious  injury. 

The  school  administrators’  responsibility  is  to 
make  certain  the  athletic  program  conforms  to 
the  general  purposes  of  education,  cooperate  with 
local  Medical  Society  in  the  development  and 
follow-through  of  a sports  injury  program  and 
provide  optimum  protection  for  the  players. 

continued  on  92 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDASE 

STREPTOKINASE-STREPTODORNASE  LECEBIE 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY, 
Pearl  River.  New  York 


The  coach’s  responsibility  is  to  be  prepared  to 
recognize  and  properly  refer  injured  athletes  to 
appropriate  medical  or  dental  personnel,  make 
sure  players  follow  the  advice  of  their  physician, 
demand  high  standards  of  sportsmanship,  strict 
adherence  to  principles  of  good  health,  and  train- 
ing and  playing  rules  consistent  with  the  best 
traditions  of  organized  sports,  and  refer  all  deci- 
sions about  the  ability  of  an  athlete  to  continue 
play  to  the  attending  physician. 

If  you  feel  that  you  do  not  have  an  adequate 
program,  then  action  is  necessary  and  plans  should 
be  made  for  a sports-injury  conference.  Many 
such  conferences  have  been  held  throughout  the 
nation  in  the  last  two  years;  in  fact,  two  have  been 
held  at  the  Colorado  University’s  Medical  Center 
in  Denver  and  have  been  very  successful. 

To  accomplish  this,  contact  your  local  Medical 
Society  which  has  a School  Health  Committee  that 
will  be  happy  to  assist  you. 

Jack  D.  Bartholomew,  M.D. 

Chairman,  School  Health  Committee, 

Colorado  State  Medical  Society. 


Obituaries 

ROBERT  LEWIS 

Dr.  Robert  Lewis,  longtime  Denver  physician, 
died  Saturday,  August  16,  1958,  at  his  home  at 
1121  South  Williams  Street,  after  suffering  a heart 
attack.  He  was  74. 

Dr.  Lewis  was  born  May  5,  1884,  in  West  Vir- 
ginia. His  father.  Dr.  Joel  S.  Lewis,  was  surgeon- 
general  in  the  Confederate  Army.  Dr.  Lewis  grad- 
uated from  the  Louisville,  Kentucky,  School  of 
Medicine  in  1904;  received  his  M.D.  degree  in  1905. 

Dr.  Lewis  had  practiced  medicine  here  since 
1914.  He  was  to  be  honored  for  fifty  years  of 
practicing  medicine  at  the  Colorado  State  Medical 
Society’s  88th  Annual  Session,  in  Colorado  Springs, 
in  September,  1958. 

Dr.  Lewis  was  a member  of  the  Denver  and 
Colorado  State  Medical  Societies,  and  the  Ameri- 
can Medical  Association. 

GEORGE  S.  CATTERMOLE 

Dr.  Cattermole  died  Monday,  September  8, 
1958,  in  his  home  of  a heart  attack. 

Dr.  Cattermole  was  born  April  6,  1900,  at 
Boulder,  Colorado;  he  was  the  son  of  the  late  Dr. 
and  Mrs.  George  H.  Cattermole  of  that  city.  He 
graduated  from  the  Colorado  University  Medical 
School  in  1926  and  completed  his  internship  at 
St.  Luke’s  Hospital  in  Denver. 

Dr.  Cattermole  was  a fellow  in  the  Interna- 
tional College  of  Surgeons  and  a member  of  the 
American  Medical  Association,  Colorado  State  and 
Denver  Medical  Societies. 
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In  potentially- 
serious 
infections . . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 


CROSS 

SHIELD 


You  and  your  Blue  Shield 
“savings  bank” 

To  understand  what  is  happening  today,  it  is 
usually  necessary  to  recall  what  happened  yes- 
terday. So  Dr.  Russell  B.  Carson,  President  of 
Florida’s  Blue  Shield  Plan,  reminds  us  that  “Blue 
Shield  was  born  of  two  parents — economic  neces- 
sity and  self-preservation.” 

Economic  necessity  of  the  patient,  who  needed 
medical  care,  wanted  to  pay  for  it  himself  and  to 
the  doctor  of  his  own  choice. 

Self-preservation  for  the  doctor,  from  the  bank- 
ruptcy of  uncollectible  bills — and  from  domination 
by  the  welfare  state. 

Dr.  Carson,  in  his  address  before  the  1958 
National  Blue  Shield  Professional  Relations  Con- 
ference, compared  Blue  Shield  to  a savings  bank, 
in  which  the  patient  places  regular  deposits  against 
the  day  when  he  needs  money  to  pay  for  medical 
care. 

From  the  doctor’s  viewpoint.  Dr.  Carson  pointed 
out,  “this  savings  bank  became  an  extension  of 


our  own  front  offices  because  it  was  maintained 
by  our  own  Board  of  Trustees.  We  do  our  own 
collecting  and  disbursing  without  deduction  of  a 
profit  and  without  interference  from  any  third 
party  telling  us  how,  when,  or  to  whom  the  dis- 
bursement should  be  made.  We  doctors  had,  or 
should  have  had  . . . control  of  these  savings 
banks.” 

But  if  we  doctors  are  to  benefit  from  Blue 
Shield,  we  must  take  an  active,  responsible  interest 
in  our  Plans.  And  if  we  want  our  patients  to 
continue  making  their  deposits  in  the  Blue  Shield 
Bank,  then  we  must  demonstrate,  day  after  day, 
that  both  Blue  Shield  and  its  sponsoring  physi- 
cians are  serving,  first  and  foremost,  the  welfare 
of  our  patients  and  the  public. 

The  role  of  the  doctor,  says  Dr.  Carson,  “must 
be  that  he  once  again  become  an  integral,  inter- 
ested, cooperating  part  of  the  idea  and  ideals  of 
the  Plan.” 


What  must  we  do  to  be  saved? 

There  is  increasing  awareness  the  country  over 
that  the  Forand  Bill  confronts  medicine  with  some 
problems  that  are  as  dangerous  as  they  are  deli- 
cate. 

Speaking  at  a national  Blue  Shield  conference 
lately.  Dr.  Howard  N.  Simpson  of  Springfield, 
Massachusetts,  said:  “A  very  serious  problem 

continued  on  100 
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over  70  years  we  have  maintained  and  utilized 
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debilitated 


• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 


for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capsules  (250  mg:./250,000  u.).  bottles 
of  16  and  100.  ’Hali-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100-  Suspension  (125  mg./125,000 
u.),  2 02.  bottles.  Pediatric  Drops  (100 
mgr./100,000  u.),  10  cc.  dropper  bottles,' 


Squibb 


Squibb  Quality— 

the  Priceless  Ingredient 


'HYSTECON,'*  'MYCOSTATIN-.*  AND  'SuMYCIN'  ARC  SQuiee  TRAOCMARKS 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


V 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 
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Monilial  overgrowth  (rectal  swab) 

None  ^ Scanty  ^ Heavy 

Childs.  A.  J.:  British  M.  J.  1;660  1956. 
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there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prim*' 
ipndary  fibrositis 

^^rly  rheumatoid  a 
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more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inffammatory  effect  of  !ow-dosage 
corticosteroid’ . . . additive  anti  rheumatic  action  of 
corticosteroid  plus  salicylate®"®  brings  rapid  pain 
relief:  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects’"®  , . . reduces  possibility  of  residua! 
injury  . . . simple,  flexible  dosage  schedule 

THERAPY  Sitt  JN.0IVI0UALIZEO 

acute  eonditions:  Two  or.  three  tablets  four  times  daily.  After 
desired  response  is  obtained,,  graduaily  reduce  daily  dosage 
and  then  discontinue.  •.  . ■ 

subasute  or  chronic  conditions;  (nttiaiiy  as  above.  When  sat- 
isfactory control'  IS  . obtained,  .gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.'  For  best 
results  administer  after  meats  and  at  bedtime, 

precautions;.  Because,  siomaueh.  contains  prednisone,  the- 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  a%o  to  the  use  of  sismasen- 


case 


Composition 

METiCORTEN®  (prednisone) 

Acetylsalicylic  acid  

Aluminum  hydroxide  

Ascorbic  acid  


0.75  mg. 
325  mg. 
75  mg. 
20  mg. 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D„  et  ai.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D„  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc,  12:326.  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker. 
R.  B.:  Panel  Discussion.  Ohio  State  M.  J,  52:1037, 19^6. 
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exists  to  find  ways  of  financing  the  medical  care 
of  older  citizens.  It  is  a matter  that  has  been 
developing  rapidly  for  years,  yet  organized  medi- 
cine waits  for  a politician  to  grab  the  ball  and 
looks  horrified  when  he  starts  to  run  with  it. 
. . . If  what  we  believe  in  is  to  survive,  it  will 
not  do  so  simply  because  we  are  high-minded, 
and  wish  it  to  survive.  Nor  will  it  do  so  because 
we  give  it  lip  service,  or  our  daily  blessing.  . . . 
We  must  discard  old  plans  . . . and  adopt  new 
tactics  and  new  weapons.  . . .” 

In  a similar  vein,  referring  specifically  to 
medicine’s  responsibility  for  Blue  Shield  and  its 
opportunity  to  utilize  Blue  Shield  for  greater 
service  to  the  public,  another  Massachusetts  col- 
league, Dr.  Charles  H.  Bradford  of  Boston,  wrote 
recently:  “We  must  stop  focusing  our  thoughts 
childishly  on  income  levels  and  fee  schedules; 
we  must  stop  bickering  and  yammering.  We  must 
grasp  the  larger  significance  of  the  splendid  or- 
ganization that  we  have  built  up  in  the  last 
twenty  years.  . . .” 

Ten  years  ago,  when  the  “Fair  Deal”  put  on 
a drive  to  enact  a plan  for  national  compulsory 
health  insurance,  the  existence  of  Blue  Shield, 
even  though  only  in  a late  gestative  state,  was  a 
crucial  factor  in  persuading  the  people  to  reject 
socialized  medicine. 
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Casting  about  for  some  constructive  alterna- 
tive to  governmental  action  in  this  area,  some 
doctors  have  been  heard  to  ask:  “What  is  Blue 
Shield  going  to  do  to  meet  the  challenge  of  the 
Forand  Bill?”  To  which  Blue  Shield’s  answer  is: 
“What  does  medicine  want  us  to  do?  What  is 
medicine  willing  to  do — through  Blue  Shield — to 
meet  this  very  acute  and  special  need?  Blue 
Shield  stands  ready  to  serve  you,  doctor,  to  act 
at  your  command.  . . . But  the  flight  plan  or  the 
marching  orders  must  come  from  you.” 


New  Books  Received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

The  Parents*  Guide  to  Everyday  Problems  of  Boys  and  Girls; 
Helping  Your  Child  From  5-12:  By  Sidonie  Matsner  Gruenberg. 
New  York,  Random  House,  1958.  Price:  $4.95. 

Dietary  Prevention  and  Treatment  of  Heart  Disease:  By 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 
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RATE 
RECOVERY 

WITH 


VARIDAS 

STRfPTOKmASt-SIRtPTOOORNASE 


LEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY, 
Pearl  River.  New  York 


John  W.  Gofman,  M.D.,  Alex  V.  Nichols,  Ph.D.,  and  E. 
Virginia  Dibbin.  New  York,  G.  P.  Putnam’s  Sons,  1958.  Price: 
$3.95. 

Clinical  Enzymology:  Edited  by  Gustav  J.  Martin,  Sc.D. 
Boston,  Little,  Brown  Co.,  1956.  Price:  $6.00. 

Diagnostic  Medical  Parasitology:  By  Edward  K.  Markell,  M.D., 
and  Marietta  Voge,  Ph.D.  Philadelphia,  W.  B.  Saunders  Co., 
1958.  Price:  $7.00. 

Correlative  Neuroanatomy  and  Functional  Neurology:  By 
J.  G.  Chusid,  M.D.,  and  J.  J.  McDonald,  M.D.  9th  edition. 
Los  Altos,  Calif.,  Lange  Medical  Publications,  Inc.,  1958. 
Price:  $4.50. 

A Primer  on  Common  Functional  Disorders:  By  Jack  W. 
Fleming,  M.D.  Boston,  Little,  Brown  Co.,  1958.  Price:  $5.00. 

Review  of  Physiological  Chemistry:  By  Harold  A.  Harper, 
Ph.D.  6th  edition.  Los  Altos,  Calif  , Lange  Medical  Publica- 
tions, Inc.,  1958.  Price:  $4.50. 

Clinical  Obstetrics  and  Gynecology,  Vol.  1,  No.  2,  June  1953. 
L.  M.  Heilman,  ed.:  Toxemias  of  Pregnancy;  R.  A.  Kimbrough, 
ed.:  Fibromyomas  of  Uterus.  N.  Y.,  Hoeber-Harper,  1958. 
Price:  $18.00  for  four  numbers. 

Electrocardiography:  By  Michael  Bernreiter,  M.D.  Philadel- 
phia, J.  B.  Lippincott  Co.,  1958.  Price:  $5.00. 

Health  for  the  American  People;  a Symposium:  Published 
for  the  Massachusetts  Memorial  Hospitals  by  Little,  Brown  & 
Co.  Boston,  1956. 

Therapeutic  Uses  of  Adhesive  Tape:  Published  by  Johnson  & 
Johnson,  2nd  edition,  1958. 

Diseases  of  the  Esophagus:  By  J.  Terracol,  Professor  of  Fac- 
ulty of  Medicine  of  Montpellier,  France,  and  Richard  H. 
Sweet,  Associate  Clinical  Professor  of  Surgery,  Harvard  Medi- 
cal School.  Philadelphia,  W.  B.  Saunders  Co.,  1958.  Price: 
$20.00. 

Handbook  of  Medical  Treatment:  By  M.  J.  Chatton,  M.D., 
Sheldon  Margen,  M.D.,  and  Henry  Brainerd,  M.D.  6th  edition. 
Los  Altos,  Calif.,  Lange  Medical  Publications,  1958.  Price: 
$3.50. 

Physician’s  Handbook:  By  M.  A.  Krupp,  M.D.;  N.  J.  Sweet, 
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GOUT-THE  DIAGNOSTIC  PROBLEM 


ARTHRITIS... 

OR 

GOUTP 


Clinical  “curiosity”  rather  than 
clinical  “instinct”  is  the  key 
to  accurate  diagnosis  of  gout. 
Visible  manifestations  may  not 
appear  until  late  in  the  course 
of  the  disease.  Moreover,  the 
patient’s  description  of  the  pain 
and  the  site  of  the  pain  may  not 
differ  markedly  from  other 
articular  disorders. 

THE  FOLLOWING  FINDINGS  ARE  HIGHLY 

INDICATIVE  OF  GOUT:  (1)  Tophaceous 
deposits  resulting  in  irregular, 
asymmetrical  deformity  of  joints; 
(2)  Elevated  serum  uric  acid  levels 
(above  6 mg.%) ; (3)  Pain  relief 
ivith  colchicine.  When  findings  sug- 
gest gout,  therapy  with  ‘Benemid’ 
should  be  started  immediately. 

BENEMID®-AN  EFFECTIVE  URICOSURIC 
ASEATT 

‘Benemid’  is  firmly  established 
as  an  effective  and  exceptionally  saj.. 
uricosuric  agent.  ‘Benemid’ 
approximately  doubles  the 
excretion  of  uric  acid ; reduces 
serum  uric  acid  levels  toward 
normal ; often  prevents  formation 
of  new  tophi,  and  gradually 
mobilizes  existing  uric  acid 
deposits ; minimizes  incidence  and 
severity  of  future  attacks. 

‘Benemid’  is  of  remarkably  low 
toxicity— usually  so  low  as  to  be 
clinically  insignificant— even  in 
patients  who  have  been 
on  uninterrupted  therapy  for  almost 
a decade.  The  uricosuric  effects 
of  salicylates  and  ‘Benemid’  are 
mutually  antagonistic  and  these 
compounds  should  not  be 
used  together. 


RECOMMENDED  DOSAGE:  0.25  Gm. 

(1/2  tablet)  twice  daily  for  one  week 
followed  by  1 Gm.  (2  tablets)  daily 
in  divided  doses. 

MERCK  SHARP  & DOHME 

PROBENECID 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


BENEMID 


A SPECIFIC  FOR  GOUT 


Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 
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M.D.;  Ernest  Jawetz,  M.D.;  and  C.  D.  Armstrong,  M.D.  10th 
edition.  Los  Altos,  Calif.,  Lange  Medical  Publications,  1958. 
Price;  $3.00. 

Ciba  Foundation  Symposium;  The  Cerebrospinal  Fluid;  Pro- 
duction, Circulation  and  Absorption.  Boston,  Little,  Brown  & 
Co.,  1958.  Price;  $9.00. 

Physical  Diagnosis:  By  F.  Dennette  Adams,  M.D.  14th  edition. 
Baltimore,  Williams  & Wilkins  Co.,  1958.  Price;  $12.00. 

Obstetrical  Practice:  By  A.  C.  Beck,  M.D.,  and  A,  H.  Rosen- 
thal, M.D.  7th  edition.  Baltimore,  Williams  & Wilkins,  1958. 
Price;  $14.00. 

A Doctor  Speaks  His  Mind;  By  Roger  1.  Lee,  M.D.  Boston, 
Little,  Brown  & Co.,  1958.  Price;  S3.00. 

Cold  Injury,  Ground  Type:  Medical  Department  of  the  U.  S. 
Army  in  World  War  II.  Washington,  Government  Printing 
Office,  1958.  Price;  $6.25. 

Ideals  in  Medicine;  A Christian  Approach  to  Medical  Practice; 
By  Vincent  Edmunds,  M.D.,  M.R.C.P.,  and  C.  Gordon  Scorer, 
M.B.E.,  M.D.,  F.R.C.S.  Chicago,  Christian  Medical  Society 
(London,  Tyndale  Press),  1958.  Price;  $3.00. 

Negroes  and  Medicine:  By  Dietrich  C.  Rietzes.  Cambridge, 
Published  for  the  Commonwealth  Fund  by  Harvard  University 
Press,  1958.  Price:  $7.00. 


Book  Reviews 

Alcoholism;  A Treatment  Guide  for  General  Practitioners; 
By  Donald  W.  Hewitt,  M.D.  Philadelphia,  Lea  & Febiger, 
1957.  112  p.  Price:  $3.00. 

This  very  short  and  concise  book  has  been 
written  by  Dr.  Hewitt,  who  is  at  present  the  chief 
medical  advisor  to  the  Charity  Alcoholic  Rehabili- 
tation Center  in  Los  Angeles,  California.  Dr. 
Hewitt  has  had  much  experience  working  with 


the  alcoholic  patient  and  has  been  able  to  present 
many  of  his  thoughts  and  findings  in  such  a way 
that  the  general  practitioner,  who  is  usually  the 
first  to  come  in  contact  with  these  patients,  can 
have  a good  understanding  of  the  various  aspects 
of  this  problem. 

Dr.  Hewitt  has  had  some  brief  training  in 
psychiatry  but  his  writing  is  from  a general 
physician’s  point  of  view.  He  attempts  to  identify 
the  various  aspects  of  the  care  of  the  alcoholic 
patient  in  the  manner  of  understanding  what 
really  is  alcoholism  and  what  constitutes  a prob- 
lem and  how  to  understand  the  patient.  He  also 
deals  with  the  medical  management,  follow-up 
and  pitfalls  in  the  care  of  patients  suffering  from 
this  problem.  Dr.  Hewitt  also  gives  his  views  on 
Antabuse  therapy  and  the  psychotic  states  found 
as  complications  of  alcoholism. 

In  general,  this  is  a book  that  will  offer  much 
to  the  physician  who  is  working  with  the  alco- 
holic patient,  and  because  of  its  brief  nature  can 
be  of  help  to  those  in  ancillary  fields  and  yet  not 
be  too  overwhelming  in  the  technical  manner. 

W.  W.  McCaw,  Jr.,  M.D. 

Urological  Surgery:  By  Austin  Ingram  Dodson,  M.D.,  FACS. 
3d  edition.  St.  Louis,  C.  V.  Mosby  Company,  1956.  868  p. 
Price:  $20.00. 

This  book  is  now  in  its  third  edition.  It  needs 
no  introduction  to  urologists  and  other  practition- 
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ers  doing  genito-urinary  surgery  who  have  for 
many  years  made  frequent  use  of  its  contents. 
Although  the  book  is  not  all-inclusive,  the  author 
presents  more  than  one  approach  to  many  surgical 
problems,  drawing  on  his  vast  experience  as  a 
genito-urinary  surgeon. 

One  of  the  finest  features  of  this  edition  is  the 
numerous  illustrations  which  give  a pictorial  ac- 
count of  the  concise,  well-written  text.  This  book 
is  a “must”  for  any  physician  doing  urological 

surgery.  Thomas  E.  Kilfoyle,  M.D. 

Pathology:  By  W.  A.  D.  Anderson  (Editor),  M.A.,  M.D.. 
F.A.C.P.,  F.C.A.P.,  Professor  of  Pathology  and  Chairman  of 
the  Department  of  Pathology,  University  of  Miami  School 
of  Medicine;  Director  of  the  Pathology  Laboratories,  Jackson 
Memorial  Hospital,  Miami,  Florida.  Third  edition.  35  con- 
tributors. 1,402  p.  C.  V.  Mosby  Company,  St.  Louis,  1957. 
Price:  $16.00. 

The  third  edition  of  this  encyclopedic  textbook 
covers  all  phases  of  pathology,  often  in  minute 
detail,  including  full  treatment  of  often  neglected 
subjects — Skin  (58  pp);  Organs  of  Special  Senses 
(35  pp),  the  latter  by  that  stalwart  master  patholo- 
gist, Col.  J.  E.  Ash,  former  Director  of  the  Army 
Institute  of  Pathology;  Bones  and  Joints  (84  pp) 
by  Granville  A.  Bennett;  and  The  Nervous  System 
(78  pp)  by  Jeff  Minckler. 

In  this  latest  preface  the  editor  states:  “We 
should  all  be  students  of  pathology  throughout 
our  lives  as  physicians.  An  attempt  to  provide  a 


guide  for  the  beginning  student  to  the  subjects  of 
primary  and  lesser  importance  is  found  in  the 
use  of  larger  and  smaller  sizes  of  type.  Many  of 
the  subjects  or  conditions  included,  usually  in 
smaller  type,  are  designed  to  make  the  book  useful 
as  a reference  tool  for  more  advanced  students, 
or  for  pathologists  and  other  practicing  physi- 
cians.” 

The  general  plan  of  the  book  has  been  con- 
tinued, with  the  employment  of  the  two-column 
page  and  the  use  of  fine  print  in  great  plenty, 
permitting  a thorough  coverage  of  all  phases  of 
pathology  within  the  limitations  of  a single  vol- 
ume. In  fact,  the  forty-five  chapters  in  the  present 
volume  occupy  a lesser  number  of  pages  than  the 
previous  edition. 

We  quote  again  from  the  editor,  in  the  preface 
to  the  third  edition:  “Several  parts  have  been 
completely  rewritten,  others  have  been  rewritten 
in  varying  degree,  and  some  have  been  revised 
either  to  change  balance  of  presentation  or  to 
incorporate  important  advances  of  knowledge.  Al- 
though some  subjects  have  been  significantly 
shortened,  the  number  of  illustrations  has  been 
increased.  The  extensive  bibliographies  have  been 
brought  up  to  date.” 

This  text  is  certainly  in  the  category  of  re- 
quired equipment  for  all  students  and  practitioners 
of  medicine,  and  to  the  pathologist  a vade  mecum. 

Chas.  Bowdon  Kingry,  M.D. 

continued  on  next  page 
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Orthopedics  for  the  General  Practitioner:  By  William  E. 
Kenney,  M.D.,  Orthopaedic  Surgeon,  Truesdale  Hospital; 
formerly  Instructor  of  Orthopaedic  Surgery,  Yale  University 
School  of  Medicine,  New  Haven,  Conn.;  and  Carroll  B.  Larson, 
M.D.,  F.A.C.S.,  Professor  of  Orthopaedic  Surgery  and  Chair- 
man of  the  Department  of  Surgery,  State  University  of  Iowa, 
Iowa  City,  Iowa.  St.  Louis,  C.  V.  Mosby  Company,  1957.  413  p. 
Price;  $11.50. 

This  volume  is  dedicated  to  “The  Hard  Working 
General  Practitioner,”  with  hope  that  it  will  guide 
him  in  his  orthopaedic  problems  and  lighten  his 
burden.  According  to  the  Preface,  “This  book  is  so 
organized  that  the  doctor  can  refer  to  that  chapter 
dealing  with  the  anatomic  location  pointed  out  by 
the  patient  (for  example,  the  knee)  and  there  find 
a list  of  usual  complaints  pertaining  to  such  a 
location,  with  a likely  diagnosis  noted  opposite 
the  complaint;  also  will  be  found  page  references 
to  the  description  of  these  conditions,  ways  and 
means  of  establishing  diagnosis,  and  treatment. 
Those  areas  which  might  contain  special  difficul- 
ties or  hidden  dangers  have  also  been  indicated.” 
The  tables  point  out  the  obvious  (under  the  com- 
plaint “Foot  deformed,”  the  likely  diagnosis  is 
“Clubfoot”),  but  they  are  not  likely  to  be  helpful 
in  the  diagnosis  of  more  obscure  conditions.  The 
general  practitioner  sincerely  interested  in  the 
treatment  of  general  orthopaedic  problems  and  of 
fractures  will  probably  be  disappointed  to  find 
that  the  treatment  is  not  detailed,  and  that  the 
authors’  own  methods  could  have  been  empha- 


sized more,  with  less  comment  on  what  “some 
orthopaedists”  do.  He  may  also  be  somewhat  dis- 
mayed to  find  such  things  as  a detailed  description 
of  the  operative  procedure  for  a triple  arthrodesis 
of  the  foot  included  in  the  section  for  the  treat- 
ment of  clubfoot.  I doubt  that  this  is  often  carried 
out  as  a general  practitioner’s  form  of  treatment. 

This  volume  is  adequately  illustrated,  though 
it  is  difficult  to  see  the  value  of  seventeen  pages 
of  cartoons  illustrating  such  physiotherapy  activi- 
ties as  typing,  cord  knotting,  and  the  use  of  the 
telephone.  Many  of  the  illustrations  are  taken 
from  Calderwood’s  Orthopedic  Nursing,  published 
by  the  C.  V.  Mosby  Company  in  1957. 

The  value  of  this  book  would  appear  to  be 
not  for  the  general  practitioner  interested  in 
undertaking  the  treatment  of  orthopaedic  condi- 
tions, but  for  the  student  interested  in  obtaining 
a general  view  of  the  orthopaedic  and  fracture 
treatment.  For  the  student,  it  will  be  an  interest- 
ing, well  written  and  informative  text. 

William  F.  Stanek,  M.D. 

Clinical  Gastroenterology:  By  Eddy  D.  Palmer,  M.D.,  F.A.C.P. 
New  York,  Paul  Hoeber,  1957.  630  pages.  Price:  $18.50. 

This  modern  survey  of  gastroenterology  was 
written  by  a man  with  broad  knowledge,  a fresh 
viewpoint,  and  the  knack  of  making  his  text 
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memorable  through  the  choice  of  words.  Written 
for  the  clinician,  there  is  no  overwhelming  bibli- 
ography, and  controversial  material  is  presented 
only  when  necessary  to  point  up  the  problems 
involved  in  bedside  management.  Colonel  Palmer 
is  Consultant  in  Gastroenterology  to  the  Surgeon 
General  of  the  U.  S.  Army  and  the  huge  experi- 
ence of  his  years  at  Walter  Reed  Hospital  are 
freely  drawn  on  in  the  statistical  material  and 
the  experience  quoted.  Most  remarkable  of  all 
is  the  author’s  use  of  the  English  language,  which 
serves  to  help  fix  in  the  reader’s  mind  the  pearls 
of  wisdom  contained  in  the  reading.  His  fresh, 
pithy  mode  of  expression  is  one  of  the  outstanding 
features  of  the  work. 

Colonel  Palmer  is  psychodynamically  oriented, 
but  not  to  the  extent  of  becoming  a diagnostic 
and  therapeutic  nihilist.  He  is  perceptive  and 
knowledgeable  enough  to  make  short  shrift  of  the 
medical  fads  of  the  less  subtle:  prolapsed  gastric 
mucosa,  duodenitis,  amebamania  and  the  like  are 
dealt  with  summarily.  He  takes  the  “colitis”  out 
of  the  irritable  colon  syndrome  and  shows  it  up 
as  a functional  disturbance,  not  an  inflammation. 
He  puts  the  duodenal  ulcer  back  in  the  patient 
as  a whole  rather  than  relegating  it  to  the  duo- 
denum alone:  he  treats  the  patient  as  an  indi- 
vidual with  “more  philosophy  and  less  technol- 
ogy.” 


For  immediate  cough  control 

CITRA  FORTE  SYRUP 

. . . Most  powerful  and  effective  cough  suppressant  available!  (5.0  mg. 
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rant). Prompt— prolonged— yet  economical  cough  therapy. 

Dosage  — 1 or  2 teaspoonfuls  every  S-U  hours. 

CITRA  SYRUP..  .For  relief  of  minor  coughs  (contains 
1.67  mg.  dihydrocodeinone/teaspoon) . 
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CITRA  CAPSULES..  . For  immediate  relief  from  most 
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All  in  all  it  is  a most  commendable  work,  and 
this  reviewer  was  hard  put  to  imagine  any  prac- 
titioner who  could  not  learn  something  from  its 
pages.  When  one  considers  the  youth  of  the 

author,  this  is  no  mean  feat. 

Marshall  A.  Freedman,  M.D. 

Bedside  Diagnosis;  By  Charles  Seward,  M.D.,  F.R.C.P.  4th 

edition.  Baltimore,  Williams  & Wilkins,  1957.  430  p.  Price: 

$5.00. 

One  of  the  greatest  problems  for  medical  stu- 
dents when  thinking  of  diagnoses  is  to  organize 
their  thoughts  in  a reasonable  manner.  “The 

Merck  Manual”  helps  to  some  extent.  McBride’s 
“Signs  and  Symptoms”  goes  into  the  pathology 
and  physiology  of  many  of  the  processes  that  a 
student  or  a physician  must  consider.  However, 
in  both  of  these,  the  clarity  of  organization  of 
ideas  and  the  development  of  the  ability  to  see 
the  relationship  between  symptoms  and  disease 
remains  largely  with  the  student. 

The  British  text,  “Beside  Diagnosis,”  by 
Seward,  combines  the  better  ideas  found  in  the 
previous  two  books  and  presents  them  in  such 
a manner  that  it  is  easier  for  the  student  to  follow 
a clear  line  of  reasoning.  It  is  interesting  to  note 
that  the  entire  first  chapter  is  devoted  to  discus- 
sion of  “psychogenic  symptoms.”  This  is  rather 
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“The  medicine  has  cured  you,  Mr.  Parker  — now 
to  find  a cure  for  the  medicine." 


unusual,  since  the  most  modern  textbooks  of  medi- 
cine usually  place  a small  chapter  on  this  topic 
at  the  end  Of  the  book  as  an  afterthought. 

The  text  covers  several  regional  topics,  such 
as  head,  thoracic,  abdominal  symptoms,  etc.,  and 
then  goes  on  to  discuss  the  factors  involved  in 


symptoms  of  more  general  systemic  importance 
such  as  cough,  dysphagia,  or  pyrexia.  Each  chapter 
is  headed  by  a synopsis  of  causes  in  which  the 
various  factors  producing  the  topic  under  discus- 
sion are  listed  in  outlined  form.  For  instance, 
under  the  topic  of  “umbilical  pain,”  the  causes 
are  considered  under  the  three  major  classifica- 
tions of  abdominal  wall,  extra-abdominal,  and 
intra-abdominal  causes.  After  the  synopsis,  there 
is  in  each  chapter  a brief  but  thorough  discussion 
on  the  physiology  of  the  causes.  Next,  the  diag- 
nostic approaches  are  summarized  before  going 
into  the  specific  items  by  outlined  headings. 

I am  sure  many  physicians  have  run  up  against 
a puzzling  symptom  or  set  of  symptoms  and  have 
found  these  difficult  to  resolve.  Oftentimes,  the 
organization  and  information  found  in  a handbook 
such  as  this  is  all  that  is  necessary  to  help  arrive 
at  a diagnosis.  An  item,  which  by  no  means  de- 
tracts from  its  great  usefulness,  is  the  fact  that 
this  is  one  of  the  least  expensive  medical  books 

available.  ^ i n/r  t-w 

L.  H.  Pmkers,  M.D. 


Human  Infertility:  By  C.  Lee  Buxton,  M.D.,  and  Anna  L. 
Southam,  M.D.  N.  Y.,  Hoeber-Harper,  1958.  229  p.  Price:  $7.50. 

“Human  Infertility”  is  a 200-page  monograph 
written  by  C.  Lee  Buxton,  M.D.,  Professor  and 
Chairman  of  the  Department  of  Obstetrics  and 
Gynecology,  Yale  University  School  of  Medicine, 
assisted  by  Anna  L.  Southam,  M.D.,  Director  of 
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Technical  Pamphlet,  “Facts  about  MAZOLA  Corn  Oil," 
also  available.  Provides  technical  information  on  chemi- 
cal and  physical  properties.  Check  here  if  you  wish  a 
copy  of  this  pamphlet.. . 
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Sloane  Hospital  Infertility  Clinic.  This  treatise  is 
based  on  conclusions  drawn  from  experiments 
with  2,000  infertility  patients.  The  subject  matter 
covers  all  phases  of  sterility  work,  with  emphasis 
on  the  male  factor  and  psychological  implications. 
Good  case  records  are  brief  and  point  up  neglected 
factors  such  as  previous  acute  appendicitis  as  a 
cause  of  sterility. 

The  subject  matter  is  complete  and  concise  ex- 
cept for  undue  wordiness  concerning  fringe  ma- 
terial. The  chapter  on  factors  influencing  fertility 
potential  depends  too  much  on  statistics  involving 
extreme  variables,  and  too  little  on  the  author’s 
general  impressions  which  are  otherwise  excellent 
and  practical.  Chapter  10,  on  endometrial  inter- 
pretations, is  out  of  character  for  a clinical  mono- 


graph. Physical  characteristics  leave  little  to  be 
desired.  The  reliability  of  such  extensive  investi- 
gations is  unquestionable  and  provides  for  in- 
formative reading  to  one  who  is  interested  in  a 
very  difficult  but  practical  problem. 

R.  L.  Eastman,  M.D. 

Practical  Use  of  the  Office  Laboratory  and  X-ray;  Including 
the  Electrocardiograph:  By  Paul  Williamson,  M.D.  St.  Louis, 
C.  V.  Mosby  Co.,  1957.  323  p.  Price:  $10.75. 

Paul  Williamson’s  “Practical  Use  of  the  Office 
Laboratory  and  X-ray”  is  a book  which  defies 
categorization.  It  seems  that  this  book  is  less  a 
manual  of  technic  and  more  a discussion  of  the 
particular  practices  which  Dr.  Williamson  has  de- 
veloped in  his  own  laboratory  over  a period  of 
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"Stop  me  if  you've  heard  this  one  . . 


years.  Many  of  the  chapters  are  useful  in  the 
training  of  an  unskilled  worker  as  a fairly  ade- 
quate laboratory  technician.  This  is  especially  true 


in  the  sections  on  the  use  of  counting  chambers; 
urinalyses;  observations  on  blood,  both  physical 
and  microscopic;  and  sputum.  The  sections  on 
feces,  office  micology,  and  examinations  of  the 
vaginal  content  are  also  helpful.  A great  deal  of 
the  text  dealing  with  laboratory  procedures  is 
filled  with  discussions  of  the  clinical  value  of  the 
various  procedures.  In  other  words,  it  is  recount- 
ing information  which  any  physician  who  orders 
laboratory  procedures  should  already  know  about 
interpretation  of  the  results. 

There  is  a short  section  of  electrocardiographic 
interpretation  in  which  the  author  points  out  some 
of  the  more  obvious  cardiographic  anomalies. 

About  one-third  of  the  book  is  devoted  to  use 
of  the  office  x-ray  equipment.  The  sections  dealing 
with  static  films,  such  as  head,  neck,  extremities, 
chest  x-ray,  etc.,  are  helpful,  both  from  the  point 
of  view  of  positioning  and  interpretation.  With  the 
information  imparted  in  these  sections,  one  can 
then  use  a more  inclusive  text,  such  as  Meschan’s 
“Normal  Radiographic  Anatomy,”  with  greater 
ease  and  benefit.  The  author  discusses  the  technics 
that  he  himself  has  used  for  fluoroscopy,  gastro- 
intestinal x-rays,  I.V.P.’s,  and  hysterosalpingrog- 
raphy.  In  his  terms,  these  are  procedures  which 
can  be  done  with  fair  ease  and  success.  Many 
physicians  will,  I am  sure,  question  the  propriety 
of  doing  these  procedures  in  the  office  with  no 
more  special  instruction  than  is  given  in  this  text. 


Sandia  Ranch  Sanatorium 


Rf.  4,  Box  4104 


Albuquerque,  New  Mexico 


Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist-  Fred  W.  Langner,  M.D.,  Psychiatrist 
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others  will  feel  that  these  areas  are  entirely  the 
realm  of  the  specialist. 

This  book  is,  at  the  same  time,  useful,  redun- 
dant, suggestive,  and  controversial.  Each  reader 
will  have  to  decide  for  himself  just  how  useful 
the  book  is  for  him  and  whether  or  not  it  should 
be  found  among  his  shelves  of  permanent  informa- 

L.  H.  Pinkers,  M.D. 

You  Can  Increase  Your  Heart-Power:  By  Peter  J.  .Steincrohn, 
M.D.  N.Y.,  Doubleday  & Co.,  1953.  381  p.  Price:  $4.95. 

The  author  of  this  book  has  already  established 
himself  within  the  medical  profession  as  a skilled 
cardiologist.  Among  the  lay  public  he  is  known 
for  his  nationally  syndicated  newspaper  column 
and  eleven  books  he  has  authored  on  physical 
well-being  and  cardiovascular  conditions.  This 
book,  as  his  others,  is  being  published  at  a time 
when  it  will  probably  fill  the  need  of  many  an 
interested  lay  person.  We  hear  daily  that  cardio- 
vascular disease  is  a prime  killer,  and  many  vic- 
tims live  with  its  various  conditions  and  compli- 
cations for  months  and  years.  It  only  follows,  that 
after  a diagnosis  of  cardiovascular  or  heart  dis- 
ease, the  victim  is  interested  in  his  restrictions  and 
the  sort  of  life  he  may  expect  to  lead,  in  order  to 
remain  alive  and  enjoy  some  degree  of  comfort 
while  living.  In  addition,  the  patient  must  prepare 
physically,  emotionally  and,  last  but  not  least, 
economically  for  his  chronic  disability.  “You  Can 


Increase  Your  Heart-Power”  will  help  in  some 
respects  and  will  provide  the  answers  to  many 
questions  besides. 

This  volume  is  presented  in  fifteen  sections. 
Each  section  is  introduced  by  a preface  in  which 
the  author  discusses  in  non-technical  language  the 
disorder  or  subject  with  which  the  particular  sec- 
tion is  dealing.  The  preface  is  followed  by  ques- 
tions the  author  has  received  from  lay  people  and 
his  response  to  them.  Every  section  is  concluded 
with  “highlights”  from  the  section. 

The  material  as  presented  is  well  written, 
easily  understood,  and  with  a minimum  of  medical 
terms.  The  reviewer  was  a trifle  disappointed  in 
that  more  basic  material  was  not  presented  in  the 
preface  of  each  section,  but  that  the  major  portion 
of  each  section  was  composed  of  questions  from 
various  individuals  suffering  from  various  sorts 
of  heart  and  cardiovascular*  conditions,  followed 
by  the  author’s  answers  to  meet  each  individual 
need.  However,  the  advice  always  appeared  to  be 
sound  and  ethical.  There  are  enough  questions 
submitted  and  answered  that  the  basic  informa- 
tion that  this  reviewer  felt  was  necessary  may  be 
met  in  any  case.  The  volume  has  a good  index 
for  reference.  “You  Can  Increase  Your  Heart- 
Power”  will  not  very  likely  be  a dust-collector  on 
the  public  library  shelf,  and  probably  will  find  a 
wide  circulation  among  members  of  the  lay  public. 

Barbara  Hurley 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

of  DENVER 

NON-SECTARIAN— NON-PROFIT 

Providing  medicinal  and  surgical  aid  to  sick  and  crippled  children  of  the  Rocky 

Mountain  Region 

Approved  by  The  joint  Commission  on  Accreditation  of  Hospitals 


PICKER  X-RAY,  ROCKY  MOUNTAIN,  INC. 

Emery  L.  Gray,  General  Manager 


Wm.  J.  Betts 
R.  S.  Cook 
J.  K.  Dunn 


T.  Larsh 
L.  Quinlisk 


1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075 — Denver  18,  Colorado 
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New  films  available  from  A.M.A. 

Three  new  non-scientific  films  for  lay  audi- 
ences recently  have  been  added  to  the  A.M.A.’s 
Film  Library.  (1)  “You  Are  There:  The  Discovery 
of  Anesthesia” — dramatizes  the  first  time  ether 
was  used  successfully  in  a surgical  operation.  This 


ANNUAL  CLINICAL 
CONFERENCE 

Chicago  Medical  Society 

March  2,  3,  4 and  5,  1959 

PALMER  HOUSE,  CHICAGO 

Lectures  Teaching  Demonstrations 
Medical  Color  Telecasts 

The  CHICAGO  MEDICAL  SOCIETY 
ANNUAL  CLINICAL  CONFERENCE 
should  me  a MUST  on  the  calendar  of 
every  physician.  Plan  now  to  attend  and 
make  your  reservation  at  the  Palmer 
House. 


25 -minute  film  is  narrated  by  Walter  Cronkite 
of  CBS  Television.  (2)  “You  Are  There:  The  First 
Major  Test  of  Pencillin” — discusses  the  place  of 
scientific  development  in  modern  medicine  and 
its  influence  on  both  peace  and  war.  It  also  dem- 
onstrates preparations  for  testing  the  drug  on  a 
group  of  wounded  soldiers.  This  25-minute  film 
also  was  produced  by  CBS  Television  and  nar- 
rated by  Walter  Cronkite.  (3)  “Someone  Is  Watch- 
ing”— depicts  actual  cases  from  the  files  of  the 
New  York  State  Health  Department’s  Bureau  of 
Narcotics  Control.  The  film  runs  sixteen  minutes. 
All  three  of  these  16  mm.  black  and  white  sound 
films  are  available  from  A.M.A.  for  showings  by 
state  and  local  medical  societies. 


A.M.A.  prepares  new  exhibits  for  public 

The  A.M.A.  Bureau  of  Exhibits  announces  that 
a number  of  new  exhibits  will  be  ready  for  show- 
ings by  local  medical  societies  at  fairs,  home 
shows,  school  and  similar  public  gatherings  this 
spring  and  summer. 

You  can  reduce — shows  foods  to  fill  up  on  and 
stay  away  from;  gives  visitor  an  opportunity  to 
check  his  weight  on  the  scales;  presents  answers 
to  pertinent  questions  on  reducing;  pictures 
calories  in  the  servings  shown. 

Food  and  nutrition  quackery — developed  in  co- 


Specialists  on 

ARTIFICIAL  EYES 

Serving  the  doctor  and 
his  patient  with  the 
finest  in  natural  ap- 
pearing artificial  eyes 
since  1906.  Plastic  eyes 
made  to  order.  Largest 
selection  of  glass  and 
plastic  eyes  in  Amer- 
ica. Specialists  in  build- 
ing eyes  for  all  types  of  implants.  Write  or  phone 
for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.,  910  16fh,  Denver  2,  MAin  3-5638 


Taylor  Hearing 
Center 

Denver’s  Oldest  Hearing  Aid  Dealer 
NOW  TWO  OFFICES  TO  SERVE  YOU 

413  16th  Street,  Denver 

between  Glenarm  and  Tremont  Place 


EYEGLASS  HEARING  AIDS 

4 TRANSISTORS 


MAin  3-1920 

and 

8 West  Ellsworth,  Denver 

RAce  2-4551 


$175.00 

Price  is  exclusive  of  frame  fronts  and  lenses,  which,  to- 
gether with  other  professional  services,  are  available  only 
through  your  ophthalmologist,  optometrist  or  optician. 
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WEIGHT  REDUCTION:  Obese  patients  maj 
them  hold  the  diet  line  by  giving  thei 
duces  less  cardiovascular  effect  than 
EXTENTABS  provide  10-12  hours  of  ap| 
10.0  mg.;  phenobarbital  (1  gr.)  64.8 
chloride,  3.33  mg.;  phenobarbital  (Ys 
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I igh  phenobarbital:  to  prevent  overstimulation,  ambar 
iiled-action  tablet:  Riethamphetamine  hydrochloride, 
irmittent  therapy  bontain  methamphetamine  hydro- 
Virginia,  Ethical  Ptermaceuticalsof  Merit  Since  1878 
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twenty-five  different  foods  and  the  number  of 
operation  with  the  U.  S.  Food  and  Drug  Admin- 
istration, Post  Office  Department’s  fraud  division, 
and  National  Better  Business  Bureau  to  point  up 
the  major  false  claims  made  in  the  promotion  of 
food  products  and  nutrition  ideas;  exposes  house- 
to-house  peddlers  of  “food  supplements,”  nutrition 
and  health  lecturers  and  so-called  “experts”;  dis- 
plays various  reducing  aids  on  a roulette  wheel; 
features  special  “buyer  beware”  section  explaining 
how  public  can  recognize  food  quacks  and  their 
claims. 

Breathing  — presents  the  anatomy  of  body’s 
breathing  system  and  air  passages  and  location  of 
lungs  in  the  body;  viewer  can  observe  how  lungs 
expand  and  contract  and  the  movement  of  the  rib 
cage. 

Glands — shows  the  location  and  function  of 
various  glands  in  the  body;  presents  three-dimen- 
sional models  of  glands. 

Poisoning  of  children — demonstrates  dangers  of 
common  household  products  and  depicts  those 
products  that  are  leading  causes  of  poisonings  in 
children  at  home. 

Health  appraisal  of  the  school  child — highlights 
principal  health  appraisal  procedures,  such  as 
teacher  observation,  screening  procedures,  dental 
and  medical  examinations  and  the  follow-through. 


in 

^^ublic  ^^^elation^ 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn St.~Chicago  10,  Illinois 


Give  yokjr  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


Of  diseases  and  flowers 

How  is  the  phlebitis?  No  one  ought  to  suffer 
from  anything  with  such  a pretty  name.  Did  you 
ever  stop  to  think  that  the  names  of  diseases  and 
the  names  of  flowers  are  very  similar?  For  in- 
stance, I might  say,  “Do  come  and  see  my  garden. 
It  is  at  its  best  now,  and  the  double  pneumonias 
are  really  wonderful.  I suppose  the  mild  winter 
had  something  to  do  with  that.  I’m  very  proud  of 
my  trailing  phlebitis,  too,  and  the  laryngitises  and 
deep  purple  quinsies  that  I put  in  last  year  are  a 
joy  to  behold.  The  bed  of  asthmas  and  malarias 
that  you  used  to  admire  is  finer  than  ever  this 
summer,  and  the  dear  little  dropsies  are  all  in 
bloom  down  by  the  lake,  and  make  such  a pretty 
showing  with  the  blue  of  the  anthrax  border  be- 
hind them!” 

— Ertz,  S.:  Madame  Claire,  p.  116.  New  York; 

A.  L.  Burt  Company,  1923. 

— Reprinted  from  “Medical  Science.” 


Mental  health  cont.  from  53 
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■‘Levinson.  Abraham:  The  Mentally  Retarded  Child,  p.  55, 
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The  Colorado  State  Medical  Society 

OFFICERS — 1957-1958 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1958  Annual  Session. 

President:  C.  C.  Wiley,  Longmont. 

President-elect:  John  Zarit,  Denver. 

Vice  President:  V.  V.  Anderson,  Del  Norte. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver. 1960. 

Additional  Trustees  (three  years) : Terry  J.  Gromer,  Denver, 
1958;  Ray  G.  Witham,  Craig,  1958;  Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960. 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R. 
Safarik,  Denver,  1960;  District  No.  2:  Roger  G.  Hewlett, 
Golden,  1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs, 
1958;  District  No.  4:  Paul  R.  Hildebrand,  Brush,  1960;  District 
No.  5:  John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  Dis- 
trict No.  6:  Harvey  M.  Tupper,  Grand  Junction,  1958;  District 
No.  7:  Charles  L.  Mason,  Durango,  1958;  District  No.  8:  Her- 
man W.  Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9; 
Scott  A.  Gale,  Pueblo.  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Chair- 
man, Sterling,  1959;  Freeman  H.  Longwell,  Secretary,  Denver, 
1958;  Gordon  H.  Vandiver,  La  Junta,  1958;  Robert  H.  Smith, 
Colorado  Springs,  1958;  George  G.  Balderston,  Vice  Chairman, 
Montrose,  1958;  Ligon  Price,  Mt.  Harris,  1958;  Walter  M.  Boyd, 
Greeley,  1958;  John  Simon,  Jr.,  Asst.  Secretary,  Englewood, 
1959;  Paul  Tramp,  Loveland,  1959;  William  Baker,  Pueblo, 
1959;  James  S.  Orr,  Fruita,  1959;  Joel  R.  Husted,  Boulder, 
1959. 

Delegates  to  American  Medical  Association  (two  calendar 
years) : Kenneth  C.  Sawyer,  Denver,  1958;  (Alternate,  Irvin 
E.  Hendryson,  Denver,  1958) ; E.  H.  Munro,  Grand  Junction, 
1959;  (Alternate,  Harlan  E.  McClure,  Lamar,  1959) . 
Speaker,  House  of  Delegates:  Frank  B.  McGlone,  Denver; 
Vice  Speaker,  Vernon  L.  Bolton,  Colorado  Springs. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  rompelli.  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 


Montana  Medical  Association 

OFFICERS — 1958-1959 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1959  Annual  Session. 

President:  Herbert  T.  Caraway,  Billings. 

.President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President;  Raymond  F.  Peterson,  Butte. 
Secretary-Treasurer:  T.  R.  Vye,  Billings. 

Assistant  Secretaiy-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Secretary:  Mr.  L.  R.  Hegland.  P.O.  Box  1692.  Tele- 
phone 9-2585,  Billings. 

Executive  Committee;  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  T.  R.  Vye, 
Billings;  W.  E.  Harris,  Livingston;  John  A.  Layne,  Great  Falls; 
Edward  S.  Murphy,  Missoula. 

Delegate  to  American  Medical  Association;  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 


The  Utah  State  Medical  Association 

OFFICERS — 1958-1959- — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1959  Annual  Session. 

President;  U.  R.  Bryner,  Salt  Lake  City. 

President-Elect:  I.  Bruce  McQuarrie,  Ogden. 

Past  President:  Reed  W.  Farnsworth,  Cedar  City. 

Honorary  President:  Frank  Ray  King. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Executive  Secretary;  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Speaker,  House  of  Delegates:  Drew  M.  Petersen,  Ogden. 
Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 


B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Box  Elder  Medical  Society,  1957,  J.  H.  Rasmussen, 
Brigham  City;  Cache  Valley  Medical  Society,  1958,  C.  C. 
Randall,  M.D.,  Logan;  Carbon  County  Medical  Society,  1957, 
L.  H.  Merrill,  Hiawatha;  Central  Utah  Medical  Society,  1959, 
John  B.  Cluff,  Richfield;  Salt  Lake  County  Medical  Society, 
1957,  James  F.  Orme,  Salt  Lake  City;  Southern  Utah  Medical 
Society,  1959,  Reed  W.  Farnsworth,  Cedar  City;  Uintah  Basin 
Medical  Society,  1958,  Bruce  R.  Christian,  Vernal;  Utah  County 
Medical  Society,  1959,  R.  E.  Jorgensen,  Provo;  Weber  County 
Medical  Society,  1958,  I.  B.  McQuarrie,  Ogden. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 


New  Mexico  Medical  Society 

OFFICERS— 1958-1959 — Terms  of  officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer;  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959; 
Aaron  E.  Margulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association;  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  1960;  Allen  Service, 
Roswell,  1960;  Paul  Fell,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians’  Service:  Omar  Legant,  Albuquerque, 
President,  1961;  Allen  Haynes,  Clovis,  Vice  President,  1959; 
W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
H.  M.  Mortimer,  Las  Vegas,  I960:  D.  A.  McKinnon,  Jr., 
Albuquerque,  Secretary-Treasurer,  1960;  James  Wiggins,  Albu- 
querque, I960:  Andrew  Babey,  Las  Cruces,  I960:  John  Abrums, 
Albuquerque,  1960;  Eugene  Szerlip,  Albuquerque,  1961;  H.  P. 
Borgeson,  Alamagordo,  1961;  John  T.  Parker,  Farmington, 
1961;  Philip  L.  Shultz,  Santa  Fe,  1961. 


The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1959 
Jackson  Lake  Lodge 

OFFICERS — 1958-1959- — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1959 
Annual  Session. 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River,  1960. 
Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie,  1960. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie:  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  FVemont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  County, 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheiridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs:  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston:  Northeastern  Wj'oming,  Virgil  L.  Thorpe,  Newcastle, 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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FOR  MEDICAL  MEN 

is  now  available  in  Denver's  exclusive 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager: 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RELIABLE  DRUGGISTS 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LVBIIV’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


RADIUM 

(including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADIUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


WANT  ADS 


WANTED:  Two  General  Practitioners.  Town  2,000 
Oklahoma  Panhandle,  drawing  area  of  8,000.  30-bed 
hospital,  large  clinic  building.  One  other  doctor.  Con- 
tact John  Garrett,  Chairman  of  the  Board,  Cimarron 
County  Hospital,  Boise  City,  Oklahoma.  10-1 


OPHTHALMOLOGIST:  Aurora,  Colorado,  town  of  45,- 
OUO  population  needs  an  OLAR  specialist,  we  have 
none  now.  Plenty  of  space  for  an  office.  Contact, 
James  P.  Retallack,  9650  Colfax  at  Dayton  Street, 
Aurora  8,  Colorado.  Phone  EMpire  4-2766.  102-3 


EKOTAPE  RECORDER  Number  270  almost  new  with 
converter  12  volt,  one  tape  background  music  and 
15  new  tapes  internal  medicine.  For  quick  sale  ex- 
cellent price.  Write  Rocky  Mountain  Medical  Journal, 
Box  No.  92-3,  835  Republic  Building,  Denver  2,  Colo- 
rado. 


PATHOLOGIST:  Age  35,  married.  Wishes  to  relocate 
in  Rocky  Mountain  area.  Desires  private  practice 
with  hospital  affiliation  or  association  with  estab- 
lished pathologist  or  group.  Certified  Pathological 
Anatomy  1955.  Please  answer  to  Box  No.  8-3,  Rocky 
Mountain  Medical  Journal,  835  Republic  Building, 
Denver  2,  Colorado. 


MEDICAL  OFFICES  FOR  LEASE:  Convenient  to  hos- 
pitals. Furnished  reception  room  and  receptionists’ 
stations;  partially  furnished  exam,  rooms;  parking; 
maintenance:  utilities;  beautiful  landscaping;  acous- 
tical tile  ceilings;  sound-resistant  walls:  clinical  lab- 
oratory. Loren  Blaney,  M.D.,  1889  York  Street.  EA. 
2-5388  86-3 


POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  both  as  Independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TF,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 
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Abbey  Rents,  102 

Abbott  Laboratories,  17-18,  19,  20-21, 
22-23 

American  Medical  Association,  110,  116 
Ames  Company,  10 
Astra  Pharmaceutical,  26,  74 
Ayerst  Laboratories,  89 

Baker  Laboratories,  Inc.,  6 
Herbert,  George  & Sons,  Inc.,  93 
Bob’s  Place,  118 
Boyle  & Company,  104-107 
Burroughs  Wellcome  Company,  87-88 

Cambridge  Dairy,  86 

Case,  G.  M.  Laboratories,  100 

Chicago  Medical  Society,  114 

Children’s  Hospital,  113 

Ciba  Pharmaceutical  Products 

Company,  Inc.,  7,  69 

City  Park-Brookridge  Farms,  96 

Cocks-Clark  Engraving  Company,  100 

Corn  Products  Sales  Compairy,  109 

Denver  Optic  Company,  114 

Earnest  Drug,  118 

Emory  John  Brady  Hospital,  108 

Empire  Casualty  Company,  4 


Endo  Laboratories,  120 

General  Electric  Company,  101 

Kayser-Roth  Company,  8 
Kincaid’s  Pharmacy,  118 

Lakeside  Laboratories,  3 
Lederle  Laboratories,  13,  72,  75-78, 

79,  85,  92,  102,  111 
Lilly,  Eli  & Companj',  34 
Lubin’s  Drug,  118 

Merck,  Sharp  & Dohme,  Inc.,  11,  25, 

28-29,  90-91,  103 

Mount  Airy  Sanitarium,  119 

Newton  Optical  Company,  110 

Parke,  Davis  & Company,  Cover  II-l 
Pfizer  Laboratories,  30-31 
Physicians  Casualty  Association,  101 
Picker  X-Ray  Corporation,  113 
Publishers  Press,  Inc.,  100 

Quincy  X-Ray  & Radium 
Laboratories,  118 

Reed  & Carnrick,  84 

Republic  Building  Corporation,  118 


Riker  Laboratories,  Inc.,  71 

Robins,  A.  H.  Company,  Inc.,  15,  73,  115 

Roerig,  J.  B.,  & Company,  Inc., 

32,  64-65 

Sandia  Ranch  Sanatorium,  112 
Schieffelin  & Company,  116 
Schering  Corporation,  33,  68,  98-99 
Searle,  G.  D.,  & Company,  5,  63 
Shadford-Fletcher  Optical  Company,  102 
Smith-Dorsey  Company,  12 
Smith,  Kline  & French  Laboratories, 
Cover  IV 

Squibb,  E.  R.,  & Sons,  97 

Taylor  Hearing  Center,  114 
Technical  Equipment  Corporation, 

Cover  III 

Telephone  Answering  Service,  110 

Upjohn  Company,  94-95 
U.  S.  Brewers  Foundation,  24 
U.  S.  Vitamin  Corporation,  16 

Wallace  Laboratories,  9,  14,  66,  83 
Wantads,  118 
White  Laboratories,  31 
Wine  Advisory  Board,  27 
Winthrop  Laboratories,  Inc.,  67,  80 


yiiount  yiiry 


(OPERATED  BY  THE  MOUNT  AIRY  FOUNDATION) 

A hospital  for  the  treatment  of  nervous  and  mental  illnesses 

1205  Clermont-  Street,  Denver  Telephone  EAst  2-1805 
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HYCOMINE 

Syrup 

iFils  ©®®iiii]  ®®m®L 


cough  sedative  / antihistamine  / expectorant 


• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 


Each  teaspoonful  (5  cc.)  of  Hycomine  contains: 


Hycodan® 

Dihydrocodeinone  Bitartrate  5 mg.l 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 


Adult  Dosage:  one  teaspoonful  q.  6 h.  May  be  habit-forming. 
Federal  law  permits  oral  prescription. 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  Now  York 


U.  S.  Pat.  2,030,400 
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Physician — Where  art  thou  ? ! 


Presidential  addresses 
And  six  scientific  articles 

Table  of  contents  page  2 


Volume  55  • Number  11 


Reports  on  studies  of  in  vitro  activity  of  CHLOROMYCETIN  over  the  past  few  years  indicate  that  this 
antibiotic  has  maintained  its  effectiveness  against  most  strains  of  staphylococci^"^  “...Staphylococci 
do  not  acquire  resistance  to  chloramphenicol  [CHLOROMYCETIN]  as  they  do  to  other  antibiotics,  in 
spite  of  heavy  use  of  chloramphenicol  [CHLOROMYCETIN].”^ 

These  in  vitro  studies  are  borne  out  by  excellent  clinical  results  with  CHLOROMYCETIN  in  treatment 
of  patients  for  severe  staphylococcal  infections,  including  staphylococcal  pneumonia,^  postoperative 
wound  infections,®  postoperative  parotitis,^  and  puerperal  breast  abscesses.® 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg., 
in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with 
its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES:  ( 1)  Royer,  A.,  in  Welch,  H.,  & Marti-Ibanez,  E;  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  783.  (2)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.;  Arch.  Int.  Med.  101 :397,  1958.  (3)  Koch,  R.,  & Donnell,  G.:  California  Med.  87:313, 
1957.  (4)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.  A.  }.  77:844,  1957.  (5)  Cooper,  M.  L.,  & Keller,  H.  M.: 
].  Dis.  Child.  95:245, 1958.  (6)  Caswell,  H.  T.,  et  al.:  Surg.,  Gijnec.  ir  Obst.  106:1,  1958.  (7)  Brown,  J.  V.;  Sedwitz,  J.  L.,  & Hanner,  J.  M.: 
17.  S.  Armed  Forces  M.  ].-.  9:161,  1958.  (8)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gynec.  h-  Obst.  105:224,  1957. 


PARKE,  DAVIS  & COMPANY  DETROIT  32,  MICHIGAN 


IN  VITRO  SENSITIVITY  OF  STARHYLOCOCCI  FROM  THREE  FOCI  OF  INFECTION 
TO  CHLOROMYCETIN  FROM  1953  TO  1957^ 
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*Adapte£i  from  Royer.’ 


3&2S8 


ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

Title  Registered  U.  S.  Patent  Office 

Publication  Office 

835  Republic  Building  (1612  Tremont  Place), 
Denver  2,  Colorado 
Telephone  AComa  2-0547 


Table  of  Contents 

November  1958,  Volume  55,  Number  11 


Editorials 

We’re  going  to  be  six,  35 

The  physician’s  role  in  the  Social  Security 

disability  program,  35 

Poison  control,  36 

Articles 

Physician — Where  art  thou?  !,  John  1.  Zarit, 
M.D.,  Denver,  37 

Presidential  address,  Montana,  John  A.  Layne, 
M.D.,  Great  Falls,  Montana,  43 
Thrombocytopenic  purpura  with  intra-abdominal 
hemorrhage,  George  B.  Markle,  IV,  M D., 
Carlsbad,  New  Mexico,  and  John  C.  Kramer, 
M.D.,  Tulsa,  Oklahoma,  45 

Ovarian  cystomas  of  germinal  epithelial  origin, 
Arthur  T.  Hertig,  M.D.,  and  Hazel  Mansell  (5ore, 
M.D.,  Boston,  Mass.,  47 
Establishing  a thoracic  and  cardiovascular 
division  in  a private  hospital,  JD  Mortensen, 
M.D.,  Preston  R.  Cutler,  M.D.,  and  William  Ray 
Rumel,  M.D.,  Salt  Lake  City,  50 
Intramuscular  promazine  hydrochloride  in 
obstetrics,  William  H.  Sippel,  M.D., 

Bozeman,  Montana,  60 

Exudative  pericarditis  in  an  infant,  David  E. 
Dines,  M.D.,  Howard  B.  Burchell,  M.D.,  and 
Jesse  E.  Edwards,  M.D.,  Rochester,  Minnesota,  63 
Experience  with  Orinase,  caution  important, 
Willard  D.  Nicholl,  M.D.,  Missoula,  Montana,  66 

Organization 

Washington  Scene,  70 
Colorado 

House  of  Delegates  proceedings,  74 
Medical  School  notes,  113 
Old  Age  Pensioners’  medical  program,  113 
Obituaries,  113 


EDITORIAL  BOARD 

Colorado:  Douglas  W.  Macomber,  M.D.,  Sci- 
entific Editor,  1800  High  St.,  Denver,  (Chair-  ' 
man  of  the  Board);  James  R.  Leake,  M.D., 
Assistant  Scientific  Editor,  465  N.  Cedar,  - 
Littleton.  i 

Montana:  Perry  M.  Berg,  M.D.,  Scientific  t 
Editor,  1222  N.  29th  Street,  Billings,  Montana;  * 
L.  Russell  Hegland,  Associate  Editor,  1236 
N.  28th  Street,  Billings. 

New  Mexico:  Aaron  E.  Margulis,  M.D.,  Sci- 
entific Editor,  Coronado  Building,  Santa  Fe, 
New  Mexico;  Ralph  R.  Marshall,  Associate 
Editor,  220  First  National  Bank  Bldg.,  Albu- 
querque. 

Utah:  Richard  P.  Middleton,  M.D.,  Scientific 
Editor,  Boston  Bldg.,  Salt  Lake  City;  Harold 
Bowman,  Associate  Editor,  42  South  Fifth 
East  St.,  Salt  Lake  City. 

Wyoming:  Franklin  D.  Yoder,  M.D.,  Scientific 
Editor,  State  Office  Building,  Cheyenne;  Ar- 
thur R.  Abbey,  Associate  Editor,  P.  O.  Box 
2036,  Cheyenne.  s 

Managing  Editor:  Harvey  T.  Sethman,  835 
Republic  Building,  Denver. 

Business  Manager  and  Assistant  Managing  I 
Editor:  John  W.  Pompelli,  835  Republic  f 
Building,  Denver.  1 1 

Ownership  and  Sponsorship;  The  Rocky  Mountain  Med-  j 
ical  Journal  Is  owned  by  the  Colorado  State  Medical  ' 
jSociety  and  is  published  monthly  as  a non-profit  enter-  ]j 
prise  for  the  mutual  benefit  of  the  organizations  which  V 
jointly  sponsor  it.  It  is  published  imder  the  direction  1 
of  the  Board  of  Trustees  of  the  Colorado  State  Medical  § 
Society,  assisted  by  an  Editorial  Board  representing  the 
sponsoring  organizations.  It  is  the  Official  Journal  of  " 
the  Rocky  Mountain  Medical  Conference  and  those 
medical  societies  who  are  represented  on  the  Editorial 
Board  listed  above. 

Advertising:  National  representative:  The  State  Medi- 
cal Journal  Advertising  Bureau,  Inc.,  510  North  Dear- 
born Street,  Chicago  10,  111. 

Subscription:  $3.50  per  year  in  advance,  postpaid  in  the 
United  States  and  its  possessions;  single  copy  35c  plus 
postage.  Subscription  is  included ' in  medical  society 
dues  of  sponsoring  state  medical  organizations. 

Copyright:  This  Journal  is  copyright,  1958,  by  the  Colo- 
rado State  Medical  Society.  Requests  for  permission  to 
reproduce  anything  from  the  columns  of  this  Journal 
should  be  addressed  to  the  Journal  office. 

Second  Class  Matter:  Entered  as  second  class  matter 
Jan.  22,  1906,  at  the  Post  Office  at  Denver,  Colo.,  tmder 
the  Act  of  Congress  of  March  3,  1879.  Accepted  for 
mailing  at  special  rates  of  postage  provided  for  in  Sec- 
tion 1103,  Act  of  Oct.  3,  1917;  authorized  July  17,  1918. 


Utah 

New  physiciams,  114 
Heart  Association,  114 
Blue  Shield  officers,  114 
Obituaries,  114 

House  of  Delegates  proceedings,  116 

Wyoming 
Obituaries,  131 

New  Mexico 

Southern  New  Mexico  clinical,  132 
National  affairs,  133 
The  hook  corner, 


2 


Rocky  Mountain  Medical  Journal 


TYPICAL  IMFERON  RESPONSES 


CHRONIC  BLOOD  LOSS: 


INTOLERANCE  TO  ORAL  IRON: 


for  November,  1958 


3 


i 


WINE 

in  Geriatrics 
and  the  treatment 
of  the  Anorexic, 
Debilitated 
Patient .... 


From  time  immemorial  physicians  have  been 
aware  of  the  restorative  powers  of  wine. 


XS.- 


A Tasty  Aid  to  Appetite  and  Digestion 

A glass  of  Sherry  at  mealtime  stimulates  the  jaded  appetite, 
serves  as  a tome  and  aids  the  digestion.  As  a postprandial  or 
hetween-meals’  beverage,  a glass  of  Port  has  been  warmly 
recommended  for  the  sick  and  enfeebled. 


Wine  has  been  found  to  increase  salivary  flow  and  stimulate 
gastric  secretion. 

A Nutrient  in  Itself 

The  ease  with  which  wine  is  metabolized  makes  it  an  im- 
portant nutritive  factor. 

A Gentle  Vasodilator  and  Sedative 

The  systemic  sedative  and  vasodilative  actions  of  wine  can  be 
of  great  aid  and  comfort  to  both  the  aged  and  the  convales- 
cent, particularly  in  the  presence  of  cardiovascular  disease. 

These  and  other  therapeutic  uses  of  wine  are  discussed  in  the  physician’s 
brochure,  ’’Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy  write — -Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 
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when  psychic 
symptoms 
distort  the  picture 


Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 

a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


SEA  R LE 


•A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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calms  tension  an 


Meprobamate 


SQUieS  TAADCMARK 


when  you  treat  hypertensive  patients 

c.ouUedu.yRAUDiXIN 

Squibb  Standardized  Whole  f^oot  Rauwolfia  Serpentina 

is  the  solid  base  line  for  successful  therapy 


Raudixin  helps 
you  relieve 
pressures  on 
your  patients 


Raudixin  helps 
you  relieve 
pressures  in 


your  patients 


Raudixin  “lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
synergistic  with  all  other 
known  hypotensive  drugs.”* 


Raudixin  relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


RAUDIXIN..  ."is  the  best  symptom  reliever." 


SoyiBB 


\ t858  m I9SJ 


In  mild  to  moderate  cases,  Raudixin  is  frequently  sufficient. 

Base  line  therapy  with  Raudixin  permits  lower  dosage  of  more  toxic  agents. 
The  incidence  and  side  effects  ef  these  agents  are  minimized.  Diuretics  often 
potentiate  the  antihypertensive  effect  of  Raaidixin, 

*Fin<i«rty,>.  A.  Jr.:  New  Vori  State  J.  Med,  57:29S7  {Sept.  iS)  1957. 


Squibb  Qxtality—the  Priceless  Ingredient 
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25<  Bottle  of  48  tablets  (134  Si'S-  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 

for  November,  1953 


The  Best  Tasting 
Aspirin  you  can  prescribe. 


The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


Functional  and  Organic  Control 


LABORATORIES 

NEW  YORK  ^8.  N Y 


Monodral  (brand  of  penthfendt^), 
Mebdrcl  (brand  of  mephobarbital),and 
Creamalfn, trademarks  reg.  U.S.  Pot,  Off. 


Gastrdjntestinql 
Irritability  and  Tension 


MONODRAL 

"'^MEBARAL 

TABLETS 

rf>^ANTISECRETORY  . ANTICHOLINERGIC  . SEDATIVE 


H Each  fat 

yfef  confainst 

Monodral  bromide .5  mg. 

1 

Mebaral. 

....32  mg. 

W PROVIOB. 

m Depeno 

s.- 

able  contr 

ol  of  hyperacidity  and 

1 hyp  e rm 

otility.  Spa 

smolysis.  Prompt  and 

1 prolong 

ed  pain  re 

lef  and  tranquillity. 

1 DOSE: 

1 Peptic 

jlcer,  1 or  ^ 

i tablets  three  or  four 

■ times  d 

oily,  Othe 

r gastrointestinal  dis- 

1 orders, 

SUPPUED 

1 tablet  thr 

: Bottles  of 

ee  or  four  times  daily. 

100  tablets. 

For  unsurpassed  results  in  PEPTIC  ULCER 

prescribe  Monodral  with  Mebaral  in  conjunction 
with 


PIONEER 
ALUMINUM 
HYBROXIDE  GEL 


• Fast  Acting  Reactive  Gel 

• Protective  Coating 


Creamalin  liquid  — 8 and  16  fl.  oz. 
Creamalin  tablets  — bottles  of  50  and  200. 


Rocky  Mountain  Medical  Journal 


Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  add  urine' . . . higher  and 
better  sxistained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide." 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy." 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup;  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J,  Med. 
258:1-7,  1958 

2.  Editorial:  A'eto  England  J.  Med.  258:48-49,  1958. 


LEDERL.E  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River,  New  York 
•Rea.  U.S.  Pat.  Off. 
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For  dietary  management  of  serum  cholesterol . . . 

Mazola*  Corn  Oil 


lihoi-ejc  acid 

SS°ocopherols  . 


a natural  food  and  the  only  readily  avail- 
able vegetable  oil  made  from  golden  corn 

rich  in  important  unsaturated  fatty  acids, 
contains  56%  linoleic  acid 


EASY  AND  PLEASANT 
TO  ADMINISTER 

Mazola  Corn  Oil,  a highly  palat- 
able natural  food,  can  easily  be 
included  as  part  of  the  everyday 
meals . . . simply  and  without  seri- 
ously disturbing  the  patient’s 
usual  eating  habits. 

EFFECTIVE 

Extensive  recent  clinical  findings 
now  show  that  serum  cholesterol 
levels  tend  to  be  lower  when  an 
adequate  amount  of  Mazola  Corn 
Oil  is  part  of  the  daily  meals  . . . 
high  levels  are  lowered . . . normal 
levels  remain  normal. 


PREFERRED 

Nutrition  authorities  commonly 
recommend  that  from  one-third 
to  one-half  of  the  total  fat  intake 
should  be  of  the  unsaturated  type, 
whenever  serum  cholesterol  con- 
trol is  a problem.  The  high  con- 
tent of  important  unsaturated 
fatty  acids  in  Mazola,  plus  its 
other  desirable  characteristics, 
make  it  the  oil  of  choice. 

UNMATCHED  QUALITY 

A superlative  cooking  oil,  a de- 
licious salad  oil,  clear,  bland  and 
odorless  . . . adequate  amounts  of 
Mazola  can  be  eaten  daily  as  a 
natural  food  in  a wide  variety  of 
salad  dressings  as  well  as  in 
cooked,  fried  and  baked  foods. 


CORN  OIL 


LATEST  LITERATURE 
REVIEW 

'^Unsaturated  Fats 
and  Serum  CholesteroF’ 


Medical  Department 

Corn  Products  Company 

17  Battery  Place,  New  York  4,  N.  Y. 

Please  send  me  a free  copy  of  your  latest  reference  book, 
''Unsaturated  Fats  and  Serum  Cholesterol." 


Please  use  this  coupon  for  ordering:  ^ 


A comprehensive  review  of  recent  research  findings  arsd  , 
current  concepts.  This  book  covers  the  following  subjects.  ^ 

1.  The  occurrence  and  behavior  of  cholesterol  in  the  • 

human  body.  . • 

2.  The  effect  of  different  dietary  fats  on  serum  cholesterol  • 

levels.  • 

3.  The  nature  of  the  active  components  in  vegetable  oils. 


4.  Suggestions  for  practical  diets. 

Prepared  as  a special  service  for  Physicians  by  Corn  Products  Co. 


Name 

Address 

City Zone State 

Technical  Pamphlet,  "Facts  about  MAZOLA  Corn  Oil,"  also  available. 
Provides  technical  information  on  chemical  and  physical  properties. 
Check  here  if  you  wish  a copy  of  this  pamphlet.  I I 
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AFTER  SIX  YEARS,  A SAFETY  RECORD  UNMATCHED  IN 
SYSTEMIC  ANTIBIOTIC  THERAPY- PLUS  REMARKABLE 
EFFECTIVENESS  AGAINST  THE  COCCI 


Actually,  after  all  this  time,  there  has  not  been  a single,  serious  reaction  to 
Erythrocin.  Also,  the  problem  of  resistance  has  remained  unusually  low. 

You’ll  find  Erythrocin  highly  effective  against  most  coccal  organisms. 
And  it  may  well  be  the  tool  to  counteract  coccal  complications  following 
viral  attacks. 

Usual  adult  dose  is  250  mg.  four  times  daily.  Dosage  for  children  may  be 
reduced  in  proportion  to  body  weight.  Erythrocin  comes  in  Filmtabs®  (100 
and  250  mg.),  bottles  of  25  and  100.  Also  available  in  tasty.  Cl  0 0 -u- 

cinnamon-flavored  oral  suspension;  comes  in  75-cc.  bottles.  vAUtKlHl/ 

©FILMTAB — FILM-SEALED  TABLETS,  ABBOTT;  PAT.  APPLIED  FOR. 

® 195S,  ABBOTT  LABORATORIES,  NORTH  CHICAGO,  ILLINOIS 


SAFETY  HRSI 


IN  ANTIBIOTIC  THERAPY 


X-RAYS 
SHOW 
HOW  ONE 
PYRIBENZAMINE* 

LONTAB* 


relieves  allergy  all  day  or  all  night 


The  unretouched  X-ray  films  show  how  Lontabs  release 
medication  in  the  digestive  tract.  So  that  the  prolonged 
erosion  of  the  Lontab  core  could  be  visualized  by  X-ray, 
subject  was  given  10  Lontabs,  each  containing  100  mg.  of 
a radiopaque  substance  in  place  of  Pyribenzamine. 


With  its  unique  formulation,  the 
Pyribenzamine  Lontab  not  only  re- 
lieves allergy  symptoms  promptly, 
but  sustains  relief  as  long  as  1 2 hours. 


Special  outer  shell  releases  33  mg. 
Pyribenzamine  hydrochloride  within 
10  minutes. 

Unique  core  releases  approximately 
18  mg.  Pyribenzamine  hydrochloride 
the  1st  hour,  approximately  50  mg. 
from  the  2nd  to  the  12th  hour. 


supplied:  Pyribenzamine  Lontabs  — full-strength  — 100  mg. 
(light  blue) . 


NOW  available:  Pyribenzamine  Lontabs  ~ half-strength  — 50 
mg.  (light  green)  — for  children  over  5 and  for  adults  who  re- 
quire less  antiallergic  medication. 


PYRIBENZAMINE®  hydrochloride  (tripelennamine  hydrochloride  Cl  BA) 

LONTABS®  (long-acting  tablets  Cl  BA) 

e/2562MK  C I B A SUMMIT,  N.  J. 


2 hours  Lontabs  are  in  the 
stomach  and  small  bowel.  Release  of 
core  substance  is  well  under  way. 


4 hours  Lontabs  are  in  the  ileum 

and  cecum  as  core  has  steadily  eroded. 


8 hours  Lontabs  are  still  visible  as 
substance  of  core  continues  to  be  released. 
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"Much  better 


thank  you,  doctor” 


COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 

CAPSULES  ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 

(black  and  white)  (orange-flavored)  (orange-flavored)  5 mg.  per  drop, 

250  mg.,  125  mg.  125  mg.  per  tsp.  (5  cc.) , 2 oz.  bottle  calibrated  dropper,  10  cc.  bottle 

Proven  in  research 

1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


COSA-TETRASTATIN* 

glucosamine-potentiated  tetracycline  with  nystatin 

antibacterial  plus  added  protection  against 
monilial  superinfection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetracyn 
(with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa- 
Tetracyn  (with  125,000  u.  nystatin),  2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine-potentiated  tetracycline —analgesic  — 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the  common 
cold  and  prevention  of  secondary  complications 

CAPSULES  (black  and  orange)  Each  capsule  contains: 
Cosa-Tetracyn  125  mg.  • phenacetin  120  mg.  • caffeine 
30  mg.  • salicylamide  150  mg.  • buclizine  HCl  15  nig. 


Science  for  the  world’s  well-being  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  and  Co.,  Inc.  Brooklyn  6,  New  York 


references:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5: 146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.: 
Ant.  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  Leukemia.  Proc.  Soc. 
Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June) 
1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A., 
Bamford,  J.,  and  Bradley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 


A5475 


’Trademark 


whenever 

he 

starts 

to 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite . . . 

tops  with  adults,  too. 


WHITE  LABORATORIES,  INC, 
KENILWORTH.  N.J. 


Vitamin  A S.OOO  Units* 

Vitamin  0 1.000  Units* 

Vitamin  C 7S  mg. 

Vitamin  E 

Vitamin  B-1 

Vitamin  8-2 

Vitamin 

ViUmin  B-12  Activity .3  meg. 

Panthenot 5 mg. 

Nicotinamide 20  mg. 

Folic  Acid mg. 

Biotin 30  meg. 

Rutin 12  mg. 

Calcium  Carbonate 125  mg. 


2 Unitst 
.2.5  mg. 
.2.5  mg. 
1 mg. 


Boron 

Cobalt 

Fluorine 

Iodine 

Magnesium 


....0.1  mg. 
....O.l  mg. 
....0.1  mg. 
....0.2  mg, 
3.0  mg. 
.1.0  mg. 
.1.0  mg. 
2.5  mg. 


Oesespne  Nugget  per  day 
Supplied;  30-one 


month's  supply 
Boses  of  90-three 
months'  supply  or 
family  package. 
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now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens —with  little  danger  of  side  reactions. 

The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 


PRESCRIBE 

Pentau^ets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Dosage:  Three  to  5 troches  daily  for  3 to  5 days. 
Supplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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intranasal  synergism 


/ DECONGESTIVE 

^ Neo-Synephrine®  HCl  0.5% 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 

ANTIBACTERIAL 

Neomycin  (sulfate) 

1 mg./cc. 

(equivalent  to 
0.6  mg.  neomycin 
base/cc.) 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


Polymyxin  B 
(as  sulfate) 
3000  u/cc. 


POTENTIATED  ACTION  for 

better  clinical  results 


LABORATORIES 
NEW  YORK  18,  N.  Y, 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiamine), 
trademarks  reg.  U.S.  Pat.  Off. 


COLDS 

SINUSITIS 

ALLERGIC  RHINITIS 
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Comments  by  investigators  on 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 

PUBLtSHEO  REreRENCES:  1.  Carpenter,  E.  B.!  Southern  Medical  Journal  51:627,  1958. 
2.  Forsyth,  H.  F.:  J.A.M.A.  167:163,  1958.  3.  Little.  J.  M.,  and  Truitt.  E.  B.,  Jr,:  J.  Pharm. 
& Exper.  Therap.  119:161.  1957.  4.  Morgan,  A.  M.,  TrulU,  E.  B.,  Jr.,  and  Little,  J.  M.t  J. 
Am.  Pharm.  Assn..  Scl.  Ed.  46:374,  1957.  5.  O’Doherty,  D.  S..  and  Shields.  C.  D.:  J.A.M.A. 
167:160,  1958.  6.  Park.  H.  W.s  J.A.M.A.  167:168,  1958.  7.  Truitt.  E.  B.,  Jr.,  and  Patterson, 
R.  B.,  Proc.  Soc.  Exper,  Bio.  & Med.  95:422,  1957.  8.  Truitt.  E.  B.,  Jr..  Patterson,  R.  B., 
Morgan.  A.  M..  and  Little,  J.  M.:  J.  Pharm.  & Exper.  Therap.  119:189,  1957. 

Supply;  Tablets  (white,  scored) , 0.5  Gm.,  bottles  of  50  and  500. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Bthital  Pharmaceuticals  of  Merit  since  1878 


Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm'  ^ 


RESPONSE 


f 

i 

f8eaiaa3»iMKag: 

STUDY  I* 

1 “marked" 

moderate 

slight 

none 

Skeletal  muscle 

I 

spasm  secondary  to 

1 

acute  trauma 

33  1 26 

6 

1 

— 

STUDY  2* 

1 ‘‘pronounced" 

Herniated  disc 

39  j 25 

13 



1 

Ligamentous  strains 

8 i 4 

4 

— 

— 

Torticollis 

3 1 3 

— — 





Whiplash  injury 

3 f 2 

1 





Contusions, 

1 

fractures,  and 

} 

muscle  soreness 

1 

due  to  accidents 

S j 3 

2 

— 

— 

STUDY  3® 

j “excellent'' 

Herniated  disc 

S 1 6 

2 

. - 

Acute  fibromyositis 

8 f 8 

- - 





Torticollis 

1 ! 

— 

1 

— 

STUDY  4® 

{ "significant" 

Pyramidal  tract 

1 

and  acute  myalgic 

disorders 

30  j 27 



2 

1 

TOTALS 

138  { 104 

28 

4 

2 

1 (75.3%) 

(20.3%) 

^mse&sseiie 

"In  the  aMthor's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . 


THE  JOURNAL 

Ameriran.  Ueditmt  AseorUtion 


"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm,"^ 


THE  JOURNAL 

Arntricetf!  Wcdirol  4<»ori«<iaa 


"In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."® 


Soidfimi 


I 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant In  acute  orthopedic  condi- 
tions."* 


Foods  to  give  your  patient  good  nutrition 
naturally — and  tastefully,  too! 


-and,  with  your 
consent,  a glass 
of  beer  to  'make 
them  even  better 


The  High-Mtamin, 
High-Mineral  Diet 


Shredded  new  cabbage  and  carrot  slaw  goes 
nicely  with  any  meal,  combining  vitamins  A,  C, 
and  calcium.  Dried  apricots  and  figs  stuffed  with 
cottage  cheese  and  peanuts  on  watercress  provide 
calcivun,  iron,  vitamins  A,  B2,  niacin  and  C. 
Oysters  are  rich  in  iron,  calcium  and  carry 
vitamins  A and  D,  too. 

Beef  liver  ranks  high  in  iron,  vitamins  A and 
B-complex.  Oatmeal,  rich  in  iron,  gets  a calcium 


and  vitamin  Be  bonus  when  served  with  molasses 
and  milk.  Custard  contains  calcium  and  vitamins 
A,  Bi,  B2.  A topping  of  orange  juice  concentrate 
adds  Vitamin  C. 

And  with  a glass  of  beer* — at  yom  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*An  8-oz.  glass  of  beer  contains  10  mg.  calcium.  50  mg,  phosphorus, 

minimum  daily  requirement  of  niacin,  and  smaller  amounts  of 
other  B-complex  vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 


If  you’d  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17,  N.  Y; 
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te  or  severe  pain 
I fever 


malaise  of 
infections 


^pbol 

OF 

PROVEr 

PAIN 

RELIEF 


EMPIRIN 


gr.  1 


COMPOUND 


CODEINE 


gr.Vi 


PHOSPHATE 


* 


gr,  Va 


Itipyretic  action 


gr.  Ve 


(UiSJU  INC,,  THCioilioe, 


’i' ' ' '• 


. .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

^TABLOID’ 

EMnRIN  COMPOUND 

Acetophenetidin gr.  2V^ 

I Aspirin  (Acetylsalicylic  Acid) gr.  3% 

Caffeine  gr.  V2 

.from  mild  pain  complicated  hy  tension  and  restlessness.  ^ 

CMDIDAI’^  L. 

I I Phenobarbital  . gr.  V4 

I III  Acetophenetidin gr. 

H W HI  III  im  Aspirin  (Acetylsalicylic  Acid) gr.  3V^ 

^Subject  to  Federal  Narcotic  Regulations 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 




or  any  rheumatle 


tablets 


CORTVCOJD-SAl.tCYiAT€  C0»*1>0U«0 


more  potent  and  comprehensive  treatment  than  salicylate  alone 
..assured  anti-inflammatory  effect  of  low-dosage  corticosteroid^ 

. ..additive  antirheumatic  action  of  corticosteroid  plus 
salicylate^'^  brings  rapid  pain  relief;  aids  restoration  of  function 
more  easily  manageable  corticosteroid  dosage 
..greater  assurance  of  safer,  uninterrupted  course  of  treatment^'^ 
Write  for  complete  bibliography. 

Schering  Corporation,  Bloomfield,  New  jersey 


I prompt,  aggressive 
antibiotic  action 
■ a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclln-V  contains  My  costatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (2S0  mg./2S0,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100. 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

Squibb 

'wtSTECLIn'®,  'suMTCIh'®'  and  'mycostatin'®  are  SQUIBB  TRADEMARKS 


Squibb  Quality  — the  Priceless  Ingreoient 
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Investigator 


after  investigator  report 


Wilkins,  R.  W.:  New  England  J.  Med.  2§7:1026,  Nov.  21, 1957. 
"Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A., 168:137, 
Jan.  11, 1958. 


"Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  “Chlorothiazide;  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension,” 

Hollander,  W.  and  Wilkins,  R.  W.;  Boston  Med.  Quart.  8;  1,  September,  1957. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  l,  Pa. 
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e effectiveness  of 


as  simple  as 


1 

2 


3 


INITIATE  THERAPY  WITH  'DIURIL*.  'OIURIL*  is  given  in  a dosage  range  of  from  250 
mg.  Imce  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


mooth,  more  trouble-free  management  of  hypertension  with  'DiURiL' 
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That  is  the  decision  confronting  this 
year's  football  teams  after  the 
touchdown  . . . 

If  you  are  confronted  with  a deci- 
sion as  to  obtaining  malpractice  in- 
surance at  competitive  rates  with 
broadest  coverage,  remember  that 
Empire  Casualty  Company  was  or- 
ganized in  the  State  of  Colorado 
especially  for  members  of  the  Colo- 
rado State  Medical  Society... 
When  you  become  a stockholder  in 
Empire  Casualty  Company  it  be- 
comes your  Company— You  help  call 
the  signals  . . . For  further  informa- 
tion call  or  write 


CARL  W.  OHLIN 

INSURANCE  DEPT. 


201  Security  Bldg. 


Operating  Management 
Denver,  Colorado 


AComa  2--8621 
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j ftrantf  9f  tdae*Vsi«an4«M|f«1>' v^th  |TuC05)Vffltnd 

Capsules  /Oral  Siapensian yj 


chloramphenscoi 


penicillin 


NEW  YORK  17,  N.  Y. 


^ - soiiNCxnM 

mivicwe 


eriuseHAitic 


effective 


well 

tolerated 


CLINiCAt, 

RESULTS 

Cured 

improved 

Fatiuro 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


cMidren 
148  (89%) 
8(5%) 
11  (6%) 


alt  Staph 
infections 
71  (88%) 
7 (9%) 
3(3%) 


Types  of  infectine  organisms;  The  majority  of 
identified  etioiogic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  dr^nisms  such  as;  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (betarhemolytic  strains* 
aipha-hemoiytie  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant"  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.i 


2 m 


erythromycin 


REACTtONSr 
(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash— 1.4% 

1 (3  out  of  217) 
Gastrointestinal— 
7.8%  (17  out  of  217) 


(b)  ehildron 
Total -0.6% 

(lout  of  167) 

Skin  rash -none 
Gastrointestinal — 
0.6%  (lout of  167) 


There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation. 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.r.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied;  Tao  Capsules— 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1953.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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IN  OFFrCE  SURGERY^ 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000:  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*^  HCl  SOLUTION 

(brand  of  lidocaine*) 
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inclusive 

prescription 


CORICIDIN*  FORTE 


CAPSULES 


Provides  therapeutic  quantities 

Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  uncom- 
phcated  case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 

ELI  LILLY  AND  COMPANY  • IN 


of  all  known  liematinic  factors 

vide  at  least  an  average  dose  of  iron  for 
hypochromic  anemias,  including  nutri- 
tional deficiency  types.  The  intrinsic  fac- 
tor in  the  ‘Trinsicon’  formula  enhances 
(never  inhibits)  vitamin  B12  absorption. 
Available  in  bottles  of  60  and  500. 

*‘Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor.  Lilly) 

DIANAPOLIS  6,  INDIANA,  U.S.A. 
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^^^EVADA  is  joining  us!  Effective  with  our 
January  1959  issue,  the  Rocky  Mountain 
Medical  Journal  will  be  a six-state  instead  of 
a five-state  publication.  Even  though  the 
official  association  does  not  commence  until 
January,  this  is  a most 
happy  advance  announce- 
ment. This  November  is- 
To  Be  Six!  sue  and  the  December 

issue  to  follow  will  be 
mailed  to  all  members  of  the  Nevada  State 
Medical  Association  with  our  compliments. 

It  was  almost  a year  ago,  at  the  A.M.A. 
Clinical  Session  in  Philadelphia,  that  officers 
of  the  Nevada  State  Medical  Association  ap- 
proached your  Editors  and  asked  if  there 
might  be  some  way  in  which  Nevada  could 
be  included  in  this  joint  enterprise.  We  felt 
highly  honored  and  assured  them  the  way 
was  easy!  They  were  supplied  with  copies 
of  the  long  existing  agreements  under  which 
our  five  state  medical  organizations  have 
cooperated  in  this  publication  over  a long 
period  of  years.  They  were  surprised  at  both 
the  simplicity  and  the  very  nominal  cost  of 
the  arrangement. 

In  a few  months  we  received  a formal 
written  request  to  submit  an  actual  contract. 
This  was  done,  and  at  the  same  time  officers 
of  the  Colorado,  Montana,  New  Mexico,  Utah 
and  Wyoming  organizations  wrote  letters  to 
the  Nevada  Association  assuring  them  that 
they  would  be  welcomed  by  each  of  the 
presently  participating  states.  The  Colorado 
Society,  as  the  corporate  “owner”  of  the 
Journal,  approved  the  contract  last  August, 
the  Nevada  Association  ratified  it  at 
Nevada’s  September  annual  session,  and 
final  signatures  were  announced  at  the  Edi- 
torial Board  meeting  later  that  month. 

Again,  we  feel  highly  honored,  and  we 
certainly  welcome  Nevada  to  a cooperative 
publishing  venture  which  we  hope  will  be 
mutually  beneficial  for  many  long  years  to 
come.  And  we  introduce  two  new  members 


We’re  Going 


of  our  Editorial  Board:  Nevada’s  initial 
Scientific  Editor,  Wesley  W.  Hall,  M.D.,  and 
Associate  Editor  Nelson  B.  Neff.  Many  in 
our  five-state  group  already  know  Dr.  Hall 
for  his  many  years  of  service  as  Nevada’s 
Delegate  to  the  American  Medical  Associa- 
tion, and  Mr.  Neff  as  Executive  Secretary  of 
the  Nevada  State  Medical  Association  for  the 
last  three  years.  Welcome  aboard! 


u, 


The  Physician  s 
Role 

Social  Security 
Disability  Pro  gram 


NDER  THE  SOCIAL  SECURITY  LAW,  disabled 
workers  50  to  65  years  of  age,  and  the  dis- 
abled dependent  sons  and  daughters  of  re- 
tired or  deceased  workers,  may  receive 
monthly  disability  payments.  To  qualify,  a 
person  must  be  unable  to 
engage  in  gainful  activity 
by  reason  of  a medically 
determinable  physical  or 
mental  impairment.  A 
disabled  worker  must,  in 
addition,  have  Social  Security  credits  for 
work  in  at  least  five  out  of  the  ten  years  be- 
fore he  became  disabled,  including  a year 
and  a half  out  of  the  three  years  before  his 
disability  began. 

Applications  are  taken  by  the  more  than 
570  Social  Security  district  offices,  located 
all  over  the  nation.  The  disabled  person  is 
responsible  for  furnishing,  at  his  own  ex- 
pense, the  evidence  to  show  that  he  is  “dis- 
abled” within  the  meaning  of  the  Social 
Security  law.  His  Social  Security  district  of- 
fice gives  him  one  or  more  copies  of  a medical 
report  form  on  which  this  evidence  can  be 
supplied.  Obviously,  the  reporting  physician 
has  an  important  role  in  the  operation  of  the 
Social  Security  disability  provisions. 

After  the  applicant  has  filed  his  claim 
under  the  disability  provisions,  and  furnished 


•Condensed  from  a more  detailed  communication  from  the 
Social  Security  Administration  to  guide  physicians  who  may 
serve  patients  under  the  Social  Security  Disability  Program. 
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the  supporting  evidence,  his  case  is  forward- 
ed by  his  Social  Security  district  office  to  an 
agency  of  his  state — usually  the  state  voca- 
tional rehabilitation  agency.  Under  agree- 
ments between  the  individual  states  and  the 
federal  government,  these  state  agencies 
make  the  disability  determinations  for  their 
own  residents.  By  furnishing  complete  evi- 
dence, the  reporting  physician  makes  it  un- 
necessary for  the  reviewing  physician  to 
“write  back”  for  additional  clinical  or  labora- 
tory data.  Selection  of  consulting  physicians 
and  payment  of  fees  are  governed  by  state 
practices.  Some  doctors  feel  they  should  be 
reimbursed  by  the  government  for  preparing 
the  medical  reports  and  it  is,  of  course,  quite 
within  their  prerogative  to  charge  the  patient 
a fee.  However,  under  the  law,  the  Social 
Security  Administration  cannot  pay  that  fee; 
that  is  the  individual’s  responsibility. 

The  central  purpose  of  disability  evalua- 
tion is  to  determine  remaining  mental  and 
physical  capabilities:  (1)  what  the  claimant 
has  left,  and  (2)  what  he  can  do  with  what 
he  has  left.  Evaluation  of  disability  must  be 
based  on  clinical  and  laboratory  tests  of  the 
individual’s  ability  to  meet  the  metabolic  de- 
mands of  activity,  to  reason,  to  perceive,  and 
to  perform  certain  basic  activities  such  as 
sitting,  standing,  bending  and  walking.  Dis- 
cussion of  disability  from  heart  disease  may 
serve  to  illustrate  the  kind  of  evidence  needed 
to  measure  the  patient’s  remaining  functional 
capacity,  after  appropriate  therapy.  Most  fre- 
quently, impairments  of  the  circulatory  sys- 
tem produce  loss  of  bodily  function  by  re- 
duction of  cardiac  reserve.  The  diagnosis  of 
the  condition  usually  reflects  whether  the  im- 
pairment is  caused  by  valvular  disease,  myo- 
cardial damage  or  vascular  pathology.  Evalu- 
ation of  remaining  function  should  be  made 
after  the  convalescent  period.  Hence,  clinical 
and  laboratory  findings  after  maximum  im- 
provement from  treatment  are  valuable  in 
making  a determination  of  remaining  cardiac, 
brain  or  other  function.  Loss  of  function  is 
evaluated  on  the  basis  of  clinical  and  labora- 
tory findings  after  maximum  benefit  from 
treatment.  More  complicated  tests  of  vascu- 
lar function  may  be  required  in  certain  cases, 
e.g.,  arteriography.  The  reporting  physician 
should  not  be  concerned  because  he  may  not 


have  equipment  to  perform  these  tests.  A 
carefully  performed  exercise  tolerance  test 
(if  not  medically  contraindicated)  will  al- 
most always  provide  the  clinical  evidence 
needed  to  evaluate  the  degree  of  remaining 
function. 

The  Social  Security  Administration  has 
the  continuing  cooperation  of  a Medical  Ad- 
visory Committee  appointed  by  Commission- 
er Schottland,  in  February,  1955.  The  com- 
mittee is  composed  of  recognized  specialists 
associated  with  medical  and  allied  professions 
in  various  fields  outside  government,  such  as 
general  practice,  research,  medical  education, 
industry  and  labor. 

The  American  Medical  Association  has  co- 
operated with  the  Social  Security  Adminis- 
tration by  informing  its  members  about  the 
medical  aspects  of  the  disability  program, 
especially  the  preparation  of  medical  reports. 
On  June  1,  1957,  the  Journal  of  the  American 
Medical  Association  carried  a comprehensive 
report  on  the  administration  and  organiza- 
tion of  the  disability  provisions.  Regulations 
on  the  meaning  of  disability  appeared  in  the 
September  28,  1957,  issue. 


In  the  past  we  have  commented  favorably 
on  two  subjects  relative  to  poisonings.  One 
was  the  Denver  Poison  Control  Center  (TA. 
5-1331).  The  second  was  the  universal  anti- 
dote for  home  use  marketed  as  Res-Q.  Today 
we  would  like  to  give  an  edi- 
Poison  torial  plug  for  the  artificial 

kidneys  for  use  in  certain 
Control  poisonings.  The  University  of 

Colorado  School  of  Medicine 
and  Presbyterian  Hospital,  Denver,  have  arti- 
ficial kidneys  and  highly  trained  crews  to 
operate  them.  Their  use  is  not  restricted  to 
nephritics  since  it  can  also  be  used  to  dialyze 
out  of  the  blood  stream  ingested  toxins  such 
as  methyl  alcohol  and  overdosage  of  drugs 
such  as  Doriden.  In  the  sweat  and  despair  of 
trying  to  reverse  a poisoning  or  suicide  at- 
tempt by  drugs,  call  the  Poison  Control  Cen- 
ter to  see  if  the  artificial  kidney  might  be 
life-saving  for  your  particular  patient.  The 
University  and  Presbyterian  Hospital  are  at 
your  service. 
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* Physician — where  art  thou?! 

Presidential  address 

John  I.  Zarit,  M.D.,  Denver 


I ACCEPT  THE  OFFICE  OF  PRESIDENT  of  the  Colo- 
rado State  Medical  Society  with  profound 
feelings  of  humility,  appreciation  and  re- 
sponsibility. I am  deeply  grateful  for  this 
honor  which  you  have  bestowed  upon  me  and 
I know  of  no  nobler  cause  for  free  enterprise 
that  any  physician  can  serve.  In  accepting 
this  obligation,  I realize  the  number  and 
variety  of  challenges  which  confront  medi- 
cine today. 

Many  years  ago  I asked  a senior  colleague 
what  should  be  the  goal  that  a young  physi- 
cian should  seek  in  the  practice  of  medicine. 
His  answer  was,  “You  have  reached  your 
goal  when  the  practice  of  medicine  is  an 
avocation.”  I was  struck  with  awe.  What 
must  one  do?  How  should  one  proceed  to 
reach  this  goal? 

A physician 

These  questions  were  answered  for  me 
several  years  ago  when  a prominent  col- 
league was  honored  to  deliver  the  “Henry 
Sewall  Lecture.”  In  introducing  the  guest 
speaker,  the  chairman  merely  stated  that  he 
was  “physician  to  the  Peter  Brent  Brigham 
Hospital.”  This  physician  was  the  recipient 
of  many  honors.  He  impressed  us  first  and 
foremost  that  he  was  a physician  and  not  a 
doctor.  The  educational  field  is  spotted  with 
doctors  ...  in  philosophy,  education,  music, 
law,  science,  engineering,  dentistry,  osteop- 
athy, business,  optometry,  chiropody,  and  so 
on.  Doctors  are  in  abundance,  but  we  would 
like  more  Doctors  of  Medicine  to  become 
physicians. 


•Presented  before  the  88th  Annual  Session  of  the  Colorado 
State  Medical  Society,  September  25,  1958,  at  Colorado  Springs. 


In  Amiel’s  Journal  it  is  stated,  “To  me  the 
ideal  physician  would  be  a man  endowed 
with  profound  knowledge  of  life  and  of  the 
soul,  intuitively  divining  any  suffering  or 
disorder  of  whatever  kind,  and  restoring 
peace  by  his  mere  presence.”  And  Lord  Lister 
said,  “For  the  physician  there  is  only  one 
rule:  put  yourself  in  the  patient’s  place.” 

In  my  humble  opinion,  to  be  a physician 
you  must  reach  maturity.  Can  you  answer 
in  the  affirmative  the  six  tests  of  maturity? 

(1)  How  well  developed  is  your  sense  of 
humor? 

(2)  How  do  you  use  your  time? 

(3)  Can  you  think  for  yourself? 

(4)  Can  you  think  beyond  yourself? 

(5)  Can  you  get  along  with  your  col- 
leagues and  fellow  men? 

(6)  Do  you  have  the  ability  to  live  quiet- 
ly; that  is,  the  capacity  to  be  still  and  know 
God?  In  other  words,  do  you  have  peace  of 
.mind? 

V irtue 

A mature  physician  believes  in  the  philos- 
ophy of  virtue.  He  will  exemplify  this  virtue 
to  his  patients  and  his  associates  in  the  pro- 
fession. What  does  virtue  signify? 

1.  Courtesy — with  courtesy  he  avoids  in- 
sult. 

2.  Altruism  or  magnanimity — both  sides 
win. 

3.  Kindness — you  will  be  capable  of  com- 
manding others. 

4.  Earnestness  or  devotion— you  will  have 
success. 

5.  Sincerity — the  public  will  trust  you. 

How  happy  is  the  physician  who  walks  in 
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the  path  of  righteousness! 

I repeat  the  question:  “Oh,  Physician, 
where  art  thou?” 

The  Secretary  of  Health,  Education  and 
Welfare  in  an  address  before  the  Association 
of  American  Medical  Colleges  in  October  of 
1957  urged  that  “in  the  education  of  future 
doctors  greater  stress  should  be  laid  in  pre- 
paring them  to  meet  the  economic  and  social 
problems  which  are  closely  intertwined  with 
medicine.”  The  medical  school  should  pro- 
vide a place  in  medical  education  for  studies 
which  would  prepare  medical  students  to 
deal  more  effectively  with  the  future  devel- 
opments in  voluntary  health  insurance  pro- 
grams in  which  the  leadership  and  judgment 
of  the  medical  practitioner  may  play  an 
active  part.  In  turn,  the  medical  profession 
on  its  own  initiative  should  provide  more 
leadership  and  assistance  in  meeting  the 
acute  social  and  economic  issues  which  are 
closely  related  to  medicine. 

The  Colorado  medical  profession  should 
be  proud  of  the  school  at  the  Medical  Center 
in  Denver.  Recently  the  press  has  called  at- 
tention to  plans  for  expansion  of  the  Medical 
Center,  including  larger  facilities  for  the 
Medical  School,  a new  400-bed  university 
hospital  with  research  facilities  and  the  addi- 
tion of  a dental  school.  It  is  the  hope  of  the 
Board  of  Regents  and  the  President  of  Colo- 
rado University  that  this  will  be  a reality  in 
five  to  seven  years. 

Time  of  decision 

For  those  who  consider  the  University  of 
Colorado  School  of  Medicine  as  their  repre- 
sentative in  the  Association  of  American  Col- 
leges, the  next  few  years  loom  large  on  the 
horizon  as  a time  of  decision  . . . for  confront- 
ing the  medical  school  today  is  a question 
of  major  importance.  Will  the  University  of 
Colorado  Medical  Center  continue  to  rank 
as  one  of  the  foremost  leaders  in  its  building 
expansion  movement,  a movement  which  is 
today  the  fastest  growing  branch  of  Ameri- 
can education?  Or  will  the  school  lose  its 
coveted  position  because  of  the  strides  which 
are  being  made  by  other  medical  centers? 
This  is  a question  which  demands  a clear  and 
positive  answer  ...  an  answer  which  in  the 
final  analysis  can  come  only  from  alumni, 
members  of  the  Colorado  State  Medical  So- 


ciety, members  of  the  Colorado  Legislature 
and  friends  of  the  Medical  Center.  It  is  upon 
these  that  the  school  must  depend  for  its 
future  existence.  At  the  same  lime,  we  expect 
the  Board  of  Regents,  the  President  of  the 
University  and  the  Dean  of  the  Medical 
School  to  lend  their  support  and  cooperation 
to  the  social  and  economic  problems  which 
are  facing  and  will  confront  the  State  Medi- 
cal Society. 

Low  salaries 

I would  be  remiss  if  your  attention  was 
not  called  to  the  low  salary  scale  of  the  full- 
time faculty  at  the  school.  The  full-time 
faculty  numbers  110.  The  minimum  annual 
salary  range  of  instructors  is  $5,100;  of  assist- 
ant professors  $6,750;  of  associate  professors 
$9,000;  of  professors  $11,500.  The  average  an- 
nual salary  in  the  same  grades  is  $7,133, 
$8,681,  $11,098,  and  $12,336,  respectively.  Do 
you  know  that  the  annual  salary  offered  by 
group  health  clinics  to  a young  doctor  out 
of  internship  is  $9,900?  This  deplorable  state 
of  low  salaries  is  an  indictment  and  a chal- 
lenge to  the  American  public.  As  individuals 
we  should  direct  our  attention  to  the  legis- 
lature, business  firms,  humanitarian  and  phil- 
anthropic friends  and  various  trust  funds  for 
assistance  to  a just  cause. 

There  can  be  no  doubt  in  our  minds  that 
a well-paid  full-time  faculty  in  our  Medical 
Center  will  result  in  the  teachers  devoting 
all  their  time  to  the  instruction  of  the  under- 
graduate student,  to  postgraduate  teaching 
and  research.  In  addition,  they  would  be 
available  for  consultation  whenever  and 
wherever  requested  by  members  of  the  State 
Medical  Society  with  no  cost  to  the  private 
patient  unless  the  latter  might  wish  to  make 
a voluntary  contributiori  to  the  Medical  Cen- 
ter. 

Again  I repeat,  “Oh,  Physician,  where  art 
thou?” 

Several  years  ago  I called  upon  a physi- 
cian in  a neighboring  city  and  although  I 
had  an  appointment  and  gave  my  correct 
name,  the  secretary  assured  me  that  the 
doctor  would  be  unable  to  see  me.  However, 
when  I insisted  that  I really  had  an  appoint- 
ment, I was  eventually  ushered  into  his  office 
where  I received  profuse  apologies.  The  doc- 
tor explained  that  because  I was  carrying  a 
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special  medical  case  the  secretary  was  sure 
I must  be  a drug  manufacturer  detail  man, 
and  she  had  been  given  the  strictest  instruc- 
tions to  bar  entry  of  all  such  intruders.  Ever 
since  that  incident,  when  I find  a drug  repre- 
sentative seeking  entry  into  my  private  of- 
fice, I feel  rather  guilty  if  I do  not  give  him 
a few  moments  of  my  time. 

The  “detail  man” 

Today’s  swift  pace  of  medical  advance 
creates  a formidable  problem  in  keeping  up 
with  current  knowledge.  The  pharmaceutical 
company  is  responsible  for  informing  physi- 
cians about  new  products.  This  job  falls 
largely  to  the  detail  man,  employee  of  the 
company.  The  employer’s  investment  in  cur- 
rent medical  education  is  impressive.  There- 
fore, a detail  man  not  thoroughly  informed 
about  all  the  work  proceeding  elsewhere  on 
the  type  of  drug  he  discussed,  has  little  hope 
of  gaining  the  doctor’s  respect,  because  the 
wise  and  experienced  physician  is  given  to 
definitive  questions. 

The  other  major  channels  for  pharma- 
ceutical manufacturers  to  the  physician  are 
advertisements  in  medical  journals,  direct 
mail,  and  educational  exhibits  at  medical 
meetings  as  exemplified  by  the  wonderful 
group  of  displays  in  the  ballroom  of  this 
hotel  today.  Please  see  every  technical  ex- 
hibit before  you  leave  this  meeting.  Certainly 
the  barrage  of  drug-firm  literature  that  pours 
through  a physician’s  office  gives  no  sign 
of  diminishing.  Someone  has  classified  drug 
firm  literature  into  three  categories:  “(1) 
Material  that  is  chiefly  composed  of  pretty 
pictures,  useful  only  for  scrap  books  or  the 
wastepaper  basket;  (2)  pseudo-scientific  ma- 
terial as  presented  to  the  public  with  ana- 
tomic diagrams  showing  what  is  likely  to 
happen  if  the  specific  drug  is  not  taken.  This 
also  is  rejected  to  the  wastepaper  basket. 
(3)  An  abundance  of  scientific  material  with 
cases,  notes  and  references.  Such  material 
litters  your  desk  until  it  can  be  glanced 
through  or  until  it  also  falls  into  the  waste- 
paper  basket.” 

Job  well  done 

Most  of  us  should  be  inclined  to  sympa- 
thize with  the  drug  representative  and  ex- 
press our  preference  for  the  personal  inter- 


view over  the  barrage  of  mail.  I think,  by 
and  large,  the  drug  detail  men  do  their  job 
legitimately  and  well.  It  is  not  fair  to  criti- 
cize them  if  some  physicians  take  what  they 
say  as  gospel.  It  is  our  responsibility  to  evalu- 
ate the  information  that  they  give  us.  A short 
personal  audience  with  a*  competent  repre- 
sentative may  be  quite  helpful.  He,  in  turn, 
through  his  company,  can  do  much  to  foster 
a sympathetic  reception  if  he  himself  can 
adopt  a tasteful  approach.  As  physicians  and 
for  good  public  and  human  relations,  it 
seems  to  me  that  we  should  treat  the  detail 
man  with  tolerance  and  courtesy  and  re- 
member that  he  has  rather  an  unenviable 
task. 

Again,  may  I reiterate,  “Oh,  Physician, 
where  art  thou?” 

Hippocrates  has  said,  “Life  is  short,  art 
is  long,  opportunity  is  fleeting,  experience 
is  deceptive  and  judgment  is  hard;  but  not 
only  the  physician,  but  also  the  patient,  his 
friends  and  surroundings  must  do  what  is 
necessary  for  health.”  It  has  been  stated  that 
with  the  passage  of  time  has  always  come  a 
degree  of  change.  To  ride  this  change  is 
basically  to  survive,  yet  the  greatest  change 
taking  place  in  the  medical  profession  today 
is  to  be  found  in  the  change  itself. 

Pressure  groups 

What  position  does  the  medical  profession 
as  a whole  occupy  in  the  changing  social, 
economic  and  political  pattern  of  today?  Dr. 
Charles  H.  Bradford  of  Boston,  Massachu- 
setts, feels  that  “the  present  position  of  the 
profession  is  precarious.  On  one  side  we  find 
ourselves  threatened  by  state  and  federal 
programs  already  operating  on  a large  scale 
and  eagerly  seeking  still  further  enlargement. 
On  the  other  side  we  anticipate  the  ugly 
possibility  of  domination  by  pressure  groups 
such  as  labor  unions  or  dictation  from  com- 
mercial interests — to  mention  only  two  out 
of  many  contenders.”  “In  front  of  us,”  he 
writes,  “we  face  the  inescapable  and  insur- 
mountable wall  of  rising  costs  in  which  the 
physicians’  fees  play  only  an  insignificant 
part  as  compared  to  the  staggering  costs  of 
hospitalization.  Behind  us  we  hear  the  hue 
and  cry  of  an  increasingly  hostile  public 
opinion  unleashed  and  led  on  by  demagogues 
who  clamor  for  the  priceless  gifts  of  life  and 
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health  at  bargain  rates  and  at  taxpayers’ 
expense.  As  we  fare  forth  into  this  dark  and 
uncertain  quest  of  ‘social  progress,’  we  can 
expect  about  as  much  security  as  Little  Red 
Riding  Hood  enjoyed  when  she  went  to  visit 
Grandma.” 

What  part  does  Blue  Shield  play  in  these 
patterns?  Blue  Shield  represents  one  of  medi- 
cine’s few  hopes  for  survival  as  a self-de- 
termining profession.  Colorado  Blue  Shield, 
nurtured  by  the  Colorado  State  Medical 
Society,  has  provided  the  Colorado  physicians 
with  an  intelligent,  coordinated  corporate 
body  through  which  the  profession,  the  sub- 
scriber and  the  public  may  deal  effectively 
in  their  common  interest  and  to  their  mutual 
benefit.  If  the  profession  in  Colorado  con- 
tinues to  administer  Blue  Shield  wisely; 
that  is,  to  be  as  willing  to  give  as  to  receive, 
to  regulate  our  practice  and  our  fees  so  as 
to  preserve  our  freedom  from  being  regulat- 
ed and  to  grant  the  community  as  many  bene- 
fits as  we  hope  to  assure  for  ourselves;  it 
may  be  all  that  the  physicians  need  to  main- 
tain their  professional  independence. 

Medical  attention  or  medical  care 

How  effective  is  the  part  we  play  likely 
to  be  in  the  future?  We  as  physicians  and 
members  of  the  Colorado  State  Medical  So- 
ciety are  in  reality  the  managers  of  the 
Colorado  Blue  Shield.  Its  success  depends 
on  us.  Its  future  remains  our  responsibility. 
Let  us  put  aside  arguments  over  fee  sched- 
ules and  income  levels.  The  Blue  Shield  must 
deliver  what  a large  percentage  of  the  com- 
munity seems  to  want,  a plan  for  prepaid 
community  medical  care.  It  simply  is  not 
true  that  thousands  of  people  die  every  year 
in  this  country  because  of  inability,  financial- 
ly or  otherwise,  to  obtain  medical  care.  It 
is  true,  perhaps,  that  thousands  die  because 
of  personal  negligence  or  procrastination  in 
seeking  proper  medical  care.  But  there  is  not 
the  slightest  evidence  that  there  is  any  sig- 
nificant number  of  people  dying  today  be- 
cause it  is  impossible  for  them  to  obtain 
medical  care.  Those  who  contend  the  opposite 
confuse  medical  attention  with  medical  care. 
I am  fully  aware  that  there  are  millions  of 
people  who  cannot  afford  to  run  to  a doctor’s 
office  every  time  they  need  a cathartic  or 
to  call  a pediatrician  to  their  homes  every 


time  the  baby  sneezes.  As  a matter  of  fact, 
the  world  would  be  much  better  off  if  no 
one  had  money  to  waste  in  this  way. 

Pensioner  s program 

The  eyes  of  the  nation  are  on  Colorado 
and  the  Old  Age  Pensioner-Hospital-Medical- 
and-Surgical-Plan  sponsored  by  the  Colorado 
State  Medical  Society;  and  Colorado  Blue 
Shield  and  Blue  Cross,  who  act  as  fiscal 
agents.  Mr.  Guy  Justis,  Director  of  the  Colo- 
rado State  Department  of  Welfare,  has  stated 
that  over  1,000  physicians  participated  and 
9,000  pensioners  were  hospitalized  during  the 
first  six  months  of  the  plan.  He  added  that, 
“The  program  is  going  better  than  we  thought 
it  would.  Credit  should  go  to  the  Colorado 
physicians  individually  and  collectively.”  I 
must  call  attention,  however,  to  the  impor- 
tance of  educating  the  pensioner  to  realize 
that  this  program  provides  medical  care  and 
not  medical  attention. 

The  physician’s  success  in  maintaining  the 
confidence  of  his  public  and  regaining  it 
where  it  has  been  lost  will  depend  on  what 
he  gives  and  not  on  what  he  gets.  “The  prac- 
tice of  medicine  is  still  a service  as  dedicated 
as  the  ministry,  and  those  who  base  their 
success  on  their  income  are  not  truly  in  that 
service.” 

We  must  grasp  the  larger  significance  of 
Colorado  Blue  Shield,  stand  behind  it  in  its 
major  decisions,  not  for  selfish  gain  but  for 
community  understanding;  let  us  share  with 
the  public  in  mutual  service  and  benefit;  in 
simple  words,  establish  good  human  relations. 
Then,  and  only  then,  can  the  profession  pre- 
serve its  time-honored  status  as  an  altruistic 
body  of  men  free  from  the  mercenary  con- 
trols of  politics  or  commerce,  devoting  itself 
wholeheartedly  to  scientific  and  humanita- 
rian tasks.  Health  and  life  are  too  precious 
to  be  at  the  mercy  of  trade  and  barter. 

Colorado  Blue  Shield  can  and  will  meet 
every  future  challenge  in  serving  the  needs 
of  both  medicine  and  the  public.  Its  only 
concern  is  what  is  best  for  the  community. 

It  functions  under  medical  leadership  to  help 
the  public  meet  the  cost  of  good  medical  care 
within  the  framework  of  medicine’s  best  i 
tradition  of  freedom  and  public  service.  | 

Physician,  where  art  thou? 
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Labor’s  concern  with  the  quality  as  well 
as  the  quantity  of  health  services  offered  to 
workers  set  the  tone  for  the  National  Con- 
ference on  Labor  Health  Services  in  Wash- 
ington, D.  C.,  June  16  and  17,  1958. 

Called  by  the  American  Labor  Health 
Association,  the  conference  served  as  a sound- 
ing board  for  the  united  demands  of  health 
administrators  and  medical  directors  of  many 
unions  for  a healthier  working  America. 

The  attack 

An  attack  on  organized  medicine  was 
spearheaded  at  this  conference  by  Dr.  Warren 
F.  Draper,  Executive  Medical  Officer  of  the 
United  Mine  Workers  of  America  Welfare 
and  Retirement  Fund,  and  Dr.  William  A. 
Dorsey,  United  Mine  Workers  of  America 
Area  Medical  Administrator.  They  deemed 
fit  to  air  publicly  indiscriminate  accusations 
against  the  entire  medical  profession. 

The  reply 

By  not  telling  the  truth,  they  have,  ac- 
cording to  Dr.  F.  J.  L.  Blasingame,  “willfully 
disregarded  the  constructive  efforts  and  the 
positive  accomplishments  which  have  been 
achieved  through  the  medical  profession  in 
providing  medical  care  of  the  highest  quality 
to  miners  and  their  families  and  the  innu- 
merable meetings,  conferences  and  other  ac- 
tivities specifically  designed  to  insure  the 
kind  of  medical  care  Dr.  Draper  envisages 
for  the  beneficiaries  of  the  fund?” 

Commended  in  1954 

In  a radio  address  in  1954,  Dr.  Draper  com- 
mended the  American  Medical  Association 
for  its  efforts.  He  stated:  “The  American 
Medical  Association,  through  its  national  and 
constituent  bodies  and  liaison  committees 
created  for  the  purpose,  has  provided  invalu- 
able assistance.  I know  of  no  other  agency 
that  would  be  in  a position  to  appoint  a sur- 
vey team  of  competent  neutral  observers  to 
go  into  some  of  the  coal  mining  areas  to 
explain  their  purpose  to  presidents  and  other 
officers  of  the  state  and  local  societies  and, 
in  company  with  them,  visit  the  problem 
areas  and  obtain  first-hand  knowledge  of  the 
conditions  of  medical  practice  and  the  steps 
and  measures  necessary  to  bring  about  im- 
provements.” 


Condemned  in  1957 

The  present  dispute  between  the  fund  and 
the  medical  profession  stems  from  a directive 
issued  by  Dr.  Draper  on  September  10,  1957, 
to  area  medical  administrators  of  the  fund. 
This  states  that,  “To  meet  the  mandatory 
requirements  of  conserving  trust  fund  re- 
sources and  provide  authorized  services  to 
beneficiaries,  trust  fund  payments  are  hereby 
restricted  to  doctors  and  hospitals  whose 
services  are  deemed  necessary  and  essential.” 

Physicians  who  were  notified  that  they 
were  dropped  were  informed,  “Please  be  as- 
sured no  criticism  of  you  is  implied  by  this 
action;  your  services  to  the  fund  beneficiaries 
have  been  appreciated.”  From  the  above  di- 
rective one  must  surmise  that  the  medical 
interests  of  the  miner  and  his  family  have 
been  subordinated  to  the  financial  interests 
of  the  fund. 

We  question  the  right  and  ability  of  one 
individual  and  his  subordinates  to  determine 
arbitrarily  who  is  qualified  to  provide  medi- 
cal and  surgical  care.  We  fail  to  see  how 
the  miner’s  medical  interests  are  protected 
when  he  must  accept  the  physician  selected 
by  the  fund.  He  is  not  permitted  to  use  the 
services  of  his  own  family  physician.  Miners 
and  their  dependents  are  now  often  required 
at  their  own  expense  to  travel  considerable 
distances  to  secure  medical  care  or  a consul- 
tation to  prescribe  a prescription  written  by 
a physician  in  the  community  where  the 
miner  resides.  Frustrated  and  discouraged 
physicians  are  leaving  the  mining  communi- 
ties because  of  the  monopolistic  control  the 
director  of  the  fund  holds  over  who  will  treat 
the  miner  and  his  family. 

Censure 

The  press  did  not  mention  that  the  Ameri- 
can Labor  Health  Association  came  up  for 
considerable  censure  at  the  Washington, 
D.  C.,  conference.  Permit  me  to  enumerate 
several  of  the  remarks  of  criticism  expounded 
by  their  speakers: 

(1)  Dr.  George  Baehr,  Medical  Consultant 
to  Health  Insurance  Plans,  criticized  labor 
leaders  who  “stick  to  indemnity  programs 
even  where  organized  comprehensive  medical 
services  are  available.” 

(2)  He  also  charged  that  many  union 
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health  centers  are  “samples  of  a fractional 
health  service”  providing  medical  care  “gross- 
ly deficient  in  quality.” 

(3)  “A  union  health  center  located  in  the 
industrial  district  of  a city  is  not  an  adequate 
substitute  for  a family  health  service.” 

(4)  Dr.  Jonas  N.  Muller,  Director  of  the 
Department  of  Preventive  Medicine  and  Pub- 
lic Health  of  the  New  York  College  of  Medi- 
cine, also  criticized,  stating,  “Newer  diagnos- 
tic centers  established  by  many  unions  are 
far  from  adequate.”  He  added,  “Few  diagnos- 
tic centers  do  not  know  what  happens  to 
patients  after  they  are  seen  at  the  center  and 
many  remain  untreated.” 

We,  the  medical  profession,  must  try  a 
new  line  of  defense  against  governmental, 
closed-panel  and  union  plans  that  undermine 
private  practice. 

Bill  of  Rights 

It  has  been  suggested  by  D.  A.  Charnock, 
M.D.,  California  Medical  Association,  that 
we  accept  a “Bill  of  Basic  Medical  Rights 
for  Patients.”  Physicians  should  plan  to 
publicize  the  basic  medical  rights  widely  and 
also  use  them  as  a basis  for  participation  in 
any  program  of  medical  care.  The  Bill  of 
Basic  Medical  Rights  for  Patients  holds  that: 

(1)  “The  patient  shall  have  the  right  to 
retain  the  physician  of  his  choice  at  the 
office,  home  or  hospital  and  shall  be  free  to 
terminate  the  professional  relationship  at  his 
pleasure. 

(2)  “The  patient  shall  have  the  right  to 
the  advantages  of  consultation  and  to  serv- 
ices of  physicians  whose  qualifications  have 
been  determined  by  their  peers,  not  by  legis- 
lation. No  governmental  action  shall  create, 
to  his  detriment,  first,  second  and  third  class 
physicians  with  first,  second  and  third  class 
abilities,  training,  duties  or  remunerations. 

(3)  “The  patient  shall  have  the  right  to 
know  that  his  physician  is  responsible  for  all 
decisions  regarding  the  extent  of  his  medical 
care,  and  that  those  decisions  are  not  dictated, 
restricted  or  suborned  by  any  third  party. 
Nor  shall  legislative  resolution  or  executive 
edict  free  his  physician  to  regard  him  as  a 
chattel,  a number  or  a head.  It  shall  be  rec- 
ognized that  any  person  covered  by  such  pro- 
gram is  not  medically  indigent. 

(4)  “The  patient  shall  have  the  right  to 


know  that  the  management  of  his  medical 
program  is  efficient  and  open  to  inspection.” 

I am  a firm  believer  in  conferences.  Con- 
troversies, misrepresentations,  warped  im- 
pressions and  distortion  of  facts  can  be  re- 
solved amicably  at  a council.  Man  is  endowed 
with  reasoning  and  emotional  faculties. 
Therefore,  at  a conference,  a man  must  con- 
trol his  emotions,  lest  they  remove  the  land- 
mark of  reason. 

Invitation  extended 

It  is  needless  for  me  to  reiterate  our  local 
problems  with  the  United  Mine  Workers  of 
America  Welfare  and  Retirement  Fund. 
Nevertheless,  I am  extending  an  invitation 
to  Dr.  Warren  F.  Draper  to  meet  with  me  at 
the  conference  table  in  Denver,  Colorado.  I 
request  that  Dr.  Draper  remove  his  mask 
and  reveal  himself  to  me  as  the  physician 
he  was  prior  to  becoming  Medical  Director 
of  the  United  Mine  Workers  of  America  Wel- 
fare and  Retirement  Fund — the  physician 
who  believed  in  the  oath  of  Hippocrates.  I 
suggest  that  Dr.  Draper  meet  with  me  as  a 
physician  and  not  as  Medical  Director  of  the 
miner’s  fund — and  I,  as  a physician,  licensed 
to  practice  medicine  in  the  state  of  Colorado, 
not  as  President  of  the  Colorado  State  Medi- 
cal Society.  Let  us  leave  behind  our  emo- 
tional spells  for  fear  of  losing  the  balance 
of  our  brains.  The  story  is  told  “that  a fanati- 
cal religious  man  saw  a woman  drowning. 
He  became  so  hysterical  because  of  her 
nudity  that  he  ran  away  for  his  life  and  the 
woman  drowned — a victim  of  his  emotional- 
ism.” 

Benefits  derived  from  enemies 

Let  each  of  us.  Dr.  Draper,  compare  our 
enemies  to  bees  who  sting,  but  at  the  same 
time  give  honey.  Please  remember  that  we 
derive  more  benefits  from  our  enemies  than 
from  our  friends.  Friends  evince  our  merits 
while  enemies  reveal  our  defects.  The  former 
tell  us  what  we  are;  the  latter  tell  us  what 
we  should  be.  Let  us  be  optimistic  as  we 
approach  this  conference  rather  than  pessi- 
mistic, because  an  optimist  is  rational  while 
a pessimist  is  emotional.  Let  us  be  high- 
spirited  and  stout-hearted  rather  than  poor- 
spirited  and  pigeon-hearted.  Let  us  caution 
each  other  to  keep  the  right  proportion  be- 
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tween  reason  and  emotion;  and  optimism, 
the  offspring  of  reason,  will  bring  light  into 
the  darkness  of  troubles  between  the  United 
Mine  Workers  of  America  Welfare  and  Re- 
tirement Fund  and  the  Colorado  State  Medi- 
cal Society. 

Finally,  free  choice  of  physician  is  a 
“privilege  of  great  price.  The  ballot  is 
another  ‘privilege  of  great  price.’  Cast 
it  not  lightly  aside.  Do  not  be  guiled  by 
the  petty  favors  or  glib  patter  of  a politician. 
Spurn  the  sophistry  of  your  adversaries  who 
would  exploit  you.”  The  author  of  this  quota- 
tion can  pour  out  the  English  language  in 
remarkable  combination  of  words.  He  is  none 
other  than  Mr.  John  L.  Lewis.  About  six 
weeks  ago  he  used  the  above  statement  in 
appealing  to  the  rank  and  file  mine  workers 
in  West  Virginia  to  exercise  their  right  to 
vote  in  the  primary  elections. 

Little  did  Mr.  Lewis  realize  that  when  he 
spoke  of  the  ballot  as  a privilege  of  great 


price,  that  I would  use  the  same  remarks  to 
remind  organized  medicine  in  Colorado  to 
cherish  and  preserve  the  freedom  to  practice 
medicine  and  to  foster  free  choice  of  physi- 
cian. We  should  consider  free  enterprise  as 
a “privilege  of  great  price.  Cast  it  not  lightly 
aside.  Do  not  be  guiled  by  the  petty  favors 
or  glib  patter  of  a politician.  Spurn  the 
sophistry  of  your  adversaries  who  would  ex- 
ploit you.” 

Pirke  Aboth  tells  us,  “The  world  rests 
upon  three  things:  Truth,  justice  and  peace. 
Where  there  is  no  truth,  there  can  be  no 
justice.  And  where  there  is  no  justice,  there 
can  be  no  peace.” 

“Enlighten  our  minds,  oh.  Father  of  Man- 
kind, with  the  pursuit  of  truth.  Ennoble  our 
hearts  with  the  promptness  of  justice.  Endow 
our  hands  with  the  task  of  peace.” 

My  fellow  associates  of  organized  medi- 
cine, you  have  answered  in  unison — 

Physician,  here  am  1.  • 


Presidential  address* 

John  A,  Layne,  M.D.,  Great  Falls,  Montana 


The  physician  of  today  must  be  not  only  well 
trained  in  the  rapidly  advancing  science  of 
medicine  but  must  also  be  ever  alert  to 
changes  in  the  social-economic  structure  of 
the  society  whose  individual  members  he 
serves;  he  must  recognize  those  proposals, 
which  are  constantly  being  advanced  by  well- 
intentioned  individuals  or  by  others,  which 
would  ultimately  destroy  the  dignity  and 
undermine  the  individual  sense  of  being  mas- 
ter of  his  own  destiny — subject  only  to  the 
will  of  his  Creator — that  each  human  on  this 
earth  has  the  inherent  right  from  birth  to 
expect  to  be  his. 

Protect  individual  rights 

Because  the  men  and  women  who  have 

•Presented  at  the  80th  Annual  Meeting,  Montana  Medical 
Association,  Billings,  September  11-13,  1958. 


successfully  completed  the  rigorous  training 
and  discipline  which  is  required  to  be  a 
physician  have  developed  in  themselves  more 
than  the  average  amount  of  respect  for  the 
individual  rights  of  the  people  they  serve,  it 
becomes  the  duty  of  each  physician  to  pro- 
tect not  only  those  individual  rights  most 
closely  associated  with  the  practice  of  the 
healing  arts,  but  also  all  individual  rights. 
Broadly  translated,  this  implies  that  the 
physician  not  only  be  a good  and  active  citi- 
zen, but  that  he  be  a civic  leader  as  well.  In 
America,  participation  on  school  boards  by 
physicians  is  an  excellent  example  of  this 
type  of  non-political  activity,  and  a quite 
natural  one  since  a considerable  portion  of  a 
physician’s  daily  work  is  education — to  teach 
prevention  and  eradication  of  disease.  Politics 
and  medicine  are  said  not  to  mix,  but  if 
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“Politics  Is  Government  in  Action”  then  this 
participation  of  the  physician  as  an  individual 
in  helping  to  advise  our  democratically  elect- 
ed legislators  and  congressmen  on  matters 
of  health  as  well  as  on  any  issue  of  govern- 
mental activity,  is  not  only  justified  but 
mandatory.  In  a government  with  a two- 
party  system,  physicians  should  be  in  a posi- 
tion to  offer  counsel  and  advice  to  both  par- 
ties. 

Bedside  observation 

The  physician  who  treats  the  patient,  the 
physician  who  makes  the  decisions  and  the 
judgments,  the  physician  who  carries  the  ul- 
timate responsibility  for  the  recovery  or  com- 
fort of  the  patient  is  the  person  around  whom 
all  the  activities  of  organized  medicine  and 
public  health  should  resolve.  Whosoever  else 
the  individual,  regardless  of  his  military, 
civil  service  or  bureaucratic  rank,  who  does 
not  carry  the  ultimate  responsibility  for  the 
recovery  or  comfort  of  the  patient,  acts 
only  in  a subordinate  or  advisory  capacity. 
We  must  never  permit  the  physician  in  whom 
the  patient  has  placed  his  trust  and  hope  for 
health  and  recovery  to  be  so  saddled  by 
restrictions  or  by  restrictive  bureaucratic 
processes  that  he  becomes  merely  an  automa- 
ton who  has  time  solely  to  carry  out  the 
policies  formulated  by  third  parties  to  the 
patient-physician  relationship.  The  physician 
caring  for  the  patient  is  in  the  front  line  of 
the  fight  against  disease.  Only  he  knows  the 
headaches  and  heartaches  which  are  experi- 
enced when  a disease  cannot  be  held  within 
bounds  by  those  means  presently  available 
to  us,  and  only  he  has  experienced  at  first- 
hand the  frustrations  and  anxieties  of  the 
bedside  practice  of  medicine.  From  bedside 
observation  starts  first  all  progress  in  medi- 
cine. Then  comes  the  physiologist,  the  chem- 
ist, the  anatomist  and  the  pathologist  to  help 
us  translate  our  needs  into  therapy  based 
upon  the  natural  laws  of  science.  Let  us  in 
medicine  never  forget  that  it  is  ideals  with 
which  we  must  live  and  ideas  for  which  we 
must  continue  to  search. 

Add  to  knowledge 

Each  of  us  owes  an  incalculable  debt  to 
those  who  went  before  us  in  medicine,  for 
the  advances  of  medicine  have  been  hewn 


out  of  the  hard  rock  of  superstition  and  ig- 
norance. In  all  fairness,  we  must  add  some- 
thing, perhaps  some  little  thing,  to  the  mass 
of  medical  knowledge  before  we  too  become 
history.  To  some  is  given  the  precious  gift 
of  creating  and  developing  an  idea  which 
ultimately  alleviates  the  suffering  of  many. 
Most  of  us,  however,  can  only  help  to  make 
it  possible  for  others  to  do  the  research  that 
we  ourselves  are  not  prepared  to  do.  Our 
responsibility  for  so  doing  is  one  that  must  be 
discharged  in  some  manner  by  all  of  us. 

County  medical  society  strength 

The  American  way  of  life  was  founded 
upon  self-government  and  as  little  govern- 
ment as  possible;  of  that,  as  much  as  is  pos- 
sible on  a local  level.  We  have  seen  through- 
out history  and  even  today  what  occurs  when, 
by  inertia,  the  functions  of  local  government 
are  taken  over  by  centralized  government. 
The  founding  fathers  of  the  American  Medi- 
cal Association  wisely  established  the  unit  of 
organized  medicine  in  this  country  as  the 
county  medical  society.  The  strength  of  or- 
ganized medicine  therefore  depends  upon  the 
strength  of  the  county  medical  society. 

Medicine  practiced  as  an  art 

Medicine  which  has  its  foundation  on  the 
natural  laws  of  science  must,  nevertheless, 
be  practiced  as  an  art.  Each  patient,  each 
decision  requires  the  utmost  individualiza- 
tion. It  is  our  insistence  in  America  upon  the 
protection  of  the  individual  rights  of  our 
citizens  that  is  the  basic  difference  between 
the  Free  World  of  America  and  the  Slave 
World  of  Communist  Russia.  The  medical 
profession  of  this  country  may  well  be  proud 
of  the  role  that  it  has  played  in  the  protec- 
tion of  these  individual  rights.  But  pride  in 
past  performances  becomes  empty  if  we  do 
not  demonstrate  by  present  actions  that  we 
are  willing  to  make  every  sacrifice  that  our 
forebears  did  to  protect  the  great  heritage 
that  is  ours.  May  we  at  all  times  have  the 
courage  to  make  the  right  decisions,  the 
strength  to  carry  out  those  decisions,  the  de- 
termination to  carry  them  through  despite 
multitudinous  obstacles  and,  most  important 
of  all,  the  humility  which  must  in  our  pro- 
fession clothe  each  of  us  as  a child  and  serv- 
ant of  God.  • 
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Thrombocytopenic  purpura 

With  intra-abdominal  hemorrhage 

George  B.  Markle,  IV,  M.D.,  Carlsbad,  N.  M.,  and  John  C.  Kramer,  M.D.,  Tulsa,  Okla. 


An  unusual  complication  of  an 
uncommon  disease  warns  us  to  be 
alert  for  hidden  bleeding 
in  the  menstruating  female. 


Acute  idiopathic  thrombocytopenic  purpura, 
particularly  in  children,  is  often  a benign, 
self-limited  disease  manifested  by  purpura, 
easy  bruising  of  the  skin,  decreased  number 
of  circulating  platelets  and  inadequate  clot 
formation.  Death  is  rare,  usually  resulting 
from  spontaneous  intracranial  hemorrhage. 
Ordinarily  no  treatment  is  required  other 
than  protection  from  injury.  Splenectomy  is 
indicated  in  patients  who  cannot  be  protected 
from  injury,  in  instances  of  uncontrollable 
bleeding,  in  chronic  cases  of  six  months  to  one 
year’s  duration,  and  in  adolescent  girls  with 
repeated  menstrual  hemorrhages.  Splenec- 
tomy is  not  universally  successful.  Adrenal 
cortiqal  hormones  may  also  be  used  in  severe 
cases  and  as  preparation  for  surgery.  Re- 
cently platelet  transfusions  have  been  suc- 
cessfully used  but  are  not  yet  widely  avail- 
able. 

With  advancing  age  the  incidence  of  the 
disease  declines  and  its  character  changes. 
In  adults  the  disease  most  often  causes  ex- 
cessive menstrual  bleeding  and  may  occur 
in  a fulminating  form  with  intracranial,  gas- 
trointestinal and  urinary  hemorrhages,  and 
death.  Splenectomy  is  often  advocated  but 
good  results  occur  in  only  two-thirds  of  the 
cases.  The  following  case  illustrates  the  prob- 
lems of  management  and  presents  an  unusual 
form  of  bleeding  and  its  treatment. 


CASE  REPORT 

The  patient,  a 12-year-old  white  girl,  was  well 
until  June  23,  1954,  when  she  developed  cutaneous 
purpura,  ecchymosis,  bleeding  from  the  gums,  and 
menorrhagia  for  the  first  time  since  menarche  one 
year  before.  She  was  admitted  to  the  hospital  five 
days  later,  where  history  did  not  disclose  exposure 
to  toxic  chemicals  or  history  of  allergies. 

Physical  examination  revealed  multiple  ecchy- 
moses,  petechiae,  and  bleeding  gums.  The  liver, 
spleen,  and  other  abdominal  viscera  were  not 
palpable.  Initial  laboratory  findings  on  this  ad- 
mission included  a hemoglobin  of  14.6  grams; 
3,800,000  red  cells,  9,800  white  cells  with  72  per 
cent  neutrophils,  19  per  cent  lymphocytes,  1 per 
cent  monocytes,  7 per  cent  eosinophils,  and  1 per 
cent  basophils.  The  platelet  count  was  20,000  per 
cubic  millimeter,  bleeding  time  6 minutes  45  sec- 
onds, coagulation  time  7 minutes.  Clot  retraction 
did  not  occur  within  24  hours.  Hematocrit  was  40 
per  cent.  Many  red  blood  cells  were  present  in  a 
catheterized  urine  specimen.  Prothrombin  time 
was  13  seconds  with  a control  of  12  seconds. 
Throat  culture,  not  remarkable.  Bone  marrow 
smear  was  reported  consistent  with  the  diagnosis 
of  idiopathic  thrombocytopenic  purpura.*  Repeat- 
ed tourniquet  tests  were  positive. 

While  in  the  hospital  menorrhagia  continued 
and  eight  days  after  admission  gross  hematuria  be- 
gan. She  was  started  on  cortisone  therapy  (200 
mg.  daily,  later  increased  to  300  mg.),  with  con- 
siderable clinical  improvement.  However,  the  num- 
ber of  platelets  and  the  poor  clot  retraction  re- 
mained, though  the  tourniquet  test  became  nega- 
tive. Cortisone  was  gradually  discontinued  after  a 
month  and  the  patient  was  observed  as  an  out- 
patient for  another  month.  During  this  time,  she 
had  no  gross  bleeding  though  there  were  some 
petechiae  and  ecchymoses.  Platelets  ranged  from 
700  to  2,600  per  cubic  millimeter,  and  the  hemo- 
globin fell  to  10.8  grams. 

At  4:30  a.m.  on  August  30  she  was  brought  to 
the  clinic  because  of  increasing  abdominal  pain 
and  weakness  with  a fainting  spell.  Vaginal  bleed- 


*Second  Army  Area  Medical  Laboratory,  Fort  George  G. 
Meade,  Md. 
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ing  had  begun  but  was  slight.  There  had  been  no 
vomiting  and  no  tarry  stools.  She  was  pale,  cold, 
clammy,  and  thirsty;  blood  pressure  was  108/52, 
pulse  140,  hemoglobin  6.2  grams,  and  red  blood 
count  1,900,000  with  no  platelets  seen.  The  patient 
was  admitted  to  the  hospital  with  the  diagnosis  of 
impending  shock  due  to  blood  loss,  site  undeter- 
mined. Further  examination  showed  abdominal 
distention  with  generalized  and  rebound  tender- 
ness. White  blood  cell  count  was  18,000  with  83 
per  cent  neutrophils,  16  per  cent  lymphocytes,  and 
1 per  cent  eosinophils.  There  was  no  blood  in  a 
stool  specimen.  A catheterized  urine  specimen 
showed  only  10-12  red  blood  cells.  A surgical  con- 
sultant agreed  with  the  diagnosis  of  massive  intra- 
peritoneal  hemorrhage,  probably  of  ovarian  origin, 
and  suggested  that  splenectomy  be  done  at  the 
time  of  the  exploratory  laparotomy.  As  prepara- 
tion for  surgery  the  patient  was  given  1,000  cc. 
of  compatible  whole  blood  and  40  units  of  ACTH. 

At  laparotomy  approximately  two  liters  of 
blood  was  aspirated  from  the  peritoneal  cavity 
and  a small  right  ovarian  corpus  hemorrhagicum, 
bleeding  freely,  was  found,  and  the  ovary  re- 
moved. The  spleen  was  removed  through  the  same 
left  rectus  incision  and  no  accessory  spleens  were 
found.  During  the  operation  the  patient  received 
an  additional  1,000  cc.  of  compatible  whole  blood 
and  500  cc.  Dextran  because  of  a mild  drop  in 
blood  pressure  and  increase  in  pulse  rate. 

Immediately  following  the  operation  the  pa- 
tient developed  acute  pulmonary  edema  with 
bubbling  rales,  musical  rhonchi,  cyanosis  and 
dyspnea.  She  was  treated  with  digitalis,  rotating 
tourniquets  and  oxygen  with  good  results.  Post- 
operative x-rays  showed  atelectasis  of  the  left 
lower  lobe.  Immediately  postoperatively  the  plate- 
let count  rose  to  95,000  per  cubic  millimeter.  The 
hematocrit  was  33  per  cent,  red  blood  count  3,950,- 
000,  and  hemoglobin  12  grams.  In  24  hours  the 
platelet  count  was  316,000  per  cubic  millimeter, 
hemoglobin  11.2  grams.  The  patient’s  respiratory 
difficulty  was  thought  to  be  due  to  a combination 
of  preoperative  ACTH,  too  rapid  infusion  of  blood 
and  Dextran,  and  atelectasis. 

The  patient  continued  to  improve  dramatically 
postoperatively.  The  platelet  count  rose  to  a 
maximum  of  1,250,000  on  the  fifteenth  day  and 
was  860,000  per  cubic  millimeter  at  the  time  of 
discharge.  Pathologic  diagnoses  of  specimens  sub- 
mitted to  the  Second  Army  Area  Medical  Labora- 
tory described  the  spleen  as  “consistent  with  the 
diagnosis  of  thrombocytopenic  purpura”;  the 
ovary  had  “massive  old  and  recent  hemorrhage, 
corpus  luteum  and  follicle  cysts.”  Comment  was 
made  that  at  least  part  of  the  recent  hemorrhage 
was  arising  from  a corpus  luteum,  but  elsewhere 
there  was  considerable  hemorrhage  into  the  stroma 
and  areas  of  pigmentation  and  fibrosis  suggestive 
of  an  old  hemorrhage.  The  patient  was  discharged 
September  13,  1954.  Normal  menstrual  function 
has  resumed,  platelet  counts  have  ranged  from 


110,000  to  590,000  per  cubic  millimeter,  hemo- 
globin 13.7  grams,  4,200,000  red  blood  cells,  and 
13,450  white  blood  cells.  She  was  last  seen  June 
10,  1955,  and  was  well. 

Comment 

This  case  demonstrates  that  the  slight  in- 
traperitoneal  bleeding  of  ovulation,  which 
may  commonly  produce  the  mild  condition  of 
Mittelschmerz,  can  assume  dramatic  and 
dangerous  proportion  in  the  presence  of 
thrombocytopenic  purpura.  Though  attention 
has  been  drawn  to  the  dangers  of  intracranial 
hemorrhage,  menorrhagia  and  other  forms  of 
bleeding,  we  have  not  been  able  to  find  a 
similar  case  in  recent  literature.  Though  there 
has  been  a trend  towards  conservative  man- 
agement of  this  disease  in  young  people,  the 
possibility  of  massive  hemorrhage  accom- 
panying ovulation  introduces  an  additional 
hazard  in  the  menstruating  female.  It  is  per- 
haps surprising  that  such  cases  are  not  more 
common  in  hemorrhagic  diseases.  Conserva- 
tive treatment  of  menstruating  young  women 
is  not  contraindicated,  but  requires  close 
supervision. 

Summary 

A case  is  presented  in  which  massive 
intra-abdominal  hemorrhage  from  the  rup- 
ture of  a Graafian  follicle  complicated  idio- 
pathic thrombocytopenic  purpura.  This  is  a 
rare  complication  but  its  occurrence  suggests 
that  close  observation  be  carried  out  when 
treating  menstruating  females  with  this  dis- 
ease. • 
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Ovarian  cystomas 
of  germinal  epithelial  origin* 

A histogenetic  classification 

Arthur  T.  Hertig,  M.D.,  and  Hazel  Mansell  Gore,  M.B.,  Boston 


One  of  the  large  group  of  ovarian 
tumors  here  explained  and  classified. 


Various  classifications  for  ovarian  tumors 
have  been  suggested^’^’®’^’®.  The  usual  basis 
for  such  classifications  are  benignancy  versus 
malignancy,  hormonal  function,  simple  gross 
or  microscopic  anatomy,  or  histogenetic  cri- 
teria. Many  ovarian  tumors  present  a spec- 
trum ranging  from  the  completely  benign 
variety  to  the  obviously  malignant  with 
many  tumors  lying  in  the  field  of  doubtful 
malignancy.  Any  attempt  to  make  a sharp 
division  between  these  tumors  is  difficult 
and  serves  no  useful  purpose  when  all  be- 
long to  the  same  family.  Classification  based 
on  hormonal  function  does  not  seem  to  be 
the  complete  answer  to  this  problem  since, 
of  two  histologically  similar  tumors,  one  may 
produce  hormone  and  the  other  may  not. 
Indeed,  there  is  usually  no  reliable  method  of 
determining  hormonal  production  by  mor- 
phologic evaluation  of  the  tissue.  Further- 
more, similar  hormones  may  be  produced  by 
histologically  and  histogenetically  dissimilar 
tumors  of  different  malignant  potential. 

Simple  gross  and  microscopic  anatomy 
will  always  be  considered  to  some  extent  in 
any  classification.  Such  divisions  as  cystic 
and  solid  are  quite  artificial  because  many 

•From  the  Pathology  Laboratory  of  the  Free  Hospital  for 
Women,  Brookline,  Massachusetts,  and  the  Department  of 
Pathology,  Harvard  Medical  School,  Boston,  Massachusetts. 
Presented  by  Dr.  Hertig  before  the  11th  Annual  Rocky  Moun- 
tain Cancer  Conference,  July  10,  1957,  Denver. 


individual  ovarian  tumors  have  both  cystic 
and  solid  areas.  Moreover,  a given  type  may 
exist  in  both  a cystic  and  a solid  form.  Using 
purely  microscopic  anatomy  would  result  in 
listing  tumors  without  any  logical  correla- 
tion. 

Grouping  ovarian  tumors  according  to 
their  histogenesis,  either  known  or  postulat- 
ed, is  probably  the  most  logical  approach  to 
this  problem  of  classification.  The  following 
simple  classification  using  seven  groups  is 
suggested®'^. 

Histogenetic  classification 

I  Non-neoplastic  cysts  of  graafian  fol- 
licle origin. 

II  Cystomas  of  germinal  epithelial  ori- 
gin. 

III  Feminizing  mesenchymal  tumors. 

IV  Embryonic  rest  tumors. 

V  Teratomas. 

VI  Tumors  of  connective  tissue  (non- 
intrinsic  ovarian) . 

VII  Tumors  metastatic  to  ovary. 

In  this  discussion  various  aspects  of  the 
tumors  constituting  Group  II,  cystomas  of 
germinal  epithelial  origin,  will  be  considered 
(see  Fig.  1) . 

The  surface  epithelium  of  the  ovary  is  of 
flattened  to  cuboidal  type,  derived  from  the 
celomic  or  peritoneal  epithelium  which 
covers  the  gonadal  portion  of  the  urogenital 
ridge,  first  evident  in  embryos  5.5  to  7.5  mm. 
in  length.  “Germinal”  has  been  applied  to 
this  epithelium  because  early  anatomists  con- 
sidered it  the  source  of  the  germ  cells,  a 
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ORIGIN  OF  OVARIAN  CYSTOMAS  FROM  "GERMINAL"  EPITHELIUM  (SCHEMATIC) 


Fig.  1.  A schematic  diagram  drawn  from  actual  gross  or  histologic  specimens  to  illustrate  the  origin 
of  ovarian  cystomas  from  “germinal”  epithelium.  On  the  surface,  proceeding  clockwise  are  a papil- 
lary outgrowth  of  the  germinal  epithelium  directly  from  the  surface,  an  early  infolding  of  the  ger- 
minal epithelium,  a later  stage  of  infolding  with  an  adjacent  area  of  endometrial  type  stroma  and  a 
small  focus  of  endometrial  type  stroma  lying  beneath  the  germinal  epithelium.  A germinal  inclusion 
cyst  is  lying  within  the  cortex.  It  is  mainly  surrounded  by  ovarian  cortical  stroma  of  the  type  that 
would  take  part  in  the  formation  of  a cystadenofibroma,  and  partly  by  endometrial  stroma.  The  three 
main  derivatives  are  illustrated  together  with  microscopic  detail  of  the  constituent  cellular  type. 

The  germinal  epithelial  cysts  may  have  all  three  types  of  miillerian  epithelium  as  well  as  a focus 
of  endometrial  stroma.  This  accounts  for  the  multiplicity  of  cystomas  derived  from  germinal  epithe- 
lium and  for  the  frequent  presence  of  several  types  of  tumor  cells  in  one  gross  tumor. 

Above  left  is  a cross-section  from  an  ovary  of  a 35  mm.  embryo  with  associated  miillerian  duct 
and  on  the  right  an  external  view  of  a 35  mm.  embryo. 

(We  are  indebted  to  Miss  Marilyn  Costello  for  this  drawing.) 


theory  since  discarded,  largely  through  the 
work  of  Witschi®.  The  surface  epithelium, 
however,  is  embryologically  related  to  the 
adjacent  pelvic  peritoneum  which  by  infold- 
ing forms  the  miillerian  systems.  This  miil- 
lerian  potential  is  illustrated  by  the  various 
types  of  cystomas  which  develop  from  the 
surface  epithelium  either  by  a process  of  in- 
folding or  of  outpouching. 

Infolding  of  epithelium 

In  the  aging  ovary  an  infolding  of  the 
“germinal”  epithelium  may  be  observed.  The 


exact  mechanism  of  this  process  is  not  clearly 
understood  but  it  is  suggested  that  it  may  be 
related  to  the  contraction  of  the  late  corpus 
luteum  as  it  forms  the  corpus  albicans  and 
sinks  back  into  the  deeper  portion  of  the 
ovary.  Hyperplasia  of  ovarian  cortex  may 
play  a role  in  the  gyration  of  the  ovarian 
surface.  Whatever  the  mechanism,  this  in- 
folded epithelium  may  then  become  sealed 
off  at  its  narrowed  neck  forming  a small 
cyst  within  the  cortex  of  the  ovary.  Such  a 
cyst  is  a germinal  inclusion  cyst  and  has 
been  described  previously  as  a “cortical 
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gland.”  Mitoses  may  be  observed  in  the  lin- 
ing cells,  indicating  active  proliferation".  This 
cellular  growth  may  become  neoplastic  and 
in  the  early  stages  may  manifest  itself  in 
one  of  two  ways.  There  may  be  a secondary 
folding  or  invagination  of  epithelium  with 
subsequent  sealing  off  to  form  glandlike 
spaces  or  there  may  be  an  ingrowth  of  folds 
of  epithelium  forming  papillary  processes 
within  the  cyst  lumen.  Similarly  germinal 
epithelium  on  the  surface  of  the  ovary  may 
become  neoplastic  de  novo  and  form  papil- 
lary processes  projecting  from  the  surface  of 
the  ovary  without  prior  cyst  formation.  These 
surface  tumors  are  classified  with  the  cys- 
tomas because  of  their  derivation. 

It  is  interesting  to  note  on  the  surface  of 
otherwise  normal  ovaries  a condition  known 
by  a variety  of  names  including  surface  pa- 
pillomatosis and  fibroadenomatosis.  In  this, 
zones  of  the  surface  of  the  ovary  are  covered 
by  papillary  processes  with  an  ovarian 
stromal  core  and  covered  by  a single  layer 
of  germinal  epithelium.  It  may  be  difficult 
sometimes  to  decide  whether  such  a process 
is  already  neoplastic;  any  piling  up  of  epi- 
thelial cells  should  suggest  such  a change. 
Rarely,  an  apparently  innocuous  lesion  may 
produce  an  omental  or  peritoneal  implanta- 
tion. 

Types  of  epithelium 

Three  types  of  epithelium  comparable  to 
those  of  mlillerian  origin  are  derived  from 
the  neoplastic  germinal  epithelium,  and  form 
the  three  main  tumor  types  in  this  group. 
Frequently  there  are  combined  tumors  con- 
taining representative  portions  of  two  or 
three  epithelial  elements.  Often  one  finds  a 
small  focus  of  another  cystoma  type  in  a 
tumor  predominantly  of  only  one  type  should 
sufficient  tissue  blocks  be  examined. 

The  serous  type  of  epithelium  is  ciliated 
and  varies  from  cuboidal  to  low  columnar, 
recapitulating  the  epithelium  covering  the 
tubal  plicae.  It  frequently  forms  papillary 
processes.  When  a tumor  appears  to  have 
arisen  by  papillary  outgrowth  from  the  sur- 
face of  the  ovary  it  is  commonly  of  serous 
type,  although  most  serous  tumors  appear  to 
have  arisen  from  cystic  structures  within  the 
ovary. 


The  mucinous  type®  of  epithelium  re- 
capitulates the  lining  cells  of  the  endocervix. 
They  are  columnar  with  basal  nuclei  and 
clear  mucoid  cystoplasm.  Sometimes  goblet 
cells  similar  to  those  occurring  in  the  in- 
testinal mucosa  may  be  identified.  For  this 
reason  such  tumors  have  been  considered  to 
be  of  teratomatous  origin  by  some  authors. 
Although  it  is  conceded  that  mucinous  tu- 
mors may  sometimes  arise  in  this  way,  it  is 
not  considered  to  be  the  usual  one. 

The  third  type  of  epithelium  constituting 
tumors  of  this  group  is  endometrial.  Poten- 
tial endometrial  stromal  cells  lie  beneath  the 
pelvic  peritoneum  including  that  covering 
the  surface  of  the  ovary,  the  germinal  epi- 
thelium. Probably  the  best  evidence  for  this 
is  the  invariable  presence  of  opaque  lavender 
patches  of  pseudodecidua  lying  beneath  the 
germinal  epithelium  of  the  ovary  during 
pregnancy.  Similar  foci  may  be  seen  else- 
where beneath  the  pelvic  peritoneum.  Fol- 
lowing this  distribution,  small  patches  of 
endometrial  stroma  may  sometimes  be  iden- 
tified histologically  in  the  non-pregnant  pa- 
tient. These  may  lie  beneath  the  germinal 
epithelium,  elsewhere  within  the  cortex  or 
immediately  adjacent  to  a germinal  inclusion 
cyst.  From  such  areas  of  endometrial  stroma 
in  conjunction  with  the  overlying  germinal 
epithelium  or  adjacent  epithelium  of  a ger- 
minal inclusion  cyst,  foci  of  endometriosis 
may  develop.  The  endometrium  within  such 
foci  may  undergo  cyclic  variation,  hyper- 
plasia or,  on  rare  occasions,  malignant 
change.  Because  of  its  etiologic  relationship 
to  serous  and  mucinous  cystomas  and  its  fre- 
quent occurrence  with  them^,  endometriosis 
is  classified  as  a cystoma,  either  as  an  endo- 
metrioma  or  as  a cystoma  of  endometrial 
type. 

Another  type  of  cystoma  may  be  included 
in  this  group,  namely  the  cystadenofibroma". 
In  this  tumor  the  connective  tissue  element 
is  prominent.  It  arises  from  the  ovarian  corti- 
cal stroma  and,  although  usually  fibrous, 
sometimes  it  is  indistinguishable  from  the 
stromal  (or  thecal)  component  of  a feminiz- 
ing mesenchymal  tumor.  This  morphologic 
observation  may  be  correlated  with  the  clin- 
ical finding  that  these  tumors  are  sometimes 
feminizing.  The  epithelial  elements  of  the 
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cystadenofibroma  may  be  either  serous,  mu- 
cinous, endometrial  or  mixed  although  most 
commonly  they  are  of  serous  type. 

Subclassificaiion 

For  classification  the  tumors  considered 
above  may  be  listed  as  follows: 

II  Cystomas  of  germinal  epithelial  origin. 

A.  Serous 
1.  Benign 

Establishing  a thoracic 
and  cardiovascular  division 
in  a private  hospital 

A five-year  progress  report 

JD  Mortensen,  M.D.,  Preston  R.  Cutler,  M.D.,  and  William  Ray  Rumel.  M.D.,  Salt  Lake  City 


2.  Malignant 

B.  Mucinous 

1.  Benign 

2.  Malignant 

C.  Cystadenofibromas 

1.  Benign 

2.  Malignant 

D.  Endometrial 

1.  Benign 

2.  IVIalignant  * references  on  132 


This  should  be  a valuable  statistical 
guide  to  those  hospitals  planning 
separate  thoracic-cardiovascular 
divisions. 


In  March,  1953,  the  Latter-day  Saints  Hos- 
pital in  Salt  Lake  City  opened  its  new  Tho- 
racic and  Cardiovascular  Division.  After  sev- 
eral months’  planning  and  consideration,  this 
unit  was  created  for  the  purpose  of  coordi- 
nating and  stimulating  activities  in  the  then 
relatively  new  field  of  thoracic  and  cardio- 
vascular surgery  and  to  make  accessible  the 
specialized  and  technical  facilities  and  per- 
sonnel necessary  for  adequate  care  of  patients 
with  thoracic  and  cardiovascular  disorders. 
The  2-C  wing  of  the  hospital  was  devoted  to 
this  division,  comprising  four  private  rooms, 
two  3-4  bed  wards  and  two  1-2  bed  post- 

*From the  Thoracic  and  Cardiovascular  Division  of  The 
Latter-day  Saints  Hospital,  Salt  Lake  City,  Utah. 


operative  recovery  rooms,  a total  of  twelve 
beds  under  ideal  circumstances,  or  sixteen 
available  beds  operating  at  capacity.  An 
examining  room,  supply  room  and  closets, 
teaching  and  conference  room,  record  room 
and  nurses’  station  completed  the  physical 
plant.  One  supervising  nurse  was  supplied 
from  the  hospital  nursing  staff  and  eleven 
additional  registered  nurses  were  recruited 
from  other  sources  by  the  staff  surgeons  of 
the  division.  These  hand-picked  nurses  were 
given  an  intensive  course  of  training  in  the 
care  of  thoracic  and  cardiovascular  surgical 
patients,  which  training  course  has  been  con- 
tinued to  date.  A clerk,  nurses  aides,  student 
nurses  and  licensed  practical  nurses  assist  in 
the  work  of  the  division.  From  the  outset  the 
facilities  of  this  division  have  been  available 
to  all  members  of  the  hospital  staff  for  care 
of  patients  with  thoracic,  cardiovascular,  or 
related  disorders. 

After  five  years  of  continuous  operation 
this  division  has  become  an  integral  part  of 
the  hospital  and  has  developed  into  a recog- 
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nized  center  for  thoracic  and  cardiovascular 
surgery,  not  only  for  the  Salt  Lake  Com- 
munity but  also  for  much  of  the  intermoun- 
tain region.  Sufficient  time  has  elapsed  and 
a large  enough  series  of  patients  has  been 
cared  for  to  justify  critical  review  of  the 
activities  of  this  division.  This  evaluation 
should  permit  valid  conclusions  and  gener- 
alizations to  be  made  about  performance  of 
the  division.  Such  a review  should  point  out 
trends  and  practices  which,  if  favorable  and 
desirable,  can  be  encouraged  and  continued 
or,  if  unfavorable  or  detrimental,  can  be 
deleted  or  discouraged — with  resultant  bene- 
fit to  the  patients  through  improvement  of 
the  services  rendered  by  the  hospital  and  its 
staff.  This  communication  presents  some  of 
the  pertinent  findings  of  such  a review. 

Statistical  summary  of  patient  load 

In  the  five  years  of  its  operation,  the  di- 
vision has  cared  for  2,657  patients;  339  in 
1953,  391  in  1954,  460  in  1955,  586  in  1956  and 
880  in  1957.  (See  Table  1.)  One  hundred  twen- 


TABLE  1 

Admissions  and  hospital  mortality  rate 


Hospital 

Year  mortality 

(March  to  March)  Admissions  Deaths  per  cent 

i 

1953  - 339  21  6.2 

1954  391  19  4.9 

1955  460  25  5.4 

1956  586  24  4.1 

1957  - 881  37  4.2 


Total  for  5 years.. ..2,657  126  4.7 


ty-six  patients  died  during  their  hospitaliza- 
tion, giving  a hospital  mortality  rate  of  4.7 
per  cent.  Admissions  have  increased  in  num- 
ber about  20  per  cent  per  year  except  for  the 
last  year  when  admissions  increased  30  per 
cent.  There  has  been  no  significant  change 
in  mortality  rate  from  year  to  year,  in  spite 
of  the  fact  that  services  have  been  extended 
to  more  complicated  and  serious  cases,  par- 
ticularly in  the  cardiovascular  field.  Average 
duration  of  hospital  stay  for  all  patients  ad- 
mitted to  this  division  has  been  7.1  days. 
Average  daily  census  of  patients  on  the  di- 
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vision  has  been  11.4  except  for  the  past  year 
when  it  has  been  16.2. 

Classification  of  types  of  problems  cared 
for  during  the  five  years  of  its  operation  is 
recorded  in  Table  2.  Since  multiple  pro- 
cedures were  carried  out  on  some  patients, 
the  total  number  of  procedures  exceeds  the 
number  of  admissions.  Hospital  mortality 
rates  for  each  type  of  case  are  also  recorded 
in  Table  2.  The  wide  variety  of  types  of 
problems  handled  is  apparent.  Excluding 
purely  diagnostic  operative  procedures,  sur- 
gery of  the  lungs,  pleura,  mediastinum  and 
chest  wall  accounted  for  about  40  per  cent 
of  the  cases.  Mortality  rate  for  such  cases 
has  been  low,  only  twenty-four  deaths  in  895 
cases  (2.6  per  cent) . Operations  on  the  heart 
were  next  in  frequency,  being  done  in  359 
cases,  with  a hospital  mortality  of  9.5  per 
cent.  Operations  on  blood  vessels  were  done 
in  137  cases  with  a 5.1  per  cent  mortality. 
Operations  on  the  esophagus  were  the  least 
common  surgical  procedure,  eighty  such  op- 
erations being  done,  with  the  highest  mor- 
tality rate,  17.5  per  cent.  Interestingly,  303 
thoracic  patients  were  ^ared  for  on  this  di- 
vision who  underwent  no  thoracic  surgery  or 
operative  diagnostic  procedures.  Hospital 
mortality  rate  for  these  purely  medical  tho- 
racic and  cardiovascular  or  related  problems 
was  9.2  per  cent.  One  hundred  seventy-four 
non-thoracic  cases  were  cared  for  on  the  chest 


TABLE  2 

Classification  of  types  of  problems 


Hospital  Mortality 
Type  of  case  No.  of  cases  deaths  per  cent 


Pulmonary  surgery.... 

503 

20 

3.9 

Cardiac  surgery  

Chest  wall  and  mis- 

359 

34 

9.5 

cellaneous  surgery.. 
Medical  chest 

392 

4 

1.2 

problems  

303 

28 

9.2 

Vascular  surgery  

137 

7 

5.1 

Thoracic  trauma  

. 101 

8 

8.0 

Esophageal  surgery.... 
Non-thoracic 

80 

14 

17.5 

problems  

Operative  diagnostic 

174 

18 

10.4 

procedures  

. 1.049 

3 

0.3 

Total  cases  

. 3,098 

136 

4.1 
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division,  primarily  because  of  the  general 
hospital  bed  shortage. 

Further  breakdown  of  the  type  of  prob- 
lems handled  on  the  2-C  Division  indicates 
even  more  strikingly  the  wide  variety  and 
scope  of  services  rendered  (see  Tables  3-8) . 

Pulmonary  surgery 

Pneumonectomy  accounted  for  eleven  of 
the  twenty  deaths  in  patients  undergoing 
surgery  on  the  lungs  (see  Table  3).  In  line 
with  national  trends,  pneumonectomy  has 
been  done  less  frequently  each  year,  even 
though  the  number  of  pulmonary  surgical 
cases  shows  a steady  yearly  increase.  The 
most  commonly  performed  lung  operation 
was  lobectomy,  202  such  operations  being 
done  with  five  deaths,  a mortality  rate  of 
2.5  per  cent.  Even  more  satisfactory  is  the 
experience  with  pulmonary  segmental  resec- 
tion, a procedure  done  eighty-seven  times 
without  a hospital  death.  Wedge  resection 
was  done  in  twenty-nine  patients  without  a 
death.  In  addition  to  these  four  types  of  pul- 
monary resectional  surgery,  eight  other  types 
of  operations  were  done  on  the  lungs  or 
pleura  on  113  patients  (see  Table  3).  The 
over-all  mortality  was  twenty  deaths  in  503 


TABLE  3 

Pulmonary  surgery 


Type  of  operation  No.  of  cases 

Hospital 

deaths 

Mortality 
per  cent 

Pneumonectomy  

71 

11 

15.5 

Lobectomy  

202 

5 

2.5 

Segmental  resection.. 

87 

0 

0 

Wedge  resection  

29 

0 

0 

Exploratory 
thoracotomy  

55 

3 

5.4 

Decortication  

23 

0 

0 

Excision  of  emphyse- 
matous cysts 

13 

0 

0 

Closure  of  broncho- 
pleural fistula  

7 

0 

0 

Crenshaw  poudrage  .. 

6 

0 

0 

Parietal  pleurectomy.. 

4 

0 

0 

Open  drainage  of 
lung  abscess  

5 

1 

20.0 

Extrapleural 
plombage  

1 

0 

0 



— 

— 

Totals  

503 

20 

3.9 

TABLE  4 

Cardiac  surgery 

4 

Type  of  operation  No.  of  cases 

Hospital 

deaths 

Mortality 
per  cent 

Mitral  valvulotomy.... 

Pulmonic  valvulot- 
omy (Closed  oper- 
ation—-22)  (Open 
operation  under 

239 

18 

7.5 

hypothermia — 9)  .... 
Repair  of  mitral 

31 

3 

9.7 

insufficiency  

Closure  atrial  septal 
defect  (Well 

23 

7 

30.4 

technic)  

22 

1 

4.5 

Aortic  valvulotomy.... 

9 

3 

33.3 

Pericardiectomy  

9 

0 

0 

Beck  I procedure  

Cardiac  massage  (for 
arrest  not  related 
to  thoracic  opera- 

8 

0 

0 

tion)  

8 

2 

25.0 

Exploration  only  

Talc  poudrage 
(Thompson  pro- 

3 

0 

0 

cedure)  

Internal  mammary 

3 

0 

0 

ligation  

Tricuspid  commissu- 

2 

0 

0 

rotomy  

Insertion  of  Hufnagel 

1 

0 

0 

valve  

1 

0 

0 

— 



Totals  

359 

34 

9.5 

lung  operations,  a hospital  mortality  rate  of 
3.9  per  cent. 

Cardiac  surgery 

Operations  on  the  heart  (Table  4)  were 
performed  on  359  patients,  thirty-four  of 
whom  died,  for  a hospital  mortality  rate  of 
9.5  per  cent.  The  most  common  procedure, 
operative  attack  on  mitral  stenosis,  was  done 
on  239  patients,  eighteen  of  whom  died,  com- 
prising a hospital  mortality  rate  of  7.5  per 
cent.  Half  of  the  deaths  occurred  in  the  first 
year  and  the  mortality  rate  has  been  reduced 
each  year  so  that  during  the  last  two  years, 
the  mortality  rate  was  4.5  per  cent  for  mitral 
commissurotomy.  It  is  well  known  that  mor- 
tality rates  for  mitral  operations  depend 
largely  on  the  type  of  case  selected  for  sur- 
gery. If  the  patients  who  are  severely  ill 
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with  advanced  heart  disease  are  accepted  for 
surgery,  as  is  done  here  and  in  most  centers, 
the  operative  mortality  will  be  high;  while 
if  only  uncomplicated  or  moderately  ill  pa- 
tients are  operated  on  the  risk  of  mitral  sur- 
gery is  lower. 

Operative  repair  of  mitral  insufficiency 
has  been  carried  out  in  twenty-three  patients, 
seven  of  whom  died.  Several  different  types 
of  procedure  have  been  used,  including  simple 
suture  of  commissures,  the  sling  operation, 
the  external  circumference  suture  and  a new 
Ivalon  prosthesis  operation  devised  by  sur- 
geons in  this  department.  Pulmonic  valvulot- 
omy has  been  done  on  twenty-six  patients, 
eight  of  whom  have  had  open  operations, 
done  under  hypothermia,  the  latter  method 
accounting  for  the  only  deaths  for  this  opera- 
tion. As  is  the  experience  in  most  cardiac 
surgical  centers,  the  operative  mortality  for 
aortic  valvulotomy  is  the  highest  for  any 
heart  operation,  being  33.3  per  cent  of  the 
nine  operations  performed  here  for  aortic 
stenosis.  Atrial  septal  defects  are  repaired 
using  the  well  technic,  twenty-two  such  cases 
having  been  done  with  one  death.  The  wide 
variety  of  procedures  is  evident  (Table  4), 
fifteen  different  types  of  heart  operations 
having  been  done  by  surgeons  on  the  divi- 
sion. 

Vascular  surgery 

Operations  on  the  aorta  or  its  major 
branches  (Table  5)  have  been  performed  on 
137  patients,  seven  of  whom  died  for  a hos- 
pital mortality  of  5.1  per  cent.  Patent  ductus 
arteriosus  has  been  the  most  common  vascu- 
lar lesion  requiring  surgical  attack,  sixty- 
four  such  operations  being  done  with  two 
fatalities.  Half  of  the  patients  with  patent 
ductus  arteriosus  had  the  vessel  divided,  the 
remainder  having  triple  ligation  as  the  meth- 
od of  surgical  treatment.  Thirty-eight  pa- 
tients have  had  resection  and  primary  anas- 
tomosis for  coarctation  of  the  aorta  and  to 
date  no  patient  has  died  from  an  operation 
for  coarctation.  This  is  notable  since  it  in- 
cludes eight  cases  under  one  year  of  age  who 
were  in  heart  failure.  Thirty-five  operations 
requiring  vascular  grafts  have  been  done,  an 
Ivalon  vascular  prosthesis  being  used  in  each 
case. 

Three  of  the  seven  hospital  deaths  in  pa- 


TABLE 5 

Vascular  surgery 

Type  of  operation  No.  of  cases 

Hospital 

deaths 

Mortality 
per  cent 

Closure  of  patent 
ductus  arteriosus 
(Ligation— 33) 
(Division — 31)  — 

64 

2 

3.1 

Resection  of  coarcta- 
tion of  aorta 

38 

0 

0 

Resection  and  graft 
of  segment  of  aorta 
or  major  artery 
(Aneurysm — 26) 
(Occlusions— 9)  

35 

5 

14.3 

' 



Totals  

137 

7 

5.1 

tients  undergoing  vascular  surgery  occurred 
following  operations  for  arteriosclerotic  an- 
eurysm of  the  abdominal  aorta.  In  each  case 
the  operation  was  completed  satisfactorily, 
the  patient  dying  of  postoperative  complica- 
tions related  to  his  general  condition.  The 
over-all  mortality  rate  of  5.1  per  cent  for 
vascular  surgery  on  the  aorta  or  its  major 
branches  compares  favorably  with  such  pro- 
cedures done  in  other  cardiovascular  centers. 

Esophageal  surgery 

Surgery  of  the  esophagus  carries  the  high- 
est operative  and  hospital  mortality  rates  of 
any  of  the  types  of  surgery  performed  in  the 
Division  of  Thoracic  and  Cardiovascular  Sur- 
gery, eighty  such  procedures  being  done  with 
fourteen  deaths  for  a mortality  rate  of  17.5 
per  cent.  These  deaths  all  occurred  in  pa- 
tients undergoing  either  esophagogastrectomy 
for  carcinoma  of  the  esophagus  (mortality  of 
40  per  cent)  or  repair  of  congenital  tracheo- 
esophageal fistula  (mortality  of  36  per  cent) . 
We  are  pleased  to  note  that  the  last  nine 
operations  for  tracheoesophageal  fistula  have 
been  done  without  a death.  Seven  other  types 
of  esophageal  surgery  have  been  done  on  a 
total  of  forty-six  patients  without  hospital 
mortality,  including  the  Heller  operation,  re- 
moval of  foreign  bodies,  repair  of  ruptured 
esophagus,  segmental  esophageal  resection 
with  primary  anastomosis,  esophageal  di- 
verticulectomy,  esophageal  dilatations  and 
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palliative  resection  with  insertion  of  plastic 
tube. 

Trauma  to  the  thorax 

One  hundred  and  one  patients  with  chest 
trauma  severe  enough  to  require  hospitaliza- 
tion have  been  cared  for  in  this  division. 
Eight  of  these  patients  died  during  hospital- 
ization for  a mortality  rate  of  8 per  cent. 
All  eight  patients  who  died  had  crushing  in- 
juries with  multiple  rib  fractures.  None  of 
them  underwent  chest  operations.  The  eight 
deaths  occurred  in  sixty-six  patients  admit- 
ted with  crushing  injuries  who  did  not  have 
thoracotomies,  a mortality  rate  of  12.1  per 
cent  for  this  type  of  case.  Twenty-two  other 
patients  with  crushing  injuries  underwent 
thoracotomy,  none  of  whom  died.  Perforat- 
ing chest  injuries,  including  stab  wounds  and 
gunshot  wounds,  were  found  in  eleven  pa- 
tients, four  of  whom  underwent  thoracotomy. 
None  of  the  patients  with  perforating  wounds 
died  during  their  hospitalization.  Other  types 
of  thoracic  traumatic  problems  included  rup- 
tured diaphragm,  . hemothorax,  pneumotho- 
rax and  lacerations  of  the  lung  parenchyma. 

Miscellaneous  thoracic  surgical  problems 
Only  four  of  392  patients  undergoing  mis- 
cellaneous thoracic  surgical  procedures  died 
during  hospitalization  (Table  6) . One  of 
these  deaths  occurred  in  an  actuely  ill  pa- 
tient undergoing  emergency  tracheotomy  for 
tracheal  obstruction.  One  hundred  twenty- 
three  other  tracheotomies  were  performed 
and  the  tracheotomized  patients  cared  for  by 
the  division  without  mortality.  One  of  six 
patients  who  underwent  thoracoplasty  ex- 
pired postoperatively  and  this  patient  also 
had  had  a pneumonectomy.  Diaphragmatic 
hernia  has  been  repaired  in  forty-five  pa- 
tients with  one  death,  this  being  a newborn 
child  with  a congenital  hernia  and  also  co- 
arctation and  patent  ductus  arteriosus  which 
were  not  repaired  surgically.  Forty  patients 
have  undergone  thoracotomy  for  excision  of 
a mediastinal  mass,  all  without  a fatality. 
Other  operations  done  without  mortality  in- 
clude rib  resection  for  open  drainage  of  em- 
pyema in  thirty-three  patients,  nineteen  oper- 
ations for  funnel  chest,  reconstruction  of 
chest  wall  defects  in  twenty-five  patients  and 


TABLE  6 

Miscellaneous  thoracic  surgical 
problems 

Type  of  operation  No.  of  cases 

Hospital 

deaths 

Mortality 
per  cent 

Tracheotomy  

Excision  mediastinal 

124 

1 

0.9 

mass  

Repair  diaphragmatic 

40 

0 

0 

hernia  

Biopsy  supraclavicu- 

45 

1* 

2.2 

lar  node  

Rib  resection  for 

62 

0 

0 

open  drainage  

33 

0 

0 

Repair  funnel  chest  ... 
Reconstruction  chest 

19 

0 

0 

wall  defects  

25 

0 

0 

Thoracoplasty  

Miscellaneous  (drain- 
age of  subphrenic 
abscess,  phrenic 
crush,  intercostal 
neurectomy,  thy- 
roidectomy, excision 
of  subcutaneous 

6 

It 

16.7 

masses,  etc.)  

38 

1 

2.6 

— 

— 



Totals  

392 

4 

1.2 

‘Associated  with  coarctation  and 
newborn  infant. 

7 Concomitant  pneumonectomy. 

patent  ductus  in  a 

supraclavicular  node  biopsy  in  sixty-two 
patients. 

Medical  chest  and  non-thoracic  problems 
Three  hundred  and  three  patients  have 
been  admitted  and  treated  on  the  division 
who  have  had  medical  chest  problems  and 
could  not  be  considered  chest  surgery  pa- 
tients (see  Table  7).  In  general  these  pa- 
tients had  serious  medical  problems  involv- 
ing thoracic  organs,  as  attested  by  the  mor- 
tality rate  of  9.2  per  cent  for  these  medical 
chest  admissions.  Medical  pulmonary  and 
respiratory  disorders  (including  pneumonia, 
croup,  bronchitis,  pneumothorax,  emphy- 
sema, inoperable  lung  cancer,  tuberculosis, 
pleurisy  or  diagnostic  pulmonary  problems, 
etc.)  accounted  for  179  patients,  with  eleven 
deaths,  a mortality  rate  of  6.2  per  cent.  One 
hundred  ten  medical  patients  were  admitted 
for  diagnosis  or  treatment  of  cardiovascular 
disorders  not  requiring  surgery,  of  which 
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TABLE  7 

Medical  chest  and  non-thoracic  problems 

Hospital  Mortality 
Type  of  case  No.  of  cases  deaths  per  cent 

Medical  respiratory 
problems  (bronchi- 
tis & bronchiectasis 
— 28)  (pneumonia 
— 25)  (tuberculosis 
14)  (pleurisy — 18) 

( atelectasis — 12 ) 

( emphysema — 16 ) 

(empyema — 9)  (in- 
operable lung  ma- 
lignancy—19)  (pul- 
monary embolism — 

7)  (hemoptysis — 5) 

(asthma — 8)  (mis- 
cellaneous— 18)  179  11  6.2 

Medical  esophageal 

problems  14  0 0 

Medical  cardiovascu- 
lar problems  (con- 
gestive heart  failure 
— 30)  (cardiac  diag- 
nosis-— 25)  arrhyth- 
mias— 10)  (myocar- 
dial infarction — 25) 

(aortic  aneurysm— 

4)  (miscellaneous — 

16)  110  17  15.4 

Total  medical  chest 

cases  303  28  9.2 

Postoperative  general 
surgical  (non- 

thoracic)  patients..  117  13  11.1 

General  medical 

problems  57  5 8.8 

Total  non-thoracic 

cases  174  18  10.4 


seventeen  died,  making  a mortality  rate  of 
15.4  per  cent.  These  medical  cardiac  cases  do 
not  include  patients  admitted  for  cardiac 
catheterization.  One  hundred  seventeen  gen- 
eral surgical  patients  have  been  cared  for  on 
this  division  and  fifty-seven  general  medical 
cases  have  been  admitted  here,  primarily  be- 
cause of  bed  shortage  on  other  divisions  or 
for  administrative  reasons. 

Purely  diagnostic  operative  procedures 
Patients  have  been  admitted  to  the  Tho- 
racic and  Cardiovascular  Division  for  ob- 


servation during  and  after  six  common  di- 
agnostic procedures,  including  bronchoscopy, 
bronchography,  cardiac  catheterization, 
esophagoscopy,  aortography  and  angiocardi- 
ography. One  thousand  forty-nine  such  pro- 
cedures have  been  performed  and  there  were 
three  deaths,  for  a mortality  rate  of  0.3  per 
cent  (see  Table  8) . 


TABLE  8 

Purely  diagnostic  operative  procedures 

Procedure 

No.  of  cases 

Hospital 

deaths 

Mortality 
per  cent 

Bronchoscopy  

....  547 

1 

0.2 

Bronchography  

....  214 

0 

0 

Cardiac  catheteriza- 

tion  

...  213 

1 

0.6 

Diagnostic 

esophagoscopy  .... 

52 

1 

1.9 

Aortography  

16 

0 

0 

Angiocardiography 

7 

0 

0 

Totals  

1,049 

3 

0.3 

Staff  use  of  Division  2-C 

Seventy-six  per  cent  of  the  2,647  patients 
admitted  to  the  division  were  patients  of  the 
four  thoracic  surgeons  on  the  hospital  staff. 
The  remaining  622  patients  were  under  the 
care  of  sixty-four  different  staff  members 
(see  Table  9) . Naturally,  chest  surgeons  util- 
ized the  division  most  regularly  early  after 
it  opened.  In  more  recent  months,  however, 
the  number  of  other  staff  members  admit- 
ting patients  to  the  division  and  the  number 
of  patients  with  other  than  actual  chest  sur- 
gical problems  has  steadily  increased.  It  has 
always  been  the  aim  and  purpose  of  the 
division  to  provide  beds  and  facilities  to  all 
staff  members  and  for  any  patients  with 
problems  best  handled  on  this  division.  Pa- 
tients eligible  for  admission  to  this  division 
fall  into  the  following  categories: 

Categories  of  patients 

1.  Patients  admitted  for  thoracic  or  car- 
diovascular surgery. 

2.  Patients  having  significant  chest  trau- 
ma. 

3.  Patients  requiring  cardiac  catheteriza- 
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TABLE  9 

Physicians  admitting  patients  to 
Division  T-C 

Specialty  of  physician 

No.  of 
doctors 

No.  of  patients 
admitted 

Thoracic  surgeon  

....  4 

2,025 

Internist  

..  .13 

208 

General  surgeon 

....12 

98 

Physiologist  

....  1 

86 

General  practitioner  

...12 

65 

Pediatrician  

....  6 

34 

Orthopedic  surgeon  

....  6 

32 

Otolaryngologist  

....  3 

30 

Neurosurgeon  

....  3 

29 

Plastic  surgeon  

....  2 

18 

Ophthalmologist  

....  2 

9 

Proctologist  

....  2 

8 

Obstetrician  

....  2 

4 

\ 

Totals  

...68 

2,657 

tion,  aortography,  angiocardiography  or  oral 
endoscopy. 

4.  Patients  with  disorders  involving  tho- 
racic organs,  especially  those  with  respira- 
tory problems. 

5.  Patients  with  related  disorders  in  which 
there  is  a reasonable  possibility  that  thoracic 
or  cardiovascular  surgery  may  be  required. 

6.  Patients  requiring  tracheotomy. 

7.  Patients  who  have  previously  had  tho- 
racic or  cardiovascular  surgery  and  require 
further  hospitalization  for  related  disorders. 

Unfortunately  in  recent  months  the  short- 
age of  hospital  beds  has  made  it  appear 
necessary  to  admit  an  increasing  number  of 
general  medical  and  surgical  patients  to  this 
specialized  division.  This,  of  course,  tends  to 
dilute  the  standard  of  care  and  prevent  best 
utilization  of  specialized  equipment  and  per- 
sonnel which  were  the  chief  reasons  for  cre- 
ating the  division  five  years  ago.  With  com- 
pletion of  the  construction  projects  now  un- 
der way,  this  undesirable  situation  will  no 
doubt  be  overcome.  An  interesting  trend, 
which  is  encouraged,  is  for  more  patients 
with  diagnostic  or  medical  problems  related 
to  the  thorax  to  be  admitted  to  this  division. 
It  seems  evident  that  any  patient  with  a dis- 
order related  to  the  thoracic  organs,  regard- 
less of  whether  it  is  a medical  or  surgical 


problem,  could  benefit  by  the  specialized 
facilities  and  nursing  care  available  on  this 
division.  We  are  pleased  to  note  that  more 
and  more  internists,  general  practitioners 
and  general  surgeons  are  admitting  patients 
with  thoracic  problems  to  the  2-C  division. 

Education  and  research  activities 

Since  the  development  of  Division  2-C  a 
policy  has  been  fostered  of  interest  and  ac- 
tive participation  by  the  staff  of  the  division 
in  educational  and  research  activities.  A full 
time  thoracic  surgical  residency  was  created 
and  has  been  approved  by  the  Council  on 
Education  of  The  American  Medical  Associa- 
tion, The  American  College  of  Surgeons  and 
The  Board  of  Thoracic  Surgery.  Two  board 
qualified  thoracic  surgeons  have  been  pro- 
duced and  a third  has  started  his  two-year 
period  of  thoracic  surgical  training.  In  addi- 
tion, six  general  surgical  residents  have  ro- 
tated through  the  division  for  three  months 
each  to  augment  their  general  surgical  train- 
ing program. 

A continuous  program  of  nurses  educa- 
tion has  been  carried  out  for  the  nursing  staff 
of  the  division.  Recently  this  nursing  educa- 
tion activity  was  formalized  into  an  approved 
program  for  postgraduate  thoracic  nurses 
training  in  cooperation  with  the  University 
of  Utah  School  of  Nursing,  the  first  such  pro- 
gram of  postgraduate  nursing  offered  in  the 
State  of  Utah  and  one  of  the  first  university 
affiliated  formal  programs  for  postgraduate 
training  in  thoracic  nursing  in  the  United 
States. 

In  addition,  personnel  and  material  from 
the  division  have  been  widely  utilized  by 
other  professional  organizations  for  presenta- 
tions at  staff  meetings,  society  meetings,  con- 
ferences, etc.,  both  locally  and  regionally 
(see  Table  10).  Clinical  investigations  have 
been  carried  out  by  the  thoracic  surgeons  on 
the  division  and  the  results  presented  at 
local,  regional,  national  and  international 
meetings.  Several  such  presentations  have 
been  published  in  professional  journals.  De- 
velopment of  a number  of  new  surgical  tech- 
nics, instruments  and  materials  used  in  tho- 
racic and  cardiovascular  surgery  has  been  an 
outgrowth  of  the  clinical  work  on  the  divi- 
sion and  research  activities  of  its  staff. 
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TABLE  10 

Eaucational  activities 


Number  of 

Type  of  activity  activities 


' Physician  Education 

Papers,  lectures  and  demonstrations 

r at  medical  meetings  39 

S Lectures,  seminars,  conferences,  dem- 
f onstratipns,  etc.,  for  medical  stu- 
dents and  house  staff 125 

Exhibits  prepared  4 

Thoracic  and/or  cardiovascular  con-  , 

ferences  1 124 

Papers  published  9 

Thoracic  residents  trained  :.... 3 

General  surgical  residents  rotated 

through  thoracic  service  6 

Nurses  Education 
Lectures  and  demonstrations  for 
graduate  nurses  108 


Lectures,  demonstrations  and  bed- 
side instructions  for  student  nurses  44 
Lay  Education 

Lectures,  radio  and  TV  appearances, 


All  four  thoracic  surgeons  on  the  division 
hold  clinical  appointments  on  the  faculty  of 
the  University  of  Utah  School  of  Medicine, 
contributing  time  and  talents  to  the  teaching 
program  there.  In  order  to  utilize  the  large 
volume  of  clinical  material  going  through 
Division  2-C  at  the  L.D.S.  Hospital,  medical 
students  come  here  regularly  for  demonstra- 
tions, rounds  and  conferences  on  clinical 
thoracic  surgical  problems.  In  addition,  an 
elective  course  on  thoracic  surgery  is  given 
in  which  fourth  year  students,  two  at  a time, 
spend  two  or  three  weeks  on  the  division  in 
a preceptorship  or  clerkship  basis. 

Members  of  the  2-C  division  are  active 
participants  in  the  weekly  cardiovascular 
conference  sponsored  by  the  Department  of 
Cardiovascular  Physiology  at  the  L.D.S.  Hos- 
pital. A bimonthly  chest  conference  is  spon- 
sored by  the  2-C  division  in  which  current 
cases  with  interesting  thoracic  problems  are 
presented  and  discussed  on  a staff  level. 
Physicians  and  surgeons  from  other  hospitals 
and  other  cities  attend  this  conference  regu- 
larty.  A new  teaching  activity,  the  chest 
surgical  seminar,  is  conducted  weekly  for 


interns  and  residents  on  the  house  staff. 

With  creation  of  the  new  Department  of 
Cardiovascular  Physiology  and  Research  by 
the  L.D.S.  Hospital,  additional  impetus  has 
been  given  to  investigative  work  in  the  field 
of  thoracic  surgery.  Staff  members  from  the 
2-C  division  are  active  in  this  work.  Grants 
for  funds  have  been  secured  for  problems  in 
the  field  of  thoracic  and  cardiovascular  sur- 
gery from  several  local,  state  and  national 
agencies.  Problems  currently  being  investi- 
gated include  the  clinical  and  experimental 
use  of  a normal  flow  heart-lung  by-pass  ma- 
chine to  maintain  extra-corporeal  circulation, 
studies  in  coronary  artery  disease,  arterial 
graft  studies,  esophageal  surgical  problems 
and  perfection  of  new  technics  for  operations 
on  valves  of  the  heart. 

It  seems  evident  that  these  rather  exten- 
sive educational  and  research  activities  of 
the  division  have  done  much  to  elevate  the 
practice  of  thoracic  surgery  in  the  L.D.S. 
Hospital  and  in  this  community.  Although 
much  seemingly  unrewarded  time  and  effort 
are  expended  in  these  activities,  it  is  only 
by  such  measures  that  the  ultimate  goal  of 
better  care  for  patients  with  thoracic  prob- 
lems will  be  achieved. 

Specific  problems 

As  is  true  with  development  of  most  new 
projects,  creation  of  this  new  division  was 
accompanied  by  the  usual  quota  of  misunder- 
standings, misconceptions  and  changes  in 
plans  and  policies.  However,  with  the  excep- 
tion of  the  three  problems  discussed  below, 
these  matters  have  been  minor  and  self- 
limited, or  have  been  solved  satisfactorily  by 
routine  adjustments. 

One  rather  persistent  but  gradually  di- 
minishing difficulty  has  been  the  concept  by 
the  hospital  staff  and  personnel,  both  ad- 
ministrative and  professional,  that  this  divi- 
sion constitutes  a special,  more  or  less  private 
pavillion  for  the  exclusive  use  of  thoracic 
surgeons.  Such  a concept,  erroneous  from  the 
beginning,  has  resulted  in  some  degree  of  ill 
will,  particularly  since  a serious  shortage  of 
hospital  beds  has  beer;  a distressing  problem. 
It  is  hoped  that  an  increase  in  beds  available 
on  the  division  (35  instead  of  the  original 
16)  in  the  immediate  future,  continued  edu- 
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cational  efforts  and  the  experience  of  the 
growing  number  of  staff  doctors  who  are 
utilizing  the  facilities  of  the  division  will 
combine  to  overcome  this  misconception  ef- 
fectively and  conclusively. 

Need  for  nurse  specialists 

A more  serious  problem  relates  to  nursing 
services  on  this  specialized  division.  Orig- 
inally the  need  bf  special  training  for  nurses 
who  undertake  the  care  of  chest  surgical 
problems  was  recognized.  Provision  for  this 
training  was  made  and  an  increase  in  pay 
was  granted  to  2-C  nurses  because  of  their 
added  training  and  responsibilities.  More  re- 
cently, however,  the  pay  differential  has  dis- 
appeared and  for  various  reasons  an  ade- 
quate number  of  specially  trained  thoracic 
nurses  has  been  difficult  to  maintain.  It  is 
felt  the  newly  organized  and  formalized  uni- 
versity-associated postgraduate  training  pro- 
gram will  do  much  to  re-establish  and  crys- 
tallize the  concept  that  the  graduate  thoracic 
nurse  is  a specialist  deserving  added  prestige 
and  a pay  differential.  In  addition,  this  pro- 
gram of  graduate  education  in  the  field  of 
thoracic  nursing,  being  a permanent,  contin- 
uous program,  should  provide  a more  nearly 
adequate  number  of  such  nurse  specialists 
to  fill  the  needs  of  the  division,  the  com- 
munity and  the  region. 

A final  difficult  and  perplexing  problem 
concerns  the  over-all  aims  and  scope  of  ac- 
tivity of  this  new  division.  Fortunately,  a 
solution  appears  to  be  evolving.  While  there 
are  undeniable  advantages  in  limiting  the 
scope  of  this  division  to  that  of  pre-  and  post- 
operative care  of  thoracic  and  cardiovascular 
surgical  patients,  there  are  perhaps  even 
more  pressing  disadvantages  of  such  a nar- 
row or  super-specialized  limitation.  It  soon 
became  apparent  that  certain  closely  related 
diagnostic  and  therapeutic  medical  problems 
could  be  better  cared  for  by  the  specially 
trained  personnel  utilizing  the  equipment 
available  on  the  thoracic  division  than  would 
be  possible  if  such  patients  were  placed  else- 
where in  the  hospital.  Another  consideration 
prompting  further  broadening  of  the  scope 
of  the  division  was  the  fluctuation  in  patient 
census  that  occurs  when  the  type  of  patient 
cared  for  was  limited  only  to  postoperative 


thoracic  and  cardiovascular  cases.  It  thus  be- 
came apparent  that  the  interests  of  all  con- 
cerned would  be  served  best  if  the  scope  of 
the  division  were  broadened,  the  problem 
being  to  determine  which  were  the  most 
desirable  types  of  patients  to  group  together 
to  receive  care  on  this  specialized  division. 

Broadened  scope 

After  careful  consideration,  it  has  been 
decided  that  the  division  should  be  broad- 
ened to  include  all  types  of  thoracic  cases 
(with  disorders  of  heart,  lung,  esophagus, 
pleura,  diaphragm,  blood  vessels,  etc.)  and 
should  include  medical  and  diagnostic  as  well 
as  surgical  problems.  Problems  requiring 
thoracic  surgery,  of  course,  would  continue 
to  make  up  the  bulk  of  the  patient  load  and 
would  have  first  priority  for  beds,  but  there 
should  be  a large  enough  census  of  non- 
emergency, non-surgical  chest  cases  to  give 
stability  to  the  patient  load  and  to  add  in- 
terest and  variety  to  the  teaching  program. 
The  larger  number  of  patients  cared  for  on 
the  division  would  be  getting  better  care, 
while  greater  staff  participation,  both  medi- 
cal and  surgical,  would  tend  to  improve  the 
standards  of  practice.  Care  must  be  taken, 
however,  that  the  increase  in  scope  of  activ- 
ity does  not  increase  the  work  load  and  thus 
decrease  the  standards  of  nursing  care.  A 
greater  ratio  of  nursing  hours  per  patient 
and  a greater  degree  of  skilled  care  must  be 
accepted  and  maintained  for  particularly  ur- 
gent cases,  such  as  postoperative  thoracoto- 
mies, emergency  cardio-respiratory  disorders, 
etc.  The  scope  of  the  2-C  division  thus  seems 
to  be  extending  itself  to  that  of  a general 
thoracic  division  with  a smaller,  more  acute 
thoracic  and  cardiovascular  surgical  subdi- 
vision as  an  integral,  perhaps  even  life-giving, 
central  core  of  the  larger  division.  This  ap- 
pears to  be  a healthy,  practical  and  stimulat- 
ing solution  that  should  add  greatly  to  the 
development  and  ultimate  stature  of  the  hos- 
pital and  permit  better  service  to  a larger 
number  of  patients. 

Values  and  disadvantages  of  a 
hospital  thoracic  division 

We  believe  establishment  and  mainte- 
nance of  a thoracic  division  in  our  hospital 
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has  been  a wise  and  advantageous  step.  Pa- 
tients with  thoracic  problems  undoubtedly 
receive  better  care,  the  standard  of  practice 
in  the  field  of  thoracic  disorders  has  been  ele- 
vated, teaching  and  research  programs  have 
been  stimulated,  additional  specialized  equip- 
ment has  been  acquired  and  is  in  use,  gradu- 
ate education  of  physician  and  nurse  special- 
ists in  the  field  of  thoracic  diseases  has  de- 
veloped and  administrative  problems  have 
been  minimized — all  to  a degree  and  with  a 
facility  which  would  not  have  been  possible 
without  the  establishment  of  this  division. 
Postoperative  care  for  the  thoracic  patient, 
in  particular,  has  been  significantly  improved 
without  significant  additional  cost  to  the 
patient  or  to  the  hospital. 

We  do  not  mean  to  imply,  however,  that 
every  general  medical  and  surgical  hospital 
should  try  to  establish  a thoracic  division. 
There  are  problems  of  considerable  impor- 
tance associated  with  such  an  endeavor.  In 
addition  to  the  mechanical  problems  of  avail- 
able space  and  rooms,  the  important  matter 
of  personnel  must  be  solved.  Adequately 
trained  nurse  as  well  as  physician  staffs  must 
be  available  and  must  be  maintained.  The 
volume  of  thoracic  patients  must  be  such 
that  it  is  practical  and  represents  good  ad- 
ministrative management  to  set  aside  beds. 


facilities  and  personnel  for  specialized  tho- 
racic services.  Cooperation  by  the  nursing 
and  physician  staffs  in  other  divisions  of  the 
hospital  is  essential.  Interest,  abilities  and 
dedication  on  the  part  of  professional  and 
administrative  staffs  in  the  field  of  research 
and  teaching  are  vital  to  the  development 
and  proper  function  of  a thoracic  division. 
Vision,  cooperation,  adequate  funds  and  a 
sense  of  responsibility  on  the  part  of  hospital 
administration  are  certainly  necessary  requi- 
sites. 

Summary  and  conclusions 

A brief  review  of  the  experiences  of  a 
medium  sized  (350  bed)  private  general 
medical  and  surgical  hospital  in  establishing 
and  maintaining  a thoracic  and  cardiovascu- 
lar division  has  been  presented.  Some  of  the 
advantages,  disadvantages,  obstacles  and 
problems  of  establishing  such  a division  have 
been  discussed. 

It  seems  evident  that  if  certain  definite 
and  rather  stringent  qualifications  and  cri- 
teria can  be  met,  establishment  and  main- 
tenance of  a thoracic  division  in  selected 
acute  medical  and  surgical  hospitals  may 
have  greater  values  and  advantages  than  dis- 
advantages and  costs,  hence  may  be  a worth- 
while project.  • 


World  Medical  Association 

On  July  1,  1958,  the  services  of  a Central  Re- 
pository for  Medical  Credentials  became  available 
to  doctors  of  the  world.  During  war  and  national 
uprisings,  medical  records  are  often  lost  or  de- 
stroyed. Because  of  this,  many  doctors  are  today 
unable  to  utilize  their  professional  skills  because 
of  the  loss  or  destruction  of  their  original  creden- 
tials and  a lack  of  a protective  service  in  which 
authenticated  copies  could  be  deposited.  Therefore, 
the  World  Medical  Association  has  undertaken  a 
program  to  assure  that  the  doctor  will  always  be 
able  to  prove  himself  medically  trained  and  fully 
accredited  to  practice  medicine. 

In  the  United  States,  the  lifetime  cost  of  the 
service  on  a one-payment  basis  to  the  newly  grad- 
uated doctor  is  approximately  $60.00.  An  actuarial 
schedule  has  been  established  for  doctors  in  the 
various  age  groups. 

Repository  officials  suggest  that  the  credentials 
deposited  include  official  medical  school  record, 
medical  diploma,  and  specialist  credentials.  Ameri- 
can doctors  should  not  send  their  original  creden- 


tials, but  should  send  photostatic,  microfilm,  or 
notarized  copies  of  their  original  credentials. 

Requests  for  forms  and  additional  information 
in  regard  to  the  Central  Repository  for  Medical 
Credentials  is  available  from  The  World  Medical 
Association,  10  Columbus  Circle,  New  York  19. 

Treatment  of  lymphomas  and  leukemias 

The  American  Cancer  Society,  Oklahoma  Di- 
vision, announced  a symposium  on  “Treatment 
of  Lymphomas  and  Leukemias”  for  December  6, 
1958,  at  the  Skirvin  Hotel,  Oklahoma  City. 

A distinguished  panel  of  physicians  will  par- 
ticipate in  the  program.  They  are:  Drs.  William 
Dameshek,  Boston,  Massachusetts;  Leon  Dmochow- 
ski,  Houston,  Texas;  Leon  O.  Jacobson,  Chicago, 
Illinois;  Wayne  Rundles,  Durham,  North  Carolina. 

For  further  information  about  the  program  and 
reservations,  contact  Dr.  Joe  M.  Parker,  Chairman, 
Professional  Education  Division,  1401  N.  Robinson 
Street,  Oklahoma  City  3,  Oklahoma. 
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Intramuscular  promazine  hydrochloride 

in  obstetrics* 

William  H.  Sippel,  M.D.,  Bozeman,  Montana 


Enhancement  of  true  labor  phis 
reduction  in  need  for  other 
medications  make  this  dru^ 
useful  in  deliveries. 


The  purpose  of  this  paper  is  to  present  a 
clinical  evaluation  of  the  intramuscular  use 
of  promazine  hydrochloride.  Sparine  is  a 
well-known  tranquilizer,  but  its  value  in 
obstetrics  is  not  well  known.  Two  papers 
have  been  written  on  the  use  of  promazine 
in  obstetrics^’  ^ Both  authors  used  it  intra- 
venously, often  with  atropine  or  scopolamine 
at  the  same  time.  We  used  it  intramuscularly 
without  scopolamine  or  atropine.  Material 
for  this  study  was  obtained  from  Bozeman 
Deaconess  Hospital.  All  patients  were  from 
the  private  practice  of  the  late  Dr.  Paul  L. 
Eneboe  and  the  author. 

The  use  of  promazine  in  our  practice 
started  when  50  mgs.  were  given  intramuscu- 
larly to  a severely  disturbed  patient  who  was 
uncontrollable  because  of  fear  caused  by  two 
previous  deliveries.  Two  interesting  observa- 
tions caused  us  to  investigate  Sparine’s  use 
further: 

1.  Conspicuous  calming  effect. 

2.  The  patient  progressed  from  one  cm. 
dilatation  to  complete  in  one  hour.  Her  pre- 
vious labors  were  24  and  16  hours,  respec- 
tively. 

At  first  we  used  promazine  cautiously  be- 


‘Presented  at  the  Annual  Meeting  of  the  Montana  Obstetrical 
and  Gynecological  Society,  May  17,  1958.  Promazine  HCl  is 
marketed  as  Sparine  by  Wyeth  Laboratories. 


cause  of  fear  of  fetal  depression.  None  oc- 
curred. Information  was  requested  from 
Wyeth  Laboraties,  but  they  could  give  us  no 
data  on  its  use  in  obstetrics.  Later  we  were 
able  to  find  the  previously  mentioned  articles 
on  its  use.  As  we  continued  to  use  promazine 
we  found  more  uses  and  no  discernible  harm- 
ful effects.  For  example,  we  found  that  it 
would: 

1.  Apparently  stop  false  labor  but  not  al- 
ter true  labor. 

2.  Substitute  safely  for  Demerol  when  a 
premature  infant  was  expected. 

3.  Produce  relaxed  sleep  the  first  night 
after  delivery. 

After  having  used  promazine  for  over  a 
year,  we  learned  that  several  patients  had 
gone  into  shock  when  promazine  was  used 
preoperatively  along  with  other  medica- 
tions. By  this  time  we  had  used  it  on  several 
hundred  patients  and  had  used  Demerol, 
Nisentil,  Pitocin,  Procaine,  Atropine  and 
Scopolamine  in  conjunction  with  it.  Since  we 
had  no  cases  of  unexplained  fall  in  blood 
pressure,  we  continued  to  use  it.  Recently  in 
one  patient  this  complication  may  have  oc- 
curred. She  experienced  a fall  in  blood  pres- 
sure to  60/0  approximately  45  minutes  after 
25  mgs.  of  promazine  was  given.  Her  cervix 
began  dilating  rapidly  20  minutes  after  the 
promazine  was  given  and  she  was  almost 
completely  dilated  when  the  blood  pressure 
started  to  fall.  She  had  had  several  “fainting 
spells”  just  before  entering  the  hospital  for 
delivery.  An  intravenous  infusion  of  5 per 
cent  dextrose  in  saline  was  started  and  by 
the  time  it  was  running  well  and  the  baby 
had  been  delivered,  blood  pressure  was  back 
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to  normal  again.  The  baby  required  no  re- 
suscitation. 

To  show  the  effect  of  promazine  on  our 
patients,  a review  of  100  cases  was  completed. 
Charts  on  these  patients  were  pulled  in  con- 
secutive order  of  admission.  All  data  were 
taken  from  the  nurses’  notes  and  hence  could 
not  be  colored  by  the  author.  In  addition, 
nine  different  nurses  were  involved  in  the 
note  making,  No  attempt  was  made  at  grad- 
ing the  patients’  emotional  condition  before 
administration  of  promazine  since  an  ideal 
medication  should  work  equally  well  for  the 
emotionally  stable  and  emotionally  labile  pa- 
tient. 

Nursing  personnel  unanimously  agreed 
that,  exclusive  of  all  other  actions,  the  calm- 
ing effect  of  proinazine  made  its  use  desir- 
able. In  no  case  did  promazine  fail  to  calm 
or  sedate  an  emotionally  upset  patient.  In  all 
cases,  the  patients  were  easy  to  manage  both 
by  nurses  and  doctor.  The  patients’  responses 
to  requests  and  questions  by  the  nursing  staff 
were  lucid  with  no  indication  of  mental  de- 
pression or  loss  of  contact  with  reality. 

Dose 

The  dose  of  promazine  given  was  fairly 
uniform,  either  25  or  50  mg.  intramuscularly. 
In  only  two  cases  was  it  necessary  to  repeat 
the  dose.  In  most  patients  an  effect  could  be 
noted  within  15-20  minutes  and  usually 
reached  an  optimal  stage  about  40-60  minutes 
after  administration.  The  two  cases  requiring 
repeat  dosage  were  in  long  labors  and  the 
promazine  was  repeated  after  seven  and  eight 
hours,  respectively. 

While  we  use  50  mg.  of  promazine  almost 
routinely  now  on  admission,  initially  our  in- 
dications were  not  the  frequency  of  the  con- 
tractions, not  the  apparent  hardness  of  the 
contractions,  nor  the  amount  of  cervical  dila- 
tation, but  rather  simply  whether  the  patient 
seemed  to  need  emotional  or  physical  relaxa- 
tion. In  some  cases  this  meant  the  patient 
received  the  promazine  before  a Pitocin  drip 
was  started.  In  others,  it  was  given  on  ad- 
mission to  the  labor  room  even  before  con- 
tractions were  regular.  If  the  patient  was 
in  false  labor,  she  would  stop  having  con- 
tractions and  be  dismissed.  If  the  contractions 
were  true  labor,  she  would  continue  to  con- 


tract and  then  be  shaved,  etc.,  by  the  nursing 
staff. 

Analgesia 

We  did  not  routinely  give  an  analgesic 
with  the  promazine.  Most  of  the  time  Demer- 
ol or  Nisentil  was  not  given  until  the  patient 
or  the  nurse  thought  the  patient  needed  the 
analgesic  for  relief  of  pain.  Fifteen  of  the 
patients  in  this  study  required  no  further 
medication.  Of  the  remaining  85,  46  received 
Demerol;  38  of  these  46  required  only  50  mg. 
of  Demerol.  The  other  eight  required  100 
mg.  in  divided  50  mg.  doses.  Nisentil  was 
given  to  38  patients  in  30-40  mg.  doses.  In 
only  eight  were  repeat  doses  required. 

As  you  have  probably  noted,  our  impres- 
sion was  that  we  were  needing  smaller 
amounts  of  analgesics.  Where  we  were  using 
100  mg.  of  Demerol  intramuscularly  every 
three  to  four  hours  previously,  we  now  used 
50  mg.  once.  Where  we  were  using  50-60  mg. 
Nisentil  subcutaneously  every  two  hours  pre- 
viously, we  now  used  30-40  mg.  once.  Pro- 
mazine apparently  potentiated  the  analgesic 
so  that  less  was  needed  initially,  and  since 
it  also  shortened  labor,  repeat  doses  were 
less  frequent.  Hence,  there  was  less  fetal 
respiratory  depression. 

Since  the  patient’s  response  to  the  contrac- 
tions, when  she  is  properly  relaxed  with  pro- 
mazine, gives  a good  indication  of  the  amount 
of  discomfort,  I do  not  insist  that  the  anal- 
gesic be  withheld  until  the  cervix  is  a certain 
number  of  centimeters  dilated.  I have  found 
that  true  labor  is  enhanced  by  the  adminis- 
tration of  promazine  and,  in  addition,  the  ad- 
ministration of  Demerol  or  Nisentil  further 
enhances  the  progress  if  given  when  need  is 
apparent,  rather  than  when  the  “textbook 
dictates.”  To  illustrate  this  point  may  I in- 
clude a brief  case  report: 

CASE  REPORT 

Mrs.  J.  M.,  a 21-year-old  primipara,  was  at 
term.  Membranes  ruptured  at  8:30  a.m.  She  phoned 
at  9 a.m.,  stating  she  was  having  mild  contrac- 
tions and  was  sent  to  the  hospital.  She  arrived 
at  the  hospital  at  10  a.m.  having  mild,  irregular 
contractions.  By  10:30  a.m.  she  was  having  five- 
minute  pains  that  were  still  weak  but  making 
her  apprehensive.  She  was  given  50  mg.  of  proma- 
zine intramuscularly  at  this  time.  At  11  a.m.  she 


for  November,  1958 


61 


was  starting  to  relax,  but  was  only  one  cm.  dilated 
with  little  effacement.  By  11:30  a.m.  she  was 
dozing  between  contractions  even  though  they  had 
become  harder  and  closer.  At  12  noon  she  began 
complaining  of  the  pain  and  was  still  only  a finger- 
tip dilated.  However,  the  nurse  gave  her  45  mg. 
of  Nisentil  at  this  time.  The  effect  was  dramatic! 
Within  five  minutes  she  obtained  relief  of  the 
pain  and  was  relaxing  again.  The  cervix  was  com- 
pletely dilated  by  1:30  p.m.  and  the  baby  was 
born  with  episiotomy  but  without  forceps  at  1:39 
p.m.  As  is  usual,  the  baby  cried  spontaneously. 
This  primipara’s  labor,  from  the  first  contraction 
to  the  end  of  the  second  stage,  was  four  hours,  39 
minutes;  from  the  start  of  cervical  dilatation  to 
the  end  of  the  second  stage,  only  one  hour  and  39 
minutes. 

Length  of  labor 

For  the  100  cases  reviewed,  the  average 
length  of  the  first  and  second  stage  of  labor 
for  the  primiparas  was  6.6  hours.  The  longest 
was  12  hours  and  the  shortest  was  one  hour. 
Multiparas  did  even  better.  Their  longest 
labor  through  the  second  stage  was  eight 
hours;  shortest,  30  minutes,  with  an  average 
of  3.9  hours.  There  were  52  primiparas  and 
48  multiparas  in  the  group  with  a total  aver- 
age labor  of  5.4  hours. 

In  most  cases  promazine  was  administered 
before  much  cervical  dilatation  had  taken 
place.  In  this  study  the  average  dilatation  at 
the  time  of  administration  was  three  cm.  The 
13  apprehensive  multiparas  who  received  it 
at  5-6  cm.  raised  the  dilatation  average  con- 
siderably. The  average  primipara  progressed 
to  delivery  in  3.4  hours  after  administration 
of  promazine.  The  longest  was  nine  hours, 
and  the  shortest,  one  hour.  The  average  multi- 
para progressed  to  delivery  in  2.3  hours,  the 
longest  was  eight  hours,  the  shortest,  30  min- 
utes. The  average  for  the  entire  group  was 
2.9  hours. 

Fetal  depression 

Only  one  baby  in  this  group  required  re- 
suscitation. Unfortunately  this  infant  died, 
but  not  from  anoxia  due  to  its  mother’s  anal- 
gesic. According  to  the  pathologist  who  did 
the  autopsy,  the  baby'  had  a huge  left-sided 
diaphragmatic  hernia,  which  had  allowed  the 
stomach,  liver,  spleen  and  small  intestine  to 
herniate  into  the  chest,  preventing  normal 
lung  expansion. 


The  average  birth  weight  of  all  101  babies 
(one  mother  had  twins) , was  seven  pounds, 
six  ounces.  The  largest  was  ten  pounds  and 
the  smallest,  four  pounds,  six  ounces.  This 
four  pound,  six  ounce  premature  was  inter- 
esting since  it  was  a Caesarian  section  baby 
with  a general  anesthesia  in  addition.  She 
had  one  previous  section  elsewhere  and  was 
thought  to  be  near  term. 

Blood  loss 

There  were  five  cases  of  postpartum  hem- 
orrhage. Two  followed  the  use  of  Pitocin 
for  induction  and  I believe  were  due  to  the 
error  of  not  continuing  the  Pitocin  after 
delivery  of  the  placenta.  Two  cases  of  hemor- 
rhage were  into  the  episiotomy  and  I believe 
were  due  to  failure  to  secure  adequate  he- 
mostasis since  they  occurred  in  episiotomies 
closed  by  the  Rucker  technic.  One  case  was 
of  unexplained  uterine  atony  that  required 
no  packing  nor  extra  surgery.  This  incidence 
of  5 per  cent  hemorrhage  is  within  normal 
limits,  I believe  (especially  since  two  cases 
occurred  in  the  episiotomy) . Therefore,  I 
would  conclude  the  promazine  does  not  ap- 
preciably affect  the  bleeding  or  clotting 
mechanism. 

Delivery 

Of  the  100  deliveries,  75  were  normal 
spontaneous  deliveries.  Ninety-one  had  elec- 
tive episiotomies  and  21  were  low  forcep 
cephalic  presentations.  There  was  one  breech 
with  forceps  to  the  aftercoming  head  and 
three  C-sections  for  previous  C-section,  pla- 
centa previa  and  a persistant  face  presenta- 
tion. 

Anesthesia  during  the  second  stage  con- 
sisted of  one  or  a combination  of  the  follow- 
ing: (1)  local  infiltration  with  1 per  cent 
Procaine  for  the  episiotomy;  (2)  pudental 
block,  and  (3)  nitrous  oxide-oxygen  mixture 
(breathed  only  with  pain) . 

Average  age  of  all  the  women  was  23.1 
years.  The  oldest  was  36  and  the  youngest  16. 
Gravidity  varied  from  one  to  eight  and  parity 
from  zero  to  five.  There  were  no  maternal 
deaths.  Fetal  heart  beats  ranged  from  118  to 
170  with  no  abnormal  rhythms  noted.  Ma- 
ternal blood  pressures  ranged  from  98/50  to 
140/90. 
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Summary  and  conclusions 

Labor  records  of  100  consecutive  patients 
from  a large  group  of  private  patients  have 
been  studied.  These  patients  all  received  25- 
50  mg.  of  promazine  intramuscularly  at  some 
time  during  their  labor.  I believe  the  follow- 
ing conclusions  can  be  drawn: 

1.  Pre-delivery  sedation  with  promazine 
(Sparine)  assures  a relaxed,  cooperative  pa- 
tient. 

2.  Duration  of  labor  for  both  primiparas 
and  multiparas  is  appreciably  shortened. 

3.  Amounts  of  analgesics  needed  are  re- 
duced. 

4.  There  is  no  fetal  respiratory  or  circu- 
latory depression  even  in  prematures. 


5.  The  intramuscular  route  of  administra- 
tion is  just  as  effective  as  the  intravenous. 

6.  Promazine  will  stop  false  labor  and  en- 
hance true  labor. 

7.  Intramuscular  promazine  can,  appar- 
ently, be  used  safely  in  combination  with 
Demerol,  Nisentil,  Pitocin,  Atropine,  Scopo- 
lamine, Procaine  and  general  anesthesia. 

8.  There  is  no  apparent  increase  in  blood 
loss. 

9.  There  are  no  harmful  effects  to  the 
mother.  • 
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Exudative  pericarditis  in  an  infant* 


David  E.  Dines,  M.D.,  Howard  B.  Burchell,  M.D.,  and  Jesse  E.  Edwards,  M.D.,  Rochester,  Minn. 


Presumably  infectious  in  origin, 
this  thick  fibrinous  pericardial 
accumulation  compressed  the  heart 
and  led  to  congestive  failure. 


In  the  case  to  be  reported  an  infant  suffered 
from  an  extensive  exudative  pericarditis. 
The  evidence  to  be  presented  suggests  that 
in  its  onset  the  pericarditis  was  suppurative 
in  nature.  Eventually  the  exudate  became 
sterile  but  the  mechanical  effects  of  the  ac- 
cumulation were  responsible  for  interference 
with  cardiac  action. 

REPORT  OF  CASE 

Clinical  features.  — A one-year-old  boy  was 
placed  under  care  of  the  Mayo  Clinic  on  October 
29,  1956,  having  been  referred  with  a diagnosis  of 


♦Abridgment  of  portion,  of  thesis  submitted  by  Dr.  Dines  to 
the  Faculty  of  the  Graduate  School  of  the  University  of 
Minnesota  in  partial  fulfillment  for  the  requirements  of  the 
Degree  of  Master  of  Science  in  Medicine.  The  Mayo  J’ounda- 
tion,  Rochester,  Minnesota,  is  a part  of  the  Graduate  School 
of  the  University  of  Minnesota. 
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pericardial  effusion.  The  child  had  been  in  excel- 
lent health  until  two  weeks  previously  when  an 
upper  respiratory  infection  with  fever  developed. 
Three  days  later  the  watery  nasal  discharge  had 
become  purulent  and  temperature  had  increased 
to  102°  F.  The  home  physician  began  oral  peni- 
ciilin-V  therapy.  Four  days  later  the  child  seemed 
more  ill  and  was  irritable.  Temperature  varied 
between  101°  and  105°  F.  Oral  penicillin  therapy 
was  discontinued  and  intramuscular  penicillin 
therapy  was  begun.  The  leukocyte  count  was 
38,000.  The  thoracic  roentgenogram  showed  cardio- 
megaly  with  clear  pulmonary  fields.  Oxygen, 
streptomycin,  and  a digitalis  preparation  were 
added  to  the  therapeutic  regimen.  Because  fever 
continued,  treatment  with  chloramphenicol  (Chlo- 
romycetin) was  started  on  the  twelfth  day.  He 
was  transferred  to  the  clinic  14  days  after  onset 
of  symptoms. 

On  examination  the  child  was  pale  and  acutely 
ill  with  a pulse  rate  of  120  beats  per  minute  and 
a temperature  of  100°  F.  The  heart  was  over- 
active  but  the  sounds  were  distant.  No  murmur 
and  no  pericardial  rub  could  be  heard.  Cervical 
veins  did  not  appear  distended.  The  liver  extended 
four  fingerbreadths  below  the  right  costal  margin. 
There  was  edema  of  the  lower  extremities. 

The  hemoglobin  concentration  was  9.6  gm.  per 
100  cc.  of  blood.  The  sedimentation  rate  was  82 
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Fig.  1.  X-ray  appearance  of  heart. 


mm.  in  one  hour  (Westergren).  Total  leukocyte 
count  was  15,600.  The  differential  leukocyte  count 
was:  lymphocytes,  26  per  cent;  monocytes,  19  per 
cent;  and  neutrophils,  55  per  cent.  Urinalysis  was 
negative.  Thoracic  roentgenogram  showed  cardiac 
enlargement  in  which  the  cardiac  shadows  sug- 
gested pericardial  effusion  (Fig.  1).  The  pulmo- 
nary fields  were  clear.  Thoracic  roentgenoscopy 
demonstrated  diminished  amplitude  of  the  cardiac 
pulsations.  Electrocardiogram  showed  low  voltage 
in  standard  leads  I,  II,  and  III,  and  S-T  elevation 
with  inverted  T waves  in  precordial  leads  V-3  and 
V-6  (Fig.  2).  The  electrocardiographic  findings 
were  interpreted  as  being  compatible  with  peri- 


Fig. 3.  Left  side  of  heart  and  parietal  pericardium. 
Over  the  ventricle  the  pericardial  sac  contains  a 
thick  layer  of  fibrinous  exudate  which  compressed 
the  chamber. 

carditis  or  myocarditis. 

The  child  was  placed  in  oxygen  and  continued 
on  treatment  with  digitalis  and  chloramphenicol, 
as  instituted  by  the  home  physician.  From  October 
29,  the  day  of  admission,  to  November  5 the 
child’s  general  condition  improved.  Oxygen  ther- 
apy was  discontinued.  Low-grade  fever  persisted. 
Serial  roentgenograms  showed  a decrease  in  the 
size  of  the  cardiac  silhouette.  Further  electro- 


Fig.  2.  Electrocardiograms. 
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cardiographic  study  continued  to  show  elevation 
of  the  S-T  segment  with  flat  and  inverted  T 
waves,  compatible  with  pericarditis  or  myocardi- 
tis (Fig.  2).  On  November  13,  29  days  from  the 
onset  of  symptoms,  the  child  became  more  irri- 
table, vomited,  and  died  unexpectedly. 

Pathologic  features. — The  sites  of  chief  interest 
were  the  heart  and  pericardium.  Over  the  ven- 
tricles the  pericardial  cavity  was  distended  by 
an  accumulation  of  semisolid  yellowish-gray  fi- 
brinous exudate  which  measured  about  2.5  cm.  in 
thickness  (Fig.  3).  Cardiac  structures  were  normal 
except  for  a thin  layer  of  subepicardial  muscle. 

Cultures  of  the  pericardial  exudate  for  the 
usual  pathogens  and  for  tubercle  bacilli  yielded 
no  organisms.  Histologically  the  exudate  was  com- 
posed of  thick  fibrin  in  the  meshes  of  which  were 
macrophages  and  neutrophils  in  small  numbers. 
Peripherally  a process  of  organization  of  the  fi- 
brin was  apparent  in  the  form  of  nonspecific  granu- 


Fig.  4a.  The  left  ventricle  (left  side  of  illustra- 
tion) and  a part  of  the  pericardial  exudate  (right 
side  of  illustration).  Beneath  the  epicardium  there 
is  a thin  zone  of  myocardium  showing  atrophy  and 
edema  (hematoxylin  and  eosin;  x25).  b.  Periphery 
of  pericardial  exudate.  At  the  left  side  of  the 
illustration  a zone  of  nonspecific  granulation  tissue 
is  seen  organizing  the  fibrin.  Unorganized  fibrin 
is  seen  in  the  right  side  of  the  illustration  (hema- 
toxylin and  eosin;  x85). 


lation  tissue  entering  the  exudate  both  from  the 
parietal  and  visceral  layers  of  the  pericardium 
(Fig.  4).  A thin  layer  of  myocardium  immediately 
beneath  the  epicardium  showed  atrophy  and  inter- 
stitial edema  (Fig.  4a).  Lungs  showed  edema.  A 
small  effusion  was  present  in  each  pleural  space. 
Focal  pleural  adhesions  were  present  bilaterally. 

Comment 

From  the  extensive  nature  of  the  peri- 
cardial exudate  in  our  case  one  may  readily 
conclude  that  cardiac  dysfunction  was  caused 
by  cardiac  compression. 

The  etiology  of  the  exudate  remains  con- 
jectural but  the  evidence  suggests  that  it 
had  its  inception  in  suppurative  pericarditis. 
The  nonspecific  nature  of  the  exudate  and 
of  the  reaction  rules  out  one  of  the  granulo- 
matous diseases.  Cultures  for  tubercle  bacilli 
gave  negative  results.  It  will  be  recalled  that 
the  onset  of  the  child’s  illness  was  character- 
ized by  a nonspecific  upper  respiratory  in- 
fection. Such  an  infection  could  become  com- 
plicated by  bacterial  pericarditis,  however 
rare  such  an  occurrence  is^  ®.  It  might  be 
argued  that  negative  results  from  cultures  of 
the  pericardial  exudate  are  against  a pyo- 
genic inflammation  at  the  onset  of  this  dis- 
ease. However,  bacterial  inflammation  in  con- 
fined spaces,  as  in  walled-off  abscesses  and 
in  serous  cavities,  may  in  time  become  sterile 
as  a result  of  natural  processes.  In  our  case 
the  extensive  use  of  antibiotics  may  well 
have  aided  in  destruction  of  the  causative  or- 
ganisms. The  fibrinous  exudate  which  repre- 
sented the  body’s  reaction  to  a presumed  bac- 
terial infection  remained  as  a mechanical  ob- 
stacle to  proper  cardiac  function. 

It  is  evident  that  the  exudate  consisted  of 
a large  accumulation  of  fibrin.  Although  the 
process  of  organization  was  active,  one  would 
expect  that  considerable  time  would  have 
been  required  for  this  process  to  involve  all 
the  fibrin.  It  is  conceivable  that  the  time 
required  for  complete  organization  of  the 
fibrin  would  be  so  great  that  calcification  of 
the  exudate  might  have  appeared  before  the 
process  of  organization  could  have  been  com- 
pleted. Under  these  circumstances  and  had 
the  patient  lived,  a picture  of  typical  calcific 
pericarditis  might  have  evolved  from  a dis- 
ease presumably  starting  as  pyogenic  peri- 
carditis. * * references  on  132 
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Experience  with  Orinase* 

Caution  important 

Willard  Nicholl,  M.D.,  Missoula,  Montana 


Confirming  the  results  of  previous 
experience  with  Orinase,  this 
article  also  provides  data  on  the 
effect  of  Orinase  on  hzi  uptake. 

T he  necessity  for  a prolonged 
trial  is  stressed. 


The  first  clinical  observations  on  sulfona- 
mide-hypoglycemia were  by  chance  on  a ty- 
phoid patient  in  France  in  1942.  Shortly  after- 
wards, Loubatieres  established  the  necessity 
of  the  pancreas  for  hypoglycemic  response  to 
the  sulfonylureas  but  no  clinical  applications 
were  madeb  In  1954  the  Germans  announced 
successful  trials  with  the  newer  derivatives, 
carbutamide  and  tolbutamide  (Orinase) . The 
liver  toxicity  of  carbutamide  was  so  definite- 
ly established  that  it  was  withdrawn  in  Oc- 
tober, 1956.  Orinase  was  thoroughly  studied 
before  release  to  our  Clinic  and  Foundation 
for  study  in  December,  1956. 

Materials  and  methods 

Twenty-two  outpatients  with  mild  dia- 
betes were  followed  with  serial  tests,  in  one 
week,  one  month,  three,  six  and  in  some 
cases,  nine  months.  All  had  fasting  blood 
sugars  in  excess  of  150  before  treatment  with 
either  diet,  insulin  or  Orinase.  Nine  were  pre- 


‘Tolbutamide  (U-204S  D-860,  Orinase®)  was  kindly  supplied 
by  Dr.  C.  J.  O’Donovan  of  the  Upjohn  Company.  This  work 
was  aided  in  part  by  a grant  from  The  Western  Montana 
Clinic  Foundation.  From  the  Department  of  Medicine,  Western 
Montana  Clinic,  Missoula,  Montana.  The  assistance  of  Drs. 
B.  D.  Colv/ell,  E.  J.  Drouillard  and  J.  E.  Kress  is  gratefully 
acknowledged.  This  paper  was  originally  delivered  at  Mon- 
tana-Wyoming  Regional  Meeting,  A.C.P.,  October,  1957. 


viously  on  insulin  up  to  25  units  per  day,  with 
an  average  of  15  units.  Dietary  and  weight 
control  management  remained  unchanged. 

Because  of  previous  recommendations  by 
other  investigators,  this  series  was  highly 
selective.  All  patients  were  over  35  years  of 
age  with  the  so-called  adult-onset  diabetes, 
on  less  than  30  units  of  insulin  and  to  our 
knowledge  never  had  shown  acetonuria,  even 
on  withdrawal  of  insulin. 

A satisfactory  Orinase  screening  test  was 
helpful  in  selection  of  candidates.  A satis- 
factory test  resulted  in  at  least  20  per  cent 
fall  in  blood  sugar  four  hours  after  three 
grams  of  Orinase.  All  blood  sugars  were 
drawn  in  the  fasting  state  because  of  the 
uniformity  of  time  and  convenience  to  out- 
patients. All  urine  sugars  were  tested  by 
Clinitest  to  assure  uniformity  in  laboratory 
and  home  readings.  Thymol  turbidity  was 
selected  for  liver  function  testing  because 
cephalin  flocculation  had  been  studied  widely. 

Of  particular  interest  to  us  was  evalua- 
tion of  thyroid  function  in  nine  patients  by 
Ii3j  uptake  using  a standard  test  dose  of  50 
microcuries  of  I^i.  The  potential  thyroid 
blocking  effect  of  the  sulfonamides  is  well 
known  but  not  completely  studied  as  pertains 
to  sulfonylureas.  Standard  distant  counts 
were  done  exactly  24  hours  later  over  the 
thyroid,  sternum,  and  supraclavicular  areas. 

Patients  were  arbitrarily  given  1.5  to  2.5 
grams  Orinase  per  day  in  divided  doses  for 
one  week  and  all  insulin  discontinued.  The 
dosage  was  then  adjusted  according  to  fast- 
ing sugars.  Eight  patients  were  followed  nine 
months  or  longer,  eight  for  six  months,  and 
six  for  three  months. 
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Results:  A “good”  result  according  to 
strict  criteria^,  is  an  average  fasting  sugar  of 
less  than  130  mgm.  “Fair”  is  a fasting  sugar 
less  than  150.  By  satisfactory  control  is  meant 
that  in  three,  six  or  nine  months,  the  patients 
exhibit  good  or  fair  fasting  sugars  without 
glycosuria  or  acetonuria,  develop  no  new 
complications  such  as  coma  or  gangrene,  and 
have  no  laboratory  evidence  of  blood,  liver 
or  kidney  damage.  Metabolic  alterations  such 
as  lipid  and  protein  metabolism  were  not 
studied  in  this  series. 

McGavack  has  done  the  most  critical  and 
extensive  work  on  uptakes  with  the  sul- 
fonylureas.  Four  grams  of  carbitamide  daily 
for  four  days,  produced  a significant  depres- 
sion of  Ii3i  uptake,  but  four  grams  of  Orinase 
for  the  same  time  only  a slight  but  not  signifi- 
cant depression^  Two  grams  of  Orinase  daily 
for  as  long  as  one  year  produced  no  signifi- 
cant depression^,  nor  were  there  significant 
changes  in  BMR  or  PBI.  Brown’s  studies  in 
nine  patients  in  acute  experiments  are  in 
accord  with  these  results®.  However,  since 
these  and  other  studies  were  on  small  series, 
we  felt  further  observations  worthwhile. 

Conclusions 

1.  The  Orinase  screening  test  may  be  use- 
ful in  selecting  patients  but  does  not  accu- 
rately predict  the  outcome  of  therapy.  Two 
of  the  five  unsatisfactory  test  responses  later 
did  well  on  Orinase,  while  two  who  failed 
on  Orinase  had  satisfactory  screening  tests. 

2.  Of  22  carefully  selected  patients,  15  or 
68  per  cent  had  satisfactory  controlled  fasting 
sugars  on  one  gram  Orinase  per  day  average, 
given  in  divided  doses. 

3.  Patients  on  insulin  up  to  25  units  did 
as  well  as  those  never  on  insulin.  Five  of  nine 
or  55  per  cent  of  them  had  “good”  results, 
compared  with  six  of  13  or  46  per  cent  “good” 
who  were  never  on  insulin. 

4.  A one-month  trial  of  Orinase  therapy 
may  be  inconclusive.  Four  with  unsatisfac- 
tory control  at  one  month  became  satisfac- 
tory at  six  months.  This  was  accomplished 
without  increasing  Orinase  dosage.  By  con- 
trast, three  who  were  satisfactory  at  one 
month  became  unsatisfactory  at  three  or  six 
or  nine  months.  Two  of  these  latter  cases 
were  eventually  discovered  to  have  had  a 


history  of  mild  acetonuria  before  coming 
under  our  care.  (This  information  was  not 
available  at  the  start  of  this  study.) 

5.  If  a thyroid  blockade  is  defined  as  less 
than  80  per  cent  of  the  control  I131  uptake, 
two  of  nine  patients  were  partially  blocked, 
probably  due  to  an  interference  with  the 
organic  iodine  binding  mechanism.  However, 
none  was  blocked  into  the  hypothyroid  range 
or  had  clinical  symptoms  or  goiter.  The  ten- 
dency is  generally  for  uptakes  to  return  to- 
wards original  counts  if  followed  long 
enough. 

6.  Orinase  was  non-toxic  in  this  series  as 
evidenced  by  a constant  hemoglobin,  normal 
white  and  differential  counts,  absence  of  al- 
bumin or  crystals  in  the  urine,  and  negative 
thymol  turbidity  studies  throughout.  This 
confirm's  experiences  in  thousands  of  pa- 
tients, probably  due  to  the  absence  of  the 
para-amino  group  in  the  other  sulfonylureas. 
Pseudoalbuminuria  was  not  seen. 

Discussion 

Two  unrelated  but  unanswered  questions 
are  of  paramount  importance.  How  does 
Orinase  work?  Will  it  prevent  the  familiar 
chronic  diabetic  ophthalmic,  vascular  and 
renal  complications  even  less  efficiently  than 
insulin? 

The  literature  is  replete  with  experiments 
and  reports  proving  or  disproving  at  least 
six  major  theories  of  Orinase  action.  Suffice 
it  to  say  that  probably  two  mechanisms,  in- 
terference with  liver  sugar  making  and  re- 
lease, and  the  stimulation  of  the  islet  beta 
cell  secretion  of  insulin,  explain  the  action 
of  Orinase.  In  acute  experiments,  islet-stimu- 
lation may  be  the  prevailing  action.  In  chron- 
ic administration,  Orinase  may  work  through 
the  liver.  It  is  almost  certain  that  whatever 
the  liver  mechanism,  there  is  no  laboratory 
evidence  of  liver  damage’’.  These  two  modes 
of  action  are  not  mutually  exclusive,  and  may 
be  due  to  experimental  differences  in  routes 
of  administration  of  insulin  and  Orinase.  For 
example,  insulin  via  the  portal  circulation 
may  not  have  the  same  effect  as  subcutaneous 
insulin  entering  the  peripheral  circulation.- 
If  this  is  true  all  effects  of  Orinase  could  be 
the  result  of  release  of  endogenous  insulin 
into  the  liver  via  the  portal  vein®. 
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The  only  effects  of  Orinase  that  are  known 
for  sure  are  its  hypoglycemic  effect  in  the 
intact  beta-cell  human  being  and  an  increase 
in  liver  glycogen  storage.  The  several  effects 
of  insulin  in  diabetics  which  are  not  dupli- 
cated by  Orinase  include:  (1)  normalization 
of  glucose  tolerance,  (2)  nitrogen  balancing, 
(3)  elevation  of  respiratory  quotient,  (4)  ele- 
vation of  lactic  acid  and  pyruvic  acid,  (5) 
prevention  of  ketosis,  (6)  modification  of 
lipid  metabolism,  and  (7)  increased  uptake 
of  glucose  by  the  muscle.  Of  these  discrepan- 
cies, between  insulin  and  Orinase,  the  most 
immediately  important  is  the  failure  of  Ori- 
nase to  prevent  or  correct  ketosis.  Merely 
reducing  the  blood  sugar  without  altering 
the  rate  of  glucose  utilization  may  be  of  no 
real  benefit.  It  is  possible,  moreover,  that 
chronic  use  of  Orinase  for  years  may  produce 
the  sensitized  peri-vascular  sulfonamide  le- 
sions of  Rich.  One  must  not  minimize  the 
adverse  psychological  effect  to  physician  and 
patient  of  having  to  switch  back  to  insulin 
when  a lifetime  of  oral  treatment  was  an- 
ticipated. An  even  more  difficult  psycho- 
logical problem  is  the  patient  who  controls 
his  blood  sugar  well  on  Orinase,  then  goes 
on  dietary  sprees  and  doubles  his  dosage  to 
“cover”  excesses  in  food.  If  Orinase,  or  any 
new  improved  hypoglycemic  agent  of  the 
future  should  encourage  the  continuance  of 
obesity,  it  probably  will  do  more  harm  than 
good.  Serious  complications  with  Orinase 
therapy  may  arise  if  the  patient  is  not  fol- 
lowed carefully  for  at  least  three  months.  In 
two  instances  two  relatively  mild  diabetics 
were  readily  controlled  for  nine  months  only 
to  discover  the  eventual  appearance  of  glyco- 
suria and  hyperglycemia.  If  these  patients 
are  left  to  themselves  unchecked,  acidosis 
presumably  could  develop  insidiously. 

Such  a grave  course  of  events  recently 
came  to  our  attention  with  the  development 
of  acidosis  in  the  presence  of  an  only  moder- 
ately elevated  blood  sugar”.  Death  occurred 
in  severe  acidosis  (C02=7.2  meq.)  with  a 
presenting  blood  sugar  of  284  mgm.  per  cent 
and  3 plus  urine  sugar  presumably  kept 
low  by  adequate  Orinase,  and  the  urine 
tested  at  home  only  for  sugar,  not  acetone. 
In  this  manner  Orinase  may  become  anala- 
gous  to  the  folic  acid — situation  in  per- 


nicious anemia — controlling  part  of  the  dis- 
ease while  other  serious  disturbances  advance 
unchecked. 

Because  of  all  these  unknowns  in  long 
term  results  with  Orinase,  it  is  imperative  to 
re-emphasize  Garfield  Duncan’s  original  cau- 
tion: restrict  its  use  to  mild  non-ketonuric 
diabetics.  To  this  advice  we  would  add:  select 
diabetics  in  the  sixth  or  seventh  decade,  and 
follow  carefully  for  at  least  nine  months  be- 
fore deciding  upon  the  eventual  success. 

Summary 

1.  Orinase  averaging  1 gm/d  for  from 
three  to  nine  months  kept  15  of  22  or  68  per 
cent  of  patients  in  satisfactory  control  with 
fasting  blood  sugars  below  150  mgm. 

2.  Orinase  was  non-toxic  in  this  series; 
side  effects  included  a partial  blockade  in 
Ii3,  uptake  in  two  of  nine  patients  without 
evidence  of  hypothyroidism  or  goiter. 

3.  A one-month  trial  was  inadequate  in 
estimating  final  results  in  seven  of  22  pa- 
tients; four  came  into  control  and  three  es- 
caped control  in  subsequent  months. 

4.  Care  in  selection  of  patients  has  been 
emphasized.  Inadequacies  of  the  Orinase 
screening  test  were  demonstrated;  the  age 
or  previous  amount  of  insulin  up  to  25  units 
was  of  less  importance  than  the  history  of 
acetonuria;  ketosis  developing  in  presence  of 
relatively  low  blood  sugar  must  be  consid- 
ered. • 
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ADDENDUM 

Since  this  article  was  submitted  for  publication 
in  December,  1957,  all  15  patients  satisfactorily- 
controlled  at  nine  months  are  still  satisfactory. 
Six  have  been  on  Orinase  18  months,  five  for  15 
months  and  four  for  one  year. 
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the  clinical  results  are  positive  when 


restores  positive  nitrogen  balance 

The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses: 

• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the  daily  dosage  is  0.5  mg. 
per  kilogram  of  body  weight,  in  single  courses  no  longer  than  three  months. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

For  many  years  a number  of  students  of  gov- 
ernment have  been  searching  for  some  way  of 
checking  the  growth  of  the  Federal  bureaucracy 
and  returning  certain  functions  to  the  states. 

Two  particularly  vexing  problems  are  involved. 
Because  the  Federal  government  has  moved  into 
so  many  taxation  areas,  states  complain  that  even 
if  they  wanted  to  regain  control  over  certain  pro- 
grams, they  would  have  no  way  of  paying  for 
them.  Also,  a fool-proof  mechanism  would  have 
to  be  devised  to  insure  that  the  programs  didn’t 
break  down  during  the  transition  and  that  the 
states  would  in  fact  keep  up  the  activities  after 
U.  S.  dollars  stopped  coming. 

If  administrative  details  could  be  worked  out, 
and  if  Congress  would  agree  to  reverse  the  trend, 
a number  of  U.  S.  Public  Health  Service  grants 
programs  presumably  could  be  turned  over  to  the 
states. 

President  Eisenhower  is  deeply  interested  in 


attempting  to  turn  the  tide,  and  last  year  the 
Administration  came  up  with  a concrete  proposal. 
It  was  to  make  the  states  completely  responsible 
for  the  water  pollution  control  operation  ($50 
million  annually  in  U.  S.  grants)  and  vocational 
education  ($35  million  a year).  So  the  state  would 
have  money  to  finance  the  work,  the  U.  S.  would 
drop  part  of  its  tax  on  telephone  service,  inviting 
the  states  to  levy  their  own  tax. 

Congress  was  cool  to  the  idea.  Besides,  after 
giving  it  more  consideration,  the  then  Secretary 
Folsom  of  HEW  decided  it  wouldn’t  work  because 
the  low-income  states  couldn’t  realize  enough  from 
the  telephone  tax  to  meet  the  extra  expenses. 

But  the  Administration  hasn’t  given  up  hope. 
Supported  by  the  federal-state  joint  action  com- 
mittee, Secretary  Flemming  (Folsom’s  successor) 
is  proposing  a new  method,  one  that  he  thinks 
will  meet  the  problem  of  the  low  income  states. 

He  would  shift  to  the  states  the  same  two  pro- 
grams— water  pollution  control  and  vocational 
education.  At  the  same  time  the  U.  S.  would  forego 
30  per  cent  of  the  present  tax  it  imposes  on  tele- 
phone service  and  permit  the  states  to  levy  this 
amount.  In  addition,  to  take  care  of  the  poor  states 
the  U.  S.  would  allocate  among  states  an  amount 
equal  to  10  per  cent  of  the  present  telephone  tax, 
distributing  relatively  larger  shares  to  the  low  per 
capita  income  states. 

In  dollars,  as  explained  by  Secretary  Flem- 
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ming,  the  states  would  be  losing  $85  million  in 
U.  S.  grants,  but  they  would  have  an  opportunity 
to  collect  a total  of  about  $109  million  on  tele- 
phone service  and  receive  $36  million  in  the  new 
grant  arrangement. 

In  announcing  that  the  Administration  was 
going  to  try  again  to  have  this  idea  adopted,  Mr. 
Flemming  emphasized  that  both  programs  were 
of  great  value  and  shouldn’t  be  allowed  to  “drop 
through  the  cracks  in  the  floor”  during  the  period 
of  transition.  He  noted  that  under  his  proposal 
the  U.  S.  could  step  in  and  make  a state  use  the 
money  for  the  specific  purpose  if  it  showed  an 
inclination  to  collect  the  tax  but  spend  the  money 
somewhere  else. 

The  question  now  is  whether  Congress  will 
show  any  enthusiasm  over  the  plan.  At  any  rate, 
it  will  be  opposed  vigorously  by  the  telephone 
industry  and  vocational  education  interests.  The 
latter  are  fearful  that  their  programs  might  suffer 
under  all-state  operation. 

Notes: 

HEW  is  giving  careful  study  to  the  Bayne- 
Jones  report  which  proposed  a doubling  of  U.  S. 
medical  research  spending  and  early  construction 
of  14  to  20  medical  schools.  Secretary  Flemming 
told  a press  conference  that  final  estimates  of  the 
cost  of  carrying  out  some  of  the  report’s  proposals 
are  due  to  be  finished  in  December. 


Social  Security  Administration  reports  a sharp 
rise  in  volume  of  appeals  from  applicants  denied 
Social  Security  benefits,  mostly  under  the  disability 
section  enacted  two  years  ago.  The  administra- 
tion’s staff  of  referees  has  been  increased  four-fold 
in  two  years  to  handle  the  work  load.  Three  times 
as  many  hearings  are  held  on  disability  claims  as 
on  all  others  combined. 

Social  Security  Commissioner  Charles  I.  Schott- 
land,  back  from  a month’s  tour  of  Russian,  re- 
ports that  nurseries  and  old  people’s  homes  in 
Russian  appear  to  be  “excellently”  staffed  with 
one  employee  for  about  every  three  old  persons 
and  one  for  every  two  and  a half  children.  He 
points  out  that  a comprehensive  social  security 
program  is  a must  in  Russia,  inasmuch  as  wages 
are  about  the  only  source  of  income.  When  wages 
halt,  the  people  have  only  Social  Security. 

With  President  Eisenhower’s  appointment  of 
General  Elwood  R.  Quesada  as  administrator  of 
the  new  Federal  Aviation  Agency,  the  American 
Medical  Association  is  renewing  its  plea  for  an 
Office  of  Civil  Aviation  Medicine  manned  by  a 
Civil  Air  Surgeon. 

Mounting  protests  from  medical  and  other 
groups  have  persuaded  the  Post  Office  Department 
to  drop  its  plan  to  ban  the  airmail  shipment  of 
etiological  disease  agents.  Airlines  felt  there  was 
a threat  of  breakage  and  possible  danger  to  crews 
and  plane  passengers. 


isf:  '^IN‘'OFFiCE 


ELECTIVE  AND  TRAUMATIC 

use 


XYLOCAINE  ® HCI  SOLUTION 

(brand  of  lldocalne*) 

as  a local  or  topical  anesthetic 


Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 
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. . . in  Skin  Dis©aS6S:In  a study  of  26  patients  with  severe  der- 
matoses, ARiSTOCORT  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved^. . . absence  of  serious  side  effects  specifically  noted.^*  ® 


...in  Rheumatoid  Arthritis;  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients^. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARISTOCORT  therapy).® 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.: 

J.  A.  M.  A.  165:1821,  (Dec  7)  1957, 

2.  Shelley,  W.  B.,  and  Pillsbury,  D.  M. : 

Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957. 

5.  Hartung,  E.  F.;  Personal  Communication. 

6.  Schwartz,  E. : Personal  Communication, 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97, 1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.: 
Paper  presented  at  Nephrosis  Conference,  Bethesda,  Md., 
Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.  L.;  Personal  Communication. 
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Triamcinolone  LEDERLB 


,..in  Respiratory  Allergies:  "Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.^ 

...  in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®’®. ..  Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.^®’ . . Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.^® 


Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about 
in  rheumatoid  arthritis,  by  Vi  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  Vi  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  ARISTOCORT,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 
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Abstract  of  Minutes* 

House  of  Delegates  of  the 
Colorado  State  Medical  Society 

Eighty-Eighth  Annual  Session 
September  24,  25,  26,  and  27,  1958 
Broadmoor  Hotel,  Colorado  Springs,  Colorado 

FIRST  MEETING 
Wednesday,  September  24,  1958 

Vice  Speaker  Vernon  L.  Bolton,  M.D.,  Colorado 
Springs,  called  the  House  to  order  at  4:00  p.m. 
(in  the  Little  Theater)  and,  at  the  request  of  the 
Speaker,  Frank  B.  McGlone,  Denver,  presided  until 
after  Dr.  McGlone  had  given  his  Speaker’s  address. 

Dr.  L.  L.  Hick,  Chairman  of  the  Committee  on 
Constitution,  By-Laws  and  Credentials,  presented 
the  committee’s  report  as  printed  in  the  House  of 
Delegates  Handbook  and  verbally  amended  it  by 
recommending: 

With  reference  to  the  Arapahoe  County  Medical  Society: 
The  seating  of  the  duly-elected  Delegate,  James  M.  Kennedy, 
with  term  to  expire  in  1960  and  the  certification  of  Dr.  Donald 
Schiff  as  Alternate  for  this  session  only. 

With  reference  to  Northwestern  Colorado  Medical  Society, 
the  certification  of  Dr.  William  F.  Deal  (Craig)  as  Alternate. 

With  reference  to  Eastern  Colorado  Medical  Society,  the 
certification  of  Dr.  Jerome  L.  Keefe  (Cheyenne  Wells)  as 
Alternate. 

Forty  (before  adjournment  increased  to  77)  accredited 
Delegates  (more  than  a quorum)  answered  roll  call. 

On  motion  the  first  report  of  the  Credentials 
Committee,  as  amended  by  the  supplemental  re- 
port, was  adopted. 

Opening  Address  of  Speaker 

“As  Speaker  I am  going  to  follow  the  good 
example  set  by  Dr.  Swartz  a couple  of  years  ago 
when  he  made  the  introductory  speech  very  brief. 

I would  like  at  this  time,  however,  to  point  out 
again  that  we  encourage  everyone  to  go  to  the 


‘Condensed  from  the  shorthand  and  sound-recorded  record  of 
H.  E.  Dennis,  Certified  Shorthand  Reporter.  Reports  referred 
to  but  not  reproduced  herein  were  distributed  to  all  members 
of  the  House  of  Delegates  at  the  88th  Annual  Session,  in  the 
printed  “House  of  Delegates  Handbook,”  or  were  distributed 
to  all  members  of  the  House  in  mimeographed  form.  Copies 
of  all  such  reports  are  on  file  with  the  Executive  Office  of  the 
Society,  and  with  the  Secretary  of  each  Component  Societj', 
available  for  study  by  any  member  of  the  Society. 


reference  committee  meetings  and  express  them- 
selves very  freely  about  the  subjects  in  which  they 
are  interested.  The  details  of  discussion  should  be 
conducted  in  the  reference  committee.  We  also 
want  to  have  free  discussion  from  the  floor.  We 
can  conduct  our  business  efficiently  and  expedi- 
tiously if  everybody  uses  judgment  in  presenting 
discussion. 

“The  discussion  at  the  meeting  today  should 
be  directed  toward  encouraging  people  to  get  out 
to  the  reference  committee  meetings.  Discussion 
at  the  next  meeting  will  be  with  relation  to  the 
decisions  of  the  reference  committees.  Remember 
that  when  you  discuss  things  from  the  floor  you 
are  taking  the  time  of  a great  many  Delegates,  so 
if  the  point  could  be  handled  in  reference  com- 
mittee it  is  best  to  go  to  the  reference  committee 
and  present  your  points  there  whenever  possible.” 

In  the  absence  of  objection.  Vice  Speaker  Bol- 
ton, after  commending  Dr.  McGlone  for  the  brevity 
and  succinctness  of  his  remarks,  declared  that  the 
Speaker’s  address  stood  approved  as  presented  as 
no  action  of  the  House  thereon  was  required. 

Dr.  McGlone  announced  the  following  changes 
in  appointments  to  reference  committees:  Paul  B. 
Stidham,  of  Chaffee  County  Medical  Society 
(Grand  Junction)  to  replace  Edward  C.  Budd  on 
the  Reference  Committee  on  Board  of  Trustees 
and  Executive  Office;  Carl  H.  McLauthlin,  Chair- 
man of  the  Reference  Committee  on  Legislation 
and  Public  Relations,  had  asked  to  be  relieved 
due  to  inability  to  attend,  and  therefore  John  H. 
Amesse  (Denver)  was  appointed  Chairman,  and 
Dale  M.  Atkins  was  appointed  to  replace  Dr. 
McLauthlin  as  a member  of  that  committee. 

Speaker  McGlone  then  assumed  the  chair. 

On  motion  regularly  seconded  and  carried  with- 
out dissent,  minutes  of  the  Interim  Session  of  the 
House,  held  February  18  to  20,  1958,  at  Denver, 
Colorado,  appearing  in  abstract  in  the  May,  1958, 
issue  of  the  Rocky  Mountain  Medical  Journal, 
beginning  at  page  86,  were  adopted  as  published 
without  correction. 

Speaker  McGlone  referred  all  reports  of  the 
Board  of  Trustees  as  supplemented  (see  below) 
by  Dr.  Clare  C.  Wiley,  President  and  Chairman  of 
the  Board  of  Trustees,  verbally  and  by  previously- 
mimeographed  supplemental  reports,  to  the  Refer- 
ence Committee  on  Board  of  Trustees  and  Execu- 
tive Office. 

Supplemental  Report  of  the  Board  of  Trustees 

A number  of  actions  which  should  be  reported  to  the 
House  of  Delegates  were  recorded  at  a meeting  of  your 
Board  of  Trustees  held  this  morning. 
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First,  the  Board  voted  to  accept  the  annual  audit  by  the 
firm  of  Collins,  Peabody,  Masters  and  Vanderlaan,  certified 
public  accountants.  Copies  of  all  the  major  parts  of  that 
audit  have  been  mimeographed  and  are  available  to  all 
Delegates  today.  We  hope  that  it  is  pardonable  pride  if  the 
Board  points  out  to  you  that  the  year  just  closed  has  been 
the  most  successful  one  financially  in  the  history  of  the 
Society,  wholly  aside  from  any  income  or  expenses  related 
to  the  recent  litigation  with  which  you  are  all  familiar.  Our 
Journal  increased  its  reserve  fund  by  $3,314.43  and  the 
Society’s  General  Operating  Account  was  in  the  black  by 
$10,800.45,  all  of  this  over  and  above  the  admittedly  heavy 
expenses  of  the  year  when  inflationary  trends  are  still  very 
evident.  This  entire  amount  has  been  transferred  to  the  legal 
defense  fund,  which  should  forestall,  we  hope  for  a long  time, 
any  necessity  for  future  special  assessments. 

This,  I think,  is  a tribute  to  our  financial  managers,  and 
our  committee  composed  of  Trustees  Bernard  T.  Daniels  and 
Carl  W.  Swartz,  and  Treasurer  William  C.  Service.  These  men 
have  really  worked  hard  at  their  jobs  this  year  and  we  can 
see  the  results. 

The  second  announcement  is  an  equally  happy  one.  The 
Nevada  State  Medical  Association  by  request  of  its  own 
officers  approached  us  many  months  ago  in  the  hope  that 
they  might  join  with  the  other  Rocky  Mountain  states  as  an 
additional  participating  organization  in  publication  of  our 
Rocky  Mountain  Medical  Journal.  We  and  the  other  state 
medical  societies  concerned  all  told  them  they  would  be 
completely  welcome  to  do  so.  A signed  contract  making  this 
union  effective  was  delivered  to  your  Board  of  Trustees 
today.  We  will  start  mailing  our  Journal  to  Nevada  members 
with  our  November  issue  and  they  will  officially  participate 
effective  with  the  January,  1959,  issue. 

We  have  a third  very  pleasant  announcement.  The  Board 
of  Trustees  of  the  American  Medical  Association  has  notified 
us  that  they  have  selected  Denver  as  the  site  for  the  1961 
A.M.A.  Clinical  Session.  The  dates  will  be  November  28  to 
December  1,  inclusive,  being  Tuesday  to  Friday  of  the  week 
following  Thanksgiving. 

In  view  of  the  fact  that  our  1959  meeting  in  Denver  is 
to  be  merged  with  the  Rocky  Mountain  Medical  Conference 
by  instruction  of  this  House  one  year  ago,  your  Board  has 
voted  today  to  change  the  hotel  headquarters  plans  for  next 
September.  By  that  time  the  new  Brown  Palace  West  will  be 


completed  in  Denver  and  we  plan  to  use  that  new  facility 
for  all  meetings  of  the  House  of  Delegates,  reference  com- 
mittees, and  other  committees  and  boards  of  our  own  Society 
so  that  the  entire  public  room  facilities  of  the  Shirley-Savoy 
may  be  devoted  to  the  scientific  sessions  and  exhibits  without 
the  necessity  of  holding  some  of  these  rooms  for  the  business 
aspects  of  the  meetings.  In  that  way  we  will  be  able  to 
accommodate  more  exhibits  including  some  scientific  exhibits. 

The  Board  today  also  received  a copy  of  a letter  which 
the  Board  feels  should  be  read  to  the  House  of  Delegates  at 
this  meeting  so  that  it  may  be  considered  by  the  Reference 
Committee.  It  is  from  the  University  of  Colorado  Medical 
Center.* 

Speaker  McGlone  reminded  those  present  that 
all  members  of  the  Society,  as  well  as  Delegates, 
were  invited  to  appear  before  any  reference 
committee  to  present  their  views  with  regard  to 
reports  being  discussed  by  the  reference  com- 
mittees. 

President  Wiley  presented  nominations  on  be- 
half of  the  Board  of  Trustees,  each  of  which  were, 
by  separate  and  independent  actions,  on  motions 
regularly  seconded  and  carried  without  dissent, 
confirmed  by  the  House.  They  were  as  follows: 

CITATION 

FRED  R.  HARPER,  M.D. 

A busy  and  distinguished  surgeon  in  Denver,  Dr.  Harper 
has  devoted  an  enormous  amount  of  time  and  energy  for 
many  years  on  behalf  of  the  health  interests  of  the  citizens 
of  the  Denver  metropolitan  area.  Four  years  ago  he  succeeded 
the  late  Dr.  Florence  Sabin  as  a member  of  the  Denver 
Board  of  Health  and  Hospitals  and  has  recently  been  reap- 
pointed to  a full  term  of  seven  years  on  that  Board,  of 
which  he  is  now  Chairman.  In  a quiet  and  imassuming 
manner,  yet  with  strength  of  purpose  and  character  which 


‘Letter  omitted  here  because  it  was  mailed  to  all  members  of 
the  Society  October  15,  1958,  by  order  of  the  House  of  Dele- 
gates. 
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"Premarin^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"^  200  mg.  meprobamate 


For  undue  emotional  stress 
in  the  menopause 
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AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

“Premorin® " conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.$.  Pat.  No.  2,724,720 
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Narone 


• NON-NARCOTIC  •NON-HYPNOTIC 

Severe  pain  is  usually  controlled  im- 
mediately and  relief  sustained  as  long  as 
eight  or  more  hours  following  parenteral 
administration  of  Narone  (Ulmer). 

Not  a narcotic.  Narone  does  not  inter- 
fere with  routine  activities  . . . causes  no 
central  depression  or  nausea.  It  is  sedative- 
free,  non-addicting  and  continued  use  does 
not  increase  tolerance. 

Narone  is  indicated  in  terminal  carci- 
noma, renal  and  biliary  colic,  refractory 
rheumatic  disease,  post-operative  pain  and 
similar  disorders.  It  maybe  used  for  sympto- 
matic relief  of  painful  inflammatory  states 
where  steroid  therapy  is 
contraindicated.  Often 
oral  Narone  therapy 
fully  maintains  relief. 
Long  term  treatment  is 
not  costly. 

Narone  is  available 
for  intravenous,  intra- 
muscular or  oral  use. 

THi  ULMER  PHARMACAL  CO, 

1 400  HARMON  PLACE  . MINNEAPOLIS  3,  MINNESOTA 


has  become  forceful  leadership  whenever  necessary.  Dr. 
Harper  has  become  in  fact  the  real  leader  of  public  health 
activity  for  the  Denver  city  government,  although  his  is  a 
purely  voluntary  and  gratis  advisory  position.  He  has  thus 
exerted  tremendous  influence  toward  modernization  of  public 
health  activities  in  the  entire  state. 

The  Denver  Board  of  Health  and  Hospitals  controls  the 
policies  of  city  tax-supported  medical  care  for  the  indigent 
of  Denver,  and  the  policies  of  Denver  General  Hospital,  as 
well  as  the  purely  public  health  efforts  of  the  city.  Under 
Dr.  Harper’s  calm  but  strong  leadership  a series  of  confer- 
ences with  representatives  of  the  University  of  Colorado, 
including  its  Board  of  Regents,  its  executives,  and  its  medical 
school,  developed  a modernization  of  the  contractual  arrange- 
ments between  the  University  of  Colorado  Medical  Center 
and  Denver  General  Hospital,  the  new  contract  being  signed 
in  June  of  this  year,  bringing  about  a satisfactory  conclusion 
to  a most  complex  problem  that  had  been  a matter  of  deep 
public  concern  for  several  years.  Under  the  new  contract, 
the  training  of  interns  and  residents  will  be  improved  in 
addition  to  assuring  better  medical  and  hospital  care  for 
patients  at  Denver  General  Hospital. 

The  Denver  Medical  Society  presented  the  above  facts 
and  many  others  to  your  Board  of  Trustees  in  support  of 
Denver’s  recommendation  that  Dr.  Harper  be  accorded  a 
Colorado  State  Medical  Society  Certificate  of  Service.  Your 
Board  of  Trustees  agrees  with  this  proposal  and  hereby 
nominates  Frederick  Richard  Harper  for  such  a Certificate. 

CITATION 

HORACE  EMERSON  CAMPBELL,  M.D. 

Largely  through  the  personal  enthusiasm  and  energy  for 
a committee  chairmanship  job  first  assinged  to  him  five 
years  ago,  Horace  Emerson  Campbell  has  placed  the  Colorado 
State  Medical  Society  in  the  vanguard  of  a national  medical 
campaign  for  the  building  of  safer  automobiles.  It  was  under 
Dr.  Campbell’s  leadership  in  September  of  1953  that  our 
Colorado  State  Medical  Society  passed  the  first  formal  resolu- 
tion adopted  by  any  state  or  national  medical  organization 
urging  the  equipment  of  automobiles  with  seat  belts.  From 
that  beginning  in  our  state,  which  numbers  less  than  one  per 
cent  of  the  national  population,  the  campaign  grew  until 
the  American  Medical  Association,  the  American  College  of 
Surgeons,  and  many  large  state  medical  societies  had  recog- 
nized not  only  this  need  but  the  need  for  many  other  revisions 
in  construction  of  the  modern  passenger  automobile  toward 
reduction  of  fatalities  and  injuries. 

Dr.  Campbell  has  displayed  the  true  missionary  spirit 
throughout  this  campaign.  Many  members  of  the  House  of 
Delegates  may  not  realize  it,  but  he  comes  by  this  spirit 
naturally.  He  became  a medical  missionary  soon  after  intern- 
ship and  served  medical  mission  for  fifteen  years  in  China, 
most  of  the  time  in  the  vicinity  of  Foochow. 

His  more  recently  adopted  mission  of  automotive  safety 
has  now  included  not  less  than  26  appearances  as  guest 
speaker  on  automotive  safety  matters  all  over  the  United 
States.  Eighteen  different  papers  of  his  on  these  subjects 
have  been  published.  Just  one  of  these,  for  instance,  on 
“Blood  Alcohol  Level  and  Highway  Deaths”  appeared  first 
in  our  own  Rocky  Mountain  Medical  Journal  but  has  since 
been  widely  reprinted  throughout  the  United  States  and 
Canada  and  is  now  being  translated  for  reprinting  in  Sweden. 

Dr.  Campbell’s  position  as  a leading  national  authority  on 
questions  related  to  automotive  safety  is  further  evidenced 
by  the  fact  that  he  recently  was  appointed  to  committees 
on  the  subject  by  the  American  Medical  Association  and  has 
represented  both  the  A.M.A.  and  the  College  of  Surgeons 
before  President  Eisenhower’s  Committee  on  Traffic  Safety. 

In  the  opinion  of  the  Board  of  Trustees,  Dr.  Horace 
Emerson  Campbell  has  succeeded  in  implementing,  through 
the  State  Medical  Society,  official  policy  committee  action 
more  effectively  than  any  other  committee  chairman  in  a 
generation.  On  its  own  motion,  therefore,  the  Board  of  Trus- 
tees nominates  Horace  Emerson  Campbell  for  the  Colorado 
State  Medical  Society’s  Certificate  of  Service. 

Report  of  Board  of  Councilors 

Chairman  Herman  W.  Roth  presented  the  An- 
nual Report  of  the  Board  of  Councilors  as  printed 
in  the  Handbook  and  submitted  the  following 
supplemental  report.  Both  reports  were  referred 
to  the  Reference  Committee  on  Professional  Rela- 
tions. 

“The  following  letter  addressed  to  the  Board  of 
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Councilors,  from  Kenneth  C.  Sawyer,  M.D.,  has 
been  approved  by  the  Board. 

“I  wish  to  take  this  opportunity,  as  permitted  by  the 
By-Laws,  to  nominate  George  F.  Lull,  M.D.,  of  Chicago,  for 
Honorary  Membership  in  the  Colorado  State  Medical  Society. 
Our  Society  has  extremely  high  standards  for  Honorary 
Membership  and,  in  my  opinion.  Dr.  Lull  meets  them  all. 

“George  Lull  has  undertaken  and  has  made  a terrific 
success  of  two  separate  careers  in  medicine.  First,  he  served 
in  the  United  States  Army  Medical  Corps  for  thirty  years. 
Toward  the  end  of  that  career,  he  was  the  chief  organizer 
of  our  modern  Army  Medical  Corps  while  he  was  Director 
of  the  Personnel  Division  in  the  office  of  the  Surgeon  General 
in  the  late  1930’s  and  the  first  days  of  United  States  participa- 
tion in  World  War  11.  He  capped  that  career  as  Deputy 
Surgeon  General  of  the  Army  for  the  remainder  of  World 
War  II. 

“Upon  retirement  from  the  Army  as  Major  General,  Dr. 
Lull  began  a brand  new  career — this  time  as  Secretary  and 
General  Manager  of  the  American  Medical  Association  early 
in  1946.  Before,  he  had  become  a national  figure  in  both 
military  and  medical  circles.  Now  he  attained  international 
stature.  As  executive  director  of  the  world’s  greatest  medical 
organization,  he  led  the  A.M.A.’s  reorganization  back  from 
a war-time  to  a peace-time  operation,  and  continued  in  that 
high  position  until  this  year.  Although  he  has  now  given 
way  to  a younger  man,  the  A.M.A.  cannot  let  him  retire.  He 
is  still  one  of  the  busiest  full-time  executives  at  A.M.A. 
headquarters  as  Assistant  to  the  President. 

“Dr.  Lull’s  achievements  in  national  and  international 
fields  of  activity  are  too  numerous  to  mention  in  this  nomina- 
tion. What  seems  remarkable  to  those  of  us  who  know  him 
and  his  work,  is  that  he  has  never  been  too  busy  to  con- 
tribute his  time,  his  energy,  and  the  judgment  that  comes 
of  his  wealth  of  experience,  to  our  own  Colorado  State 
Medical  Society;  one  of  the  smallest  states  of  the  A.M.A. 
constituency.  These  contributions,  too,  have  been  too  numerous 
to  mention;  but  I think  particularly  of  his  help  when  we 
were  organizing  our  first  public  relations  program  in  1947, 
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reorganizing  our  committee  structure  in  1948,  developing  our 
Rocky  Mountain  Cancer  Conference  programs  annually  for 
many  years  and  many,  many,  more  recent  instances  of  con- 
crete assistance  to  our  officers,  our  national  delegates  and 
our  employed  staff.” 

Following  Dr.  Roth’s  statement  that  the  Board 
of  Councilors  had  approved  this  nomination  and 
recommended  his  election  by  the  House  of  Dele- 
gates, by  motion  regularly  seconded  and  carried 
without  dissent,  the  House  elected  Dr.  Lull  to 
Honorary  Membership  in  the  Society. 

The  Grievance  Committee  had  no  supplemental 
report  to  offer. 

(Vice  Speaker  Bolton  presiding.) 

Vice  Speaker  Bolton  referred  the  following 
personal  report  of  President  Clare  C.  Wiley  to  the 
Reference  Committee  on  Board  of  Trustees  and 
Executive  Office: 

Personal  report  of  President 

President  Wiley:  “This  is  the  last  opportunity  I will  have 
to  say  what  I want  to  say,  so  I would  like  to  take  this 
opportunity  to  express  once  again  my  sincere  gratitude  to 
all  who  have  helped  me  so  much  in  completing  this  term  as 
your  President.  Though  I have  said  it  many  times  before, 
I want  once  more  to  say  that  it  was  only  because  Gate  Milli- 
gan had  done  such  a tremendous  job  in  organizing  his  com- 
mittees and  getting  the  general  organization  in  shape  that 
I was  able  to  step  into  his  place  and  continue  the  work  he 
had  started  without  creating  utter  confusion. 

“To  the  many  committeemen  and  especially  the  committee 
chairmen  I give  my  most  sincere  thanks  for  doing  their  job 
so  zealously  and  so  well.  I realize  only  too  well,  more  now 
than  ever  before,  how  much  time  and  effort  and  sacrifice  is 
required  in  doing  this  sort  of  work  for  our  Society,  and  1 
certainly  want  you  to  know  also  how  much  it  is  appreciated 
by  those  of  us  who  profit  from  your  work. 

“I  would  like  this  House  to  know,  especially,  that  it  has 
had  an  excellent  Board  of  Trustees  this  year.  These  men 
have  had  many  extra  sessions,  as  well  as  our  regular  ses- 
sions. They  have  been  confronted  with  many  serious  prob- 
lems which  most  boards  would  not  have  had  to  contend 
with,  but  they  have  given  freely  of  their  time  and  energy 
and  intelligence  to  meet  and  study  and  resolve  these  problems 
in  the  way  they  felt  would  best  benefit  the  Society  as  a 
whole  and  you  as  individual  members. 

“It  would  be  asking  the  impossible  for  everyone  in  a 
Society  as  large  as  this  to  agree  with  what  we  have  done, 
or  not  done,  this  past  year;  but  I am  very  pleased  at  the 
small  amount  of  ‘static’  and  resistance  that  we  have  en- 
countered because  of  any  actions  of  the  Board  or  any  actions 
of  my  own.  I sincerely  hope  this  means  that  the  great 
majority  of  our  members  have  agreed  with  what  we  have 
done. 

“It  has  been  a real  pleasure  and  an  education  for  me  to 
have  attended  so  many  component  society  meetings  this  year. 
Although  it  was  physically  impossible  for  me  to  attend  every 
one,  I did  attend  nearly  every  one,  and  enjoyed  them  im- 
mensely. These  component  society  officers  have  been  of  great 
help,  and  I certainly  appreciate  it. 

“The  executive  office  staff  has  always  been  most  helpful 
to  me,  and  this  year  for  the  first  time  I realized  fully  just 
how  important  they  are  to  the  functioning  of  this  Society, 
and  also  how  often  their  work  is  taken  as  a matter  of  fact, 
to  be  expected,  and  requiring  no  thanks  or  praise.  To  the 
executive  staff,  and  the  staff  under  them,  I say  thanks  for 
being  so  helpful  and  understanding.  You  have  my  everlasting 
gratitude,  as  you  should  the  same  from  every  member  of  this 
Society. 

“In  closing  I should  like  to  ask  two  things  of  the  House, 
and  through  you,  of  the  Society  as  a whole: 

“The  first  is  very  simple.  Just  give  our  incoming  President, 
John  Zarit,  the  same  wholehearted  cooperation  and  under- 
standing which  you  gave  to  me. 

“The  second  is  somewhat  difficult  for  me  to  say,  and  I 
sincerely  hope  this  House  appreciates  my  feelings  in  this 
matter.  I have  no  ulterior  motive  for  I am  no  longer  involved. 
I speak  of  your  selection  of  a Vice  President.  I certainly  was 
tremendously  honored  one  year  ago  when  you  selected  me 
as  your  Vice  President.  I was  also  tremendously  shocked  and 
frightened  when  I suddenly  and  unexpectedly  had  to  assume 
the  presidency.  I had  never  had  the  opportunity  to  sit  as  a 
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member  of  the  Board  of  Trustees  or  even  to  hear  their 
deliberations.  I had  never  been  chairman  of  one  of  the  more 
important  committees,  except  some  reference  committees  of 
this  House.  So  I was  totally  unprepared  to  become  President 
of  a Society  of  this  magnitude.  I believe  this  situation  is 
unfair,  both  to  you  the  Society,  and  to  the  individual  in- 
volved. For  this  reason  I respectfully  suggest  to  this  House 
and  future  Nominating  Committees  that  you  keep  in  mind, 
in  selecting  your  Vice  President,  that  there  is  always  the 
possibility  that  he  may  have  to  assume  the  presidency.  He 
should  therefore,  in  my  opinion,  be  a man  who  has  had 
some  intimate  contact  preferably  with  the  Board  of  Trustees, 
but  certainly  other  important  committees  or  important  Society 
functions. 

‘‘Again,  thank  you  all  for  a most  memorable  and  pleasant 
experience.”  (Applause.) 

Vice  Speaker  Bolton  stated  President-Elect 
Zarit  could  not  be  present  until  the  following  day, 
but  that  he  would  have  a report  to  submit. 

No  other  personal  reports  were  submitted  by 
any  member  of  the  Board  of  Trustees,  Board  of 
Councilors  or  the  Grievance  Committee. 

Vice  Speaker  Bolton  referred  the  report  of  the 
Delegates  to  the  American  Medical  Association, 
and  the  following  supplemental  report,  to  the 
Reference  Committee  on  Professional  Relations. 

Supplemental  Report  of  A.M.A.  Delegates 

At  the  request  of  Dr.  K.  C.  Sawyer,  senior 
A.M.A.  Delegate,  Vice  Speaker  Bolton  requested 
Mr.  Sethman  to  read  the  following  communica- 
tions, which  required  no  action  other  than  accept- 
ance and  filing. 

(SE-M.!  VETERANS  ADMINISTRATION 

Department  of  Medicine  and  Surgery 
Washington  25,  D.  C. 

July  24,  1958 

Your  File  Reference 
Doctor  Kenneth  C.  Sawyer  In  Reply  Refer  to  llA 

1839  High  Street 
Denver,  18,  Colorado 
Dear  Doctor  Sawyer: 

In  line  with  the  discussions  of  the  Reference  Committee  on 
Constitution  and  By-laws  of  the  House  of  Delegates,  American 
Medical  Association,  concerning  service  membership  for  our 
full-time  physicians,  I am  enclosing  a letter  that  has  been 
sent  to  all  VA  hospitals  and  clinics. 

This  procedure  tightens  up  our  system  of  nominations  to 
the  American  Medical  Association.  It  will  assure  that  only 
those  physicians  who  are  on  full-time  career  status  and  are 
not  engaged  in  private  practice  will  be  included  in  the  nom- 
inations. 

We  have  been  and  will  continue  policing  our  prohibition 
against  private  practice  and  promptly  institute  disciplinary 
action  when  infractions  come  to  our  attention.  The  change  in 
the  method  of  forwarding  nominations  for  service  member- 
ship was  discussed  with  Mr.  Robert  A.  Enlow,  Membership 


Department,  American  Medical  Association,  Chicago.  He 
informs  us  that  this  is  similar  to  the  method  used  by  the 
Armed  Forces,  is  entirely  satisfactory  and  will  require  much 
less  work  for  his  office  than  the  processing  of  individual 
applications. 

We  appreciate  your  consideration  of  our  position  in  this 
matter.  Service  membership  is  most  important  to  our  physi- 
cians who  cannot  otherwise  qualify  for  membership  in  com- 
ponent county  and  state  medical  societies.  Without  service 
membership  these  physicians  are  ineligible  for  application 
to  the  specialty  boards. 

Sincerely  yours, 

(Signed)  WILLIAM  S.  MIDDLETON,  M.D. 

Chief  Medical  Director 

Enel. 

(SEAL)  VETERANS  ADMINISTRATION 

Washington  25,  D.  C. 

Office  of  Chief  Medical  Director 
Department  of  Medicine  and  Surgery 
July  18,  1958 

In  Reply  Refer  to  llA 

CHIEF  MEDICAL  DIRECTOR’S  LETTER  NO.  58-20 
TO:  Area  Medical  Directors 

Managers,  VA  Hospitals  and  Domiciliaries 
Regional  Offices  with  Medical  Activities 
Directors  of  Outpatient  Clinics 

SUBJECT:  A.M.A.  Service  Membership  For  Full-time  VA 
Physicians 

At  the  recent  meeting  of  the  American  Medical  Associa- 
tion in  San  Francisco,  a Council  report  was  submitted  to  the 
House  of  Delegates  proposing  to  eliminate  service  member- 
ship for  career  physicians  of  the  Veterans  Administration. 
This  report  was  sent  to  the  Reference  Committee  on  Consti- 
tution and  Bylaws  of  the  House  of  Delegates.  The  recom- 
mendation of  the  Reference  Committee,  that  this  matter  be 
given  further  study,  was  approved  by  the  House  of  Delegates. 

In  support  of  the  proposal,  statements  were  made  to  the 
effect  that  full-time  VA  physicians  were  engaged  in  “sun- 
down” practice  and  that  other  than  career  physicians,  such 
as  part-time  physicians,  residents  and  attendings,  were  being 
certified  by  Managers  of  VA  installations  for  service  mem- 
bership. We  intend  to  correct  any  deficiencies  in  nomination 
and  certification  that  are  brought  to  our  attention  which 
may  jeopardize  service  membership  for  our  physicians. 

Chapter  I,  Section  2,  of  the  Constitution  and  Bylaws  of 
the  A.M.A.  states  in  effect  that  only  full-time  physicians 
employed  under  Section  1404  (1)  of  Public  Law  85-56,  and 
who  are  nominated  by  the  Chief  Medical  Director,  may  be 
considered  for  service  membership. 

Applications  for  service  membership  to  the  A.M.A.  by 
individual  fulltime  physicians  with  certification  by  the  re- 
sponsible Manager  will  no  longer  be  submitted.  Nominations 
for  service-membership  will  be  made  by  the  Chief  Medical 
Director  to  the  A.M.A.,  through  an  annual  IBM  listing  of 
all  full-time  VA  physicians  in  the  Department  of  Medicine 
and  Surgery.  To  maintain  a current  listing,  the  Chief  Medical 
Director  will  furnish  the  A.M.A.  monthly  supplements,  re- 
porting the  gains  and  losses  of  full-time  physicians. 

Each  full-time  physician  at  the  time  of  appointment  to 
the  Department  of  Medicine  and  Surgery  will  be  fully  in- 
formed of  the  policies  concerning  outside  professional  activi- 
ties, as  stated  in  paragraph  2.04d,  DM&S  Suppl.,  Part  II,  MP-5. 
A certification  will  be  obtained  from  the  individual  physician 
at  entrance  on  duty,  that  he  fully  understands  the  policies 
and  that  he  will  refrain  from  engaging  in  private  practice 
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and  other  extra-VA  professional  activities  for  remuneration. 
A similar  certification  will  be  obtained  from  each  full-time 
physician  now  on  duty.  A copy  of  the  certification  will  be 
placed  in  the  employee’s  official  personnel  folder. 

The  procedure  for  membership  in  the  American  Medical 
Association  for  residents  is  outlined  in  Chapter  III,  Section 
4(c)  of  the  Constitution  and  Bylaws  of  the  A.M.A. 

Service  membership  in  the  American  Medical  Association 
is  essential  to  VA  physicians,  as  it  provides  the  important 
link  with  organized  medicine  for  the  majority  who  do  not 
meet  the  licensure  and  residence  requirements  of  county  and 
state  societies  for  active  membership  in  the  A.M.A.  Those 
VA  physicians  who  do  meet  the  necessary  qualifications  are 
encouraged  to  obtain  regular  A.M.A.  membership  through  the 
component  societies. 

(Signed)  WILLIAM  S.  MIDDLETON,  M.D. 

Chief  Medical  Director. 

(The  ink  signature  was  “Wm.  S.  Middleton”) 

No  supplemental  reports  were  offered  by  the 
Foundation  Advocate  or  the  Executive  Secretary. 

Reports  of  Standing  Committees 

Reports  of  Standing  Committees  were  referred 
as  indicated  in  the  Handbook  without  supplements 
(unless  otherwise  noted  below). 

Chairman  Robert  K.  Brown  submitted  a brief 
supplemental  report  of  the  Subcommittee  on 
Blood  and  Tissue  Banks,  which  was  referred  to 
the  Reference  Committee  on  Professional  Rela- 
tions, as  follows: 

At  a meeting  of  this  subcommittee  on  September  9,  a 
motion  was  made,  seconded  and  carried  that  the  Colorado 
State  Medical  Society  be  asked  to  support  the  Belle  Bonfils 
Memorial  Blood  Bank  by  recommending  its  utilization  by 
hospitals  throughout  the  State  of  Colorado  wherever  such 
utilization  is  feasible  and  desired.  It  is  noted  that  the  Bonfils 
Bank  was  declared  the  official  blood  bank  of  the  Colorado 


State  Medical  Society  by  the  75th  Annual  Session  of  the 
House  of  Delegates  in  1945. 

William  D.  Millett,  M.D.,  Chairman, 
Subcommittee  on  Blood  and  Tissue  Banks. 

Speaker  McGlone  proceeded  to  refer  the  re- 
maining reports  of  Standing  Committees  as  printed 
in  the  Handbook,  including  a supplemental  report 
of  the  Professional  Insurance  Committee  which 
had  been  mimeographed  and  distributed. 

Chairman  Robert  P.  Harvey  submitted  the  fol- 
lowing supplemental  report  of  the  Public  Policy 
Committee  which  was  by  Speaker  McGlone  re- 
ferred to  the  Reference  Committee  on  Legislation 
and  Public  Relations,  together  with  the  published 
Handbook  report. 

Supplemental  Public  Policy  Report 

Your  Public  Policy  Committee  presents  the  following  in- 
formation based  on  our  most  recent  meeting  held  this 
morning. 

First,  with  reference  to  Welfare  and  Medical  Care:  Your 
Public  Policy  Committee  refers  to  and  approves  the  recom- 
mendations of  the  Fee  Schedule  Advisory  Committee  relative 
to  (a)  the  surgical  assistant’s  fee,  for  it  is  recommended  that 
the  assistant-surgeon  benefit  be  paid  at  specified  rates  as  a 
benefit  when  the  service  of  an  interne  or  resident  is  not 
available  or  qualified  to  so  assist  in  the  procedure  involved. 
Such  benefits  include  all  major  procedures  which  are  as- 
terisked in  the  Blue  Shield  Fee  Schedule. 

And,  secondly,  the  question  of  raise  in  the  income  limit 
for  pensioner  couples,  whereby  it  is  recommended  that  the 
family  income  limit  presently  applicable  to  old  age  pensioners 
be  raised  from  the  present  figure  of  $2,400  to  $2,520  yearly 
until  the  date  of  June  30,  1959.  This  involves  a limit  elevation 
of  $120  per  year  per  couple,  and  involves  approximately  30 
per  cent  of  the  pensioner  load. 

Thirdly,  the  question  of  nursing  home  care,  which  was 
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In  potentially- 
serious 
infections . . . 


Panalba 


effective  against  more 
than  30  common  pathogens, 
even  including 
resistant  staphylococci. 
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discussed  by  the  Fee  Schedul.e  Advisory  Committee  last  night: 
Your  Public  Policy  Committee  finds  that  in  consideration  of 
this  problem  by  the  Fee  Schedule  Advisory  Committee  meet- 
ing September  23  certain  possible  inaccuracies  and  misunder- 
standings arose  from  the  summary  of  the  pertinent  portions 
of  the  State  Department  of  Public  Welfare  Manual  so  sum- 
marized. 

Among  these  misunderstandings  and  possible  inaccuracies 
are.  first,  the  question  of  eligibility  and  notification.  First 
of  all  I would  like  to  say  that  a summary  of  this  manual 
was  presented  to  all  those  present,  but  somehow  or  another 
it  seemed  to  give  rise  to  feelings  and  misunderstandings 
which  were  not  present  when  the  pertinent  portions  of  that 
manual  were  read  as  a whole. 

(Mimeographed  copies  of  pages  22,  23,  24,  25,  26,  27,  28,  29, 
and  30  of  the  Colorado  State  Department  of  Public  Welfare 
Manual  had  been  distributed  to  all  members  of  the  House. 
Copies  of  those  pages  are  here  inserted  in  this  record  for 
information.) 

Again,  the  question  of  eligibility  and  notification:  Eligi- 
bility for  indigency  and  care  is  determined  by  the  Depart- 
ment, while  determination  of  the  attending  physician  is  the 
responsibility  of  the  patient  himself.  The  Department’s  re- 
sponsibility is  that  of  notifying  the  physician  of  that  patient’s 
eligibility.  Under  the  program  as  submitted  the  respective 
welfare  departments  do  not  designate  the  attending  physician. 
This  seemed  to  be  one  point  in  question.  Choice  by  the 
patient  therefore  is  maintained.  Quoting  from  the  manual: 

"The  county  department  shall  determine  and  record  whom 
each  Old  Age  Pension  nursing  home  patient  desires  as  his 
attending  physician  at  the  time  recipient  enters  the  nursing 
home  . . .’’ 

Another  section  states:  “(Page  25)  Recipients  shall  have 
free  choice  of  physicians  in  the  community  for  the  purpose 
of  securing  needed  medical  care.  Whenever  possible,  the 
recipient  or  his  family  (not  the  nursing  home  administrator 
or  the  county  department)  shall  select  the  physician.” 

The  second  item  in  this  regard,  under  the  heading  of 
benefits  and  allowances,  under  the  submitted  proposals  a 


maximum  of  two  calls  per  month  are  allowable,  with  an 
additional  two  calls  per  month  upon  proper  explanation. 
For  simplicity  such  explanation  is  proposed  to  be  shown 
upon  the  Blue  Shield’s  own  form.  We  feel  this  would  be  a 
not  unreasonable  request.  Individuals  requiring  more  exten- 
sive care  should  perhaps  be  hospitalized. 

Item  number  four,  the  question  of  consultation:  Some 
objection  was  made  to  the  phrase,  “Both  qualified  in  the 
medical  specialty.”  We  have  been  assured  by  the  Department 
that  this  phrase  refers  to  any  duly  licensed  physician  re- 
quested by  the  attending  physician.  We  therefore  recommend 
that  the  determining  question  be  removed. 

Five,  the  incentive  for  hospital  discharge:  At  present  there 
is  no  such  incentive.  Actually  incentive  for  continued  hos- 
pitalization is  currently  present.  We  have  recommended  that 
this  abnormal  Incentive  be  removed  or  corrected.  It  is  our 
understanding  that  a recommendation  for  still  another  com- 
mittee to  be  appointed  for  further  consultaiton  with  the 
Welfare  Department  is  made.  Already  that  department  con- 
sults with  three  official  agencies  of  this  Society.  We  raise 
the  question  as  to  whether  this  step  is  necessary. 

A second  major  heading,  the  question  of  polio  and 
arthritic  foundations:  Following  a recent  announcement  when 
the  National  Foundation  changed  both  its  name  and  policy 
considerable  discussion  has  ensued  from  various  sources.  A 
full  summary  of  this  discussion  is  not  pertinent  here.  A cer- 
tain feeling  exists  that  Polio  can  be  commended  for  having 
done  a masterful  organizational  job  in  organizing  public 
support  and  contributions,  but  that  certain  objections  or 
criticisms  have  ensued  over  the  past  few  years.  Undue  em- 
phasis and  credit  have  perhaps  been  given  to  under-table 
negotiations  that  have  recently  been  conducted  between  two 
such  foundations;  and  one  of  Polio’s  own  local  representatives 
has  stated  that  the  polio  problem  is  still  not  over,  nor  do 
they  know  whether  the  apparent  decreased  incidence  is  really 
due  to  the  vaccine.  The  organization  is  in  need  of  top-level 
medical  advice  and  direction,  yet  its  record  for  efficiency 
is  first  class.  Certain  complacencies  among  the  public  at 
large  exist.  And  the  arthritic  foundation,  too,  would  seem 
to  be  in  need  of  stimulation,  although  certainly  organized 
on  a more  democratic  basis  with  sound  medical  advice  per- 
meating its  entire  structure. 

The  question  of  blood  banks:  The  question  of  additional 
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Submitted  for  publication,  1958* 
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service  by  an  outside  agency  has  been  fairly  and  adequately 
presented  in  our  Handbook,  we  believe.  As  a matter  of 
record,  your  Public  Policy  Committee  would  like  to  empha- 
size that  the  Belle  Bonfils  Blood  Bank  was  initially  incor- 
porated through  the  activities  of  constituent  societies,  and 
the  Denver  Medical  Society,  and  in  1945  before  the  75th 
Annual  Session  of  this  Colorado  State  Medical  Society,  it 
was  declared  to  be,  and  I quote  from  the  proceedings:  “The 
official  blood  bank  of  the  Colorado  State  Medical  Society,” 
that  “the  President  of  the  Colorado  State  Medical  Society 
was  then  requested  to  appoint  a member  of  this  Society  to 
serve  on  the  advisory  committee  of  this  blood  bank.”  There 
is  no  doubt  that  the  outside  agency  referred  to  is  an 
ethical  and  well-conducted  and  honest  organization.  Under 
ordinary  circumstances  there  might  seem  to  be  no  reason 
why  this  agency  should  be  disapproved,  but  your  Public 
Policy  Committee  suggests  and  recommends  that  since  one 
organization  has  already  been  adopted  as  its  official  blood 
bank  it  can  hardly  fully  endorse  and  support  still  another 
organization.  And  we  therefore  recommend  that  the  Colorado 
State  Medical  Society  reaffirm  its  1945  approval  of  the  Belle 
Bonfils  Blood  Bank  as  the  official  blood  bank  of  the  Colorado 
State  Medical  Society  and  urge  its  members  to  utilize  the 
services  of  this  agency  in  their  respective  communities  and 
hospitals  throughout  the  state.  It  is  to  be  emphasized  that  this 
agency  has  been  recently  stimulated  to  perform  a more  effi- 
cient service  and  has  promised  to  leave  no  portion  of  the 
state  without  service  upon  proper  request. 

Supplemental  Report  of  A.M.E.F.  Committee 

Walter  M.  Boyd  (Chairman) : “Mr.  Speaker,  I would  like 
to  ask  Dr.  Eugene  B.  Ley,  President  of  the  Pueblo  County 
Medical  Society,  if  he  is  here,  to  come  forward,  please. 

(Dr.  Ley  came  forward.) 

“We  have  the  pleasure  of  presenting  to  the  Pueblo  County 
Medical  Society  an  award  of  merit  given  by  the  A.M.A.  for 
the  American  Medical  Education  Foundation.  This  is  presented 
to  the  Pueblo  County  Medical  Society  in  recognition  of  their 
enthusiastic  and  effective  support  of  medical  education  in 
this  country. 

“Dr.  Ley,  it  is  a real  pleasure  to  give  it  to  you.  I hope 
that  this  will  be  an  inspiration,  and  I am  sure  it  will,  to  the 
other  county  societies.  The  Pueblo  Society  has  really  done 
an  outstanding  job.” 

Dr.  Ley:  “Mr.  Speaker,  Dr.  Boyd,  Members  of  the  House: 

“It  is  a great  pleasure  to  receive  this  citation  in  behalf 
of  the  Pueblo  County  Medical  Society.  Perhaps  you  are  not 
familiar  with  it.  I will,  as  Dr.  Boyd  has  suggested,  read  the 
citation: 

“ ‘Award  of  Merit,  American  Medical  Education  Founda- 
tion, to  Pueblo  County  Medical  Society.  For  your  outstanding 
contribution  to  the  preservation  and  continuance  of  the  high 
standards  of  medical  education  in  the  United  States  of 
America. 

“ ‘(SIGNED)  George  F.  Lull,  President.’ 

“I  think  at  this  time  I would  be  remiss  in  my  duty  if  I 
did  not  point  out  the  fact  that  this  award  is  largely  the 
result  of  the  efforts  put  forth  by  our  previous  President. 
Dr.  W.  M.  Baker,  and  our  present  chairman  of  the  AMEF 
Committee,  Dr.  Frank  E.  Stander.  Perhaps  you  are  not  aware 
of  the  fact  that  Pueblo  County  last  year,  as  a public  service 
to  our  community,  immunized  all  those  willing  to  receive 
the  immunization  for  polio,  as  a service  benefit.  The  fee 
collected  for  this  service  was  presented  to  the  AMEF.  In 
addition  to  this,  of  course,  we  have  urged  our  members  to 
contribute  their  fair  share.  In  regard  to  the  public  service 
rendered  last  year  in  connection  with  the  polio  vaccination, 
I feel  that  this  paritcular  project  might  be  copied  by  other 
societies  in  this  state.  Thank  you  very  much.”  (Applause.) 

Reports  of  special  committees  were  then  re- 
ferred as  printed  in  the  Handbook  with  supple- 
ments as  follows: 

Supplemental  Report  of  Blue  Shield 
Fee  Schedule  Advisory  Committee 

James  R.  Blair  (Chairman):  “Mr.  Speaker,  I 
feel  like  Little  Sir  Echo  after  Dr.  Harvey  was  up 
here  because  everything  that  he  said  I will  prob- 
ably say  again.  This  is  the  supplemental  report  of 
the  Blue  Shield  Fee  Schedule  Advisory  Committee 
that  met  Tuesday  evening,  September  23,  at  the 
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"Your  Uncle  Henry  felt  the  some  way!  — but  he  died 
before  they  could  find  out  whot  was  wrong  with  him." 


Antlers  Hotel  in  Colorado  Springs.” 

A number  of  items  were  considered  and  the  following 
recommendations  are  made  to  this  House: 

(1)  First,  revision  of  the  Colorado  State  Welfare  Old  Age 
Pension  Medical  Plan.  At  its  meeting  July  26th  the  Pub- 
lic Policy  Committee  asked  the  Blue  Shield  Fee  Schedule 
Advisory  Committee  to  give  consideration  to  two  areas  of 
the  old  age  pension  plan,  the  assistant  surgeon  and  the  service 
'Oeneflt  principle.  Each  was  considered  carefully  and  the 
following  recommendations  made: 

First,  assistant  surgeon:  Currently  the  old  age  pension 
medical  plan  does  not  provide  allowance  for  the  services  of 
an  assistant  surgeon.  Consequently  charges  therefor  are  the 
liability  of  the  pensioner.  However,  in  actual  practice,  be- 
cause of  the  pensioner’s  low  income,  payment  is  frequently 
not  forthcoming  and  many  surgeons  have  felt  compelled  to 
give  a portion  of  the  nominal  fee  which  they  receive  to  the 
assistant. 

It  was  recognized  that  this  question  was  perhaps  not  .so 
acute  in  metropolitan  areas  where  interne  and  resident 
assistance  is  available,  but  It  is  more  pressing  in  areas  where 
such  service  Is  not  present.  The  desirability  of  an.  assistant 
surgeon  benefit  has  been  brought  to  the  Welfare  Department’s 
attention  by  case  workers,  pensioners,  and  many  physicians, 
and  our  Blue  Shield  plan  in  its  capacity  as  administrative 
agent  has  been  contacted  many  times  in  this  regard. 

After  consideration  of  the  entire  question,  the  advisory 
committee  recommends  that  the  Colorado  State  Medical 
Society  request  the  Welfare  Department  to  broaden  the  Old 


Age  Pension.  Medical  Program  to  include  an  assistant  surgeon 
benefit  on  all  major  procedures  which  are  asterisked  in  the 
Blue  Shield  Fee  Schedule;  and  that  if  such  be  allowed 
benefit  thereunder  be  on  the  basis  of  $15  for  the  first  half- 
hour  and  $5  for  each  additional  half-hour  or  fraction  thereof. 
However,  it  was  the  committee’s  opinion  that  such  surgical 
assistance  should  be  regarded  as  a benefit  only  when  the 
services  of  an  interne  or  resident  are  not  available  or  when 
an  interne  or  resident  is  not  qualified  to  assist  in  a particular 
case. 

Two,  the  service  benefit  principle;  Since  the  standard  Blue 
Shield  plan  was  used  as  a pattern  for  the  Old  Age  Pension 
Medical  plan  and  because  of  the  minimal  Income  status  of 
the  pensioner,  it  was  understood  from  the  beginning  of  the 
program  that  the  service  benefit  principle  of  the  standard 
plan  would  be  applicable  and  therefore  that  the  pensioner 
would  not  be  subject  to  additional  charge  insofar  as  services 
covered  under  the  program  were  concerned.  However,  effec- 
tive October  1 of  this  year  a cost  of  living  increase  of  ap- 
proximately 5 per  cent  is  to  be  granted  to  all  pensioners  so 
that  on  and  after  that  date  the  pensioner’s  income  will  be 
in  the  amount  of  $105  a month.  Since  approximately  70  per 
cent  of  the  pensioners  are  single  and  live  alone,  an  allow- 
ance of  $103  per  month  or  $1,260  a year  does  not  affect 
their  service  benefit  eligibility  because  the  service  benefit 
income  level  for  a single  member  is  $1,500.  However,  SO  per 
cent  of  the  pensioners  are  man  and  wife  and  an  additional 
allowance  will  bring  their  combined  incomes  to  $2,520,  which 
is  $120  over  the  $2,400  service  benefit  income  limit. 

The  Public  Policy  Committee  suggested  that  the  income 
limit  for  married  couples  be  raised  sufficiently  to  coincide 
with  the  increased  income,  but  that  consideration  be  given 
to  some  adjustment  of  the  fee  schedule  in  the  future  on  a 
cost  of  living  index  basis  or  some  other  formula.  The  Advisory 
Committee  felt  that  perhaps  ultimately  the  fee  schedule 
should  be  subject  to  adjustment  if  there  were  future  in- 
creases in  the  pension,  but  was  willing  to  defer  this  considera- 
tion until  the  new  program  had  completed  its  first  fiscal  year 
so  that  time  and  experience  could  be  gained  as  to  the  ade- 
quacy of  the  welfare  fund  finances. 

As  a consequence,  the  Advisory  Committee  recommends 
that  no  cost  of  living  increase  of  OAPP  be  considered  until 
after  the  completion  of  the  state’s  current  fiscal  year,  June  30, 
1959,  and  that  the  Colorado  State  Medical  Society  raise  the 
service  benefit  family  income  limit  applicable  to  old  age 
pensioners  to  an  annual  amount  of  $2,520. 

(2)  Expansion  of  Colorado  State  Welfare  Department  Old 
Age  Pension  Medical  Plan:  For  some  time  the  representatives 
of  the  Colorado  State  Welfare  Department  have  been  meeting 
with  the  Public  Policy  Committee  and  with  the  Board  of 
Trustees  of  the  Colorado  State  Medical  Society  to  discuss 
the  expansion  of  the  Old  Age  Medical  Plan  to  Include  some 
coverage  for  care  in  nursing  home  cases. 

If  agreeable  to  the  Medical  Society  and  Blue  Shield  the 
Welfare  Department  contemplates  requesting  the  latter  to 
serve  as  the  administrative  agent  in  handling  the  payment 
of  cases  covered  under  the  nursing  home  program. 

The  Advisory  Committee  was  asked  to  consider  the  ade- 
quacy of  payments  to  be  made  for  such  care  as  well  as 
whether  or  not  the  program  would  constitute  an  indemnity 
coverage  or  service  benefit. 

The  proposed  coverage  for  nursing  home  cases  provides 
allowance  for  two  calls  per  month  for  routine  care,  an 
allowance  of  $5  per  call.  However,  if  more  than  one  patient 
is  seen  during  a physician’s  visit  to  a nursing  home,  a pay- 
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merit  of  $5  will  be  made  for  the  first  patient,  and  $2  for  each 
additional  patient,  subject  to  a maximum  aggregate  of  $9 
for  any  one  visit.  Provision  is  made  for  allowance  for  two 
additional  calls  if  such  are  necessary  because  an  acute  ill- 
ness develops.  Allowance  of  $10  is  provided  for  consultation 
service  when  requested  by  the  attending  physician.  And 
there  is  provision  for  travel  expense  at  the  rate  of  75  cents 
per  mile  one  way,  when  the  nursing  home  is  outside  the  city 
limits  of  the  town  in  which  the  physician  is  officed. 

The  Advisory  Committee  approves  the  above  program  in 
principle  in  that  it  provides  the  needed  care  for  the  patient, 
free  choice  of  physician,  and  serves  to  minimize  the  utiliza- 
tion of  a few  hospital  facilities.  However,  the  discussion 
established  immediate  concern  for  the  continued  financial 
stability  of  the  pension  program,  and  therefore  it  is  recom- 
mended that  this  contemplated  expansion  of  the  Old  Age 
Medical  Plan  be  referred  to  a special  committee  appointed  by 
the  Board  of  Trustees  of  the  Colorado  State  Medical  Society 
to  counsel  with  the  Welfare  Department  to  the  end  of  per- 
fecting a satisfactory  program. 

Frank  E.  Slander  (Pueblo):  “Mr.  Speaker, 
there  is,  I think,  one  additional  thing  which  this 
committee  should  consider  as  a medical  problem: 
I believe  that  the  principle  of  individual  considera- 
tion should  be  incorporated  in  this.  One  case  in 
point:  We  will  assume  an  acute  cardiac  condition 
which  starts  at  12:05  a.m.  This  man  may  expire 
the  following  day,  and  perhaps  at  five  or  six  in 
the  morning.  Under  the  present  fee  schedule  the 
doctor  is  allowed  a total  fee  of  $3.  I believe  in- 
dividual consideration  should  be  a part  of  this 
proposal.” 

There  was  no  further  discussion  and  the  sub- 
ject was  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

Speaker  McGlone  directed  the  attention  of 
Delegates  to  the  mimeographed  supplemental  re- 
port of  the  Subcommittee  on  Aging  which  had 
been  distributed.  The  Handbook  disclosed  that  no 
report  had  been  received  from  the  Subcommittee 
on  Aging  (of  Public  Health — see  page  47)  and 
Speaker  McGlone  referred  the  mimeographed  re- 
port to  the  Reference  Committee  on  Public  Health. 


Cheyenne;  Mr.  Harold  Bowman,  Salt  Lake  City; 
Mr.  Ralph  Marshall,  Albuquerque;  Dr.  James  C. 
Sedgwick,  President  of  the  New  Mexico  Medical 
Society,  Las  Cruces;  Mr.  Nelson  B.  Neff,  Reno, 
and  Dr.  Wesley  Hall,  Reno,  who  was  asked  by 
Speaker  McGlone  to  address  the  House. 

Dr.  Hall:  “Mr.  Speaker  and  members  of  the 
House.  We  are  very  grateful  for  being  permitted 
to  participate  in  the  Rocky  Mountain  Medical 
Journal. 

“Mr.  Neff  and  I came  over  last  night  and  have 
been  honored  to  be  permitted  to  visit  with  you, 
particularly  in  your  orientation  program.  We  think 
this  is  of  tremendous  value  and  are  going  to  take 
it  back  to  Nevada  and  try  and  use  it  there. 

“It  is  very  nice  to  be  with  you  and  we  hope 
to  be  with  you  for  the  remainder  of  the  meeting. 
Thank  you  very  much.”  (Applause.) 

Speaker  McGlone  stated  the  presentation  of 
the  annual  reports  had  been  concluded. 

Secretary  Sethman  announced  the  unfinished 
business  as  printed  on  pages  69  and  70  of  the 
Handbook  for  disposition  by  the  House,  which  was 
then  referred  to  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

Election  of  Nominating  Committee 

The  following  were  selected  as  the  Nominating 
Committee  without  dissent.  There  was  no  ballot: 

Sam  W.  Downing,  Denver;  Kenneth  E.  Gloss, 
Colorado  Springs,  El  Paso  County;  Paul  B.  Stid- 
ham, Grand  Junction,  Mesa  County;  F.  G.  Tice, 
Jr.,  Pueblo,  Pueblo  County;  Elmer  J.  Artist,  Gree- 
ley, Weld  County;  James  T.  Brown,  Loveland, 
Larimer  County;  and  Leo  J.  Nolan,  Lakewood, 
Clear  Creek  Society. 

(Vice  Speaker  Bolton,  presiding.) 


Introduction  of  guests 

At  this  point  in  the  proceedings  Speaker  Mc- 
Glone called  upon  Executive  Secretary  Sethman 
to  introduce  visiting  dignitaries  and  guests. 

Mr.  Sethman  introduced  those  members  of  the 
Rocky  Mountain  Medical  Journal  Editorial  Board 
who  were  present,  including  Dr.  Franklin  Yoder, 


Resolutions  introduced 

Thaddeus  P.  Sears  (Denver):  “Mr.  Speaker,  I 
have  not  only  the  honor  of  presenting  this  resolu- 
tion for  the  Denver  Medical  Society  and  at  their 
direction,  but  I have  the  further  satisfaction  of 
presenting  a resolution  of  which  I am  personally 
very  much  in  favor  and  with  which  I am  deeply 
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both  cause  and  fear  of 


ANGINA 

Miltrate' 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN*  -J-  PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 


proven 

safety 
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use 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 

simultaneously/'^ 

The  addition  of  Miltown  to  petn,  as  in  Miltrate/'. . .appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.” ^ 


Miltrate  is  recommended  for  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied;  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  write  Dept.  54R 
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ACHROMYCIN-V 

Tetracycline  and  Citric  Acid  Lederla 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently. 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms. 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
physicians  in  every  field  and  specialty. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


Organization  cont.  from  90 


concerned.  I was  designated  to  bring  this  resolu- 
tion to  the  attention  of  the  House  of  Delegates  of 
the  Colorado  State  Society  without  recommenda- 
tion of  the  Denver  Medical  Society.  It  was  con- 
sidered by  a special  committee  of  the  Denver 
Medical  Society  and  discussed  at  two  Council 
meetings. 

RESOLUTION 

WHEREAS,  The  State  Medical  Society  has  approved  in 
principle  the  use  of  private  patients  at  Colorado  General 
Hospital;  and, 

WHEREAS,  The  Blue  Cross  organization  is  now  recogniz- 
ing Colorado  General  Hospital  as  a member  Hospital; 

It  is  now  recommended  that  the  State  Medical  Society  go 
on  record  as  favoring  the  recognition  by  Blue  Shield  of 
Colorado  General  Hospital  as  a member  hospital. 

It  is  further  recommended  that  an  equitable  method  of 
payment  be  made  to  Colorado  General  Hospital  for  the  pro- 
fessional care  of  patients  with  Blue  Shield  coverage  hos- 
pitalized at  Colorado  General  Hospital. 

It  is  understood  that  the  funds  so  collected  by  Colorado 
General  Hospital  will  go  into  a fund  to  be  used  to  improve 
the  status  of  all  the  teachers  at  the  Medical  School  and  will 
not  accrue  to  the  benefit  of  the  individual  physician  or  sur- 
geon treating  said  patients. 

Vice  Speaker  Bolton  referred  the  resolution 
presented  by  Dr.  Sears  to  the  Reference  Commit- 
tee on  Legislation  and  Public  Relations. 

S.  W.  Downing  (Denver);  “As  Senior  Delegate 
from  the  Denver  group,  I am  privileged  to  present 
to  you  the  following  resolution,  which  was  pre- 
sented to  the  Denver  Council  by  the  Standing 
Committee  on  Hospital  Relations.  Upon  motion 


this  resolution  was  to  be  presented  to  the  House 
of  Delegates  of  the  Colorado  State  Medical  So- 
ciety.” 

RESOLUTION 

It  is  resolved  that  whereas  hospitals  in  Denver  are  over- 
crowded and  in  many  situations  emergency  cases  cannot  be 
admitted  promptly, 

WHEREAS,  Many  hospital  beds  are  now  filled  with  pa- 
tients who  are  not  sufficiently  ill  to  require  hospitalization, 
WHEREAS,  Numerous  insurance  plans  provide  care  only 
if  patients  are  in  the  hospital  including  diagnostic  services 
and  admissions  for  the  minor  complaints  which  could  easily 
be  handled  in  physicians’  offices, 

WHEREAS,  Hospitals  which  are  equipped  for  the  care  of 
the  acutely  ill  patient  are  expensive  and  necessitate  large 
numbers  of  highly  trained  personnel, 

WHEREAS,  Physicians  are  asked  to  control  the  hospitaliza- 
tion of  patients  but  are  unable  to  do  so  when  the  patient 
insists  on  hospitalization  because  of  their  insurance  plan. 

It  is  therefore  recommended  that  the  House  of  Delegates 
initiate  an  educational  program  within  the  profession.  Further, 
the  doctors  should  encourage  other  interested  lay  people  such 
as  insurance  carriers  and  hospital  associations  to  direct  their 
efforts  toward  hospitalization  of  only  those  persons  who  are 
sufficiently  ill  to  require  hospitalization. 

Further,  it  is  recommended  that  physicians  support  those 
insurance  programs  which  cover  major  expenses  for  illness 
but  do  not  give  patients  the  incentive  to  go  to  the  hospital 
for  unnecessarily  prolonged  or  needless  hospitalization. 

There  being  no  discussion,  the  above  resolu- 
tion submitted  by  Dr.  Downing  was  referred  to  the 
Reference  Committee  on  Professional  Relations. 

William  R.  Lipscomb  (Denver):  “The  confi- 
dence which  patients  generally  have  in  medical 
doctors  extends  far  beyond  health.  I am  at  this 
time  particularly  interested  in  the  socio-economic 
problems  of  the  American  way  of  life.  In  focus 
under  our  national,  state  and  local  spotlights  at 


this  time  is  the  third  party  entering  into  this  rela- 
tionship between  doctors  and  patients.  There  are 
some  other  equally  vital  problems,  too.  The  in- 
terest in  the  National  Essay  Contest  for  all  high 
school  students  sponsored  by  the  American  Asso- 
ciation of  Physicians  and  Surgeons  for  the  year 
1957-1958  was  encouraging.  Most  effort  for  the 
contest  was  put  into  our  Denver  area  this  last  year 
and  one  of  our  Denver  contestants  won  $200  in 
prizes,  and  a fourth  in  the  national  contest,  and 
I would  like  to  submit  a resolution  to  this  House 
asking  that  it  reaffirm  its  support  of  the  American 
Association  of  Physicians  and  Surgeons,  which  as 
you  all  know  is  a group  of  doctors  nationally 
constituted  that  does  as  best  it  can  to  interest 
itself  in  not  medical  affairs  but  affairs  that  per- 
tain to  the  way  our  government  is  handling  doc- 
tors’ problems.” 

RESOLUTION 

WHEREAS,  The  House  of  Delegates  of  the  Colorado  State 
Medical  Society  by  resolution  adopted  September  28,  1944, 
publicly  endorsed  the  Association  of  American  Physicians  and 
Surgeons  and  urged  members  of  our  Society  to  join  that 
Association;  and 

WHEREAS,  The  House  of  Delegates  and  the  Board  of 
Trustees  five  years  later  continued  this  policy  and  further 
urged  our  component  societies  and  their  Woman’s  Auxiliaries 
to  support  the  National  Essay  Contest  which  emphasizes  the 
values  of  freedom  in  the  practice  of  medicine  and  which  is 
annually  sponsored  by  the  Association  of  American  Physi- 
cians and  Surgeons;  and 

WHEREAS,  added  stimulus  toward  better  statewide  support 
of  this  essay  contest  is  needed  because  the  newer  members 
of  this  Society  and  its  Auxiliary  may  not  be  aware  of  our 
long-standing  policies;  therefore  be  it 


RESOLVED,  That  the  House  of  Delegates  hereby  reiterates 
its  endorsement  and  approval  of  that  essay  contest  and  re- 
quests all  its  component  societies  and  its  state  and  county 
Woman’s  Auxiliary  organizations  to  support  it  to  the  utmost 
of  their  ability. 

There  was  no  discussion  and  Vice  Speaker  Bol- 
ton referred  the  resolution  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations. 

Russell  W.  Hibbert,  Jr.  (Greeley):  “I  would 
like  to  introduce  the  following  resolution:” 

RESOLUTION 

WHEREAS,  The  American  Medical  Association  has  adopted 
a resolution  supporting  the  independence  of  Voluntary  Health 
Agencies  (No.  58,  entitled  “Voluntary  Health  Agencies,”  June 
26,  1958);  and 

WHEREAS,  The  Colorado  State  Medical  Society  is  in 
accord  with  the  philosophy  expressed  in  the  above-mentioned 
American  Medical  Association  resolution;  and 

WHEREAS,  The  objectives  of  the  principal  Voluntary 
Health  Agencies  are  laudable;  and 

WHEREAS,  These  agencies  have  a distinguished  record  of 
contributions  to  the  health  and  medical  care  of  the  American 
people;  and 

WHEREAS,  The  House  of  Delegates  of  the  American  Medi- 
cal Association  in  December,  1957,  expressed  commendation 
of  such  agencies  and  adopted  “Suggested  Guides  to  Relation- 
ships Between  Medical  Societies  and  Voluntary  Health  Agen- 
cies”; and 

WHEREAS,  It  is  recognized  that  the  continued  effectiveness 
of  these  organizations  in  the  fields  of  public  education,  pro- 
fessional education  and  research  is  dependent  upon  the  re- 
tention of  their  Independence  and  identity;  now  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Colorado 
State  Medical  Society  commend  the  American  Medical  Asso- 
ciation for  its  approval  of  the  principal  Voluntary  Health 
Agencies;  and  be  it  further 

RESOLVED,  That  it  is  the  firm  belief  of  the  Colorado 
State  Medical  Society  that  these  agencies  should  be  free  to 
conduct  their  own  campaigns  of  fund  raising  and  public 
education  and  to  direct  programs  of  research  in  their  par- 
ticular spheres  of  interest;  and  be  it  further 


RESOLVED,  That  the  House  of  Delegates  of  the  Colorado 
State  Medical  Society  respectfully  request  that  the  American 
Medical  Research  Foundation  take  no  action  which  would 
endanger  the  constructive  activities  of  the  Voluntary  Health 
Agencies. 

In  advance  of  reference,  the  resolution  was 
discussed  at  some  length  by  Drs.  Robert  K.  Brown, 
Denver;  Kenneth  C.  Sawyer,  Denver;  Frederick 
G.  Tice,  Jr.,  Pueblo,  and  Dr.  Hibbert.  Following 
the  discussion.  Vice  Speaker  Bolton  referred  the 
resolution  to  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations. 

It  appeared  that  there  was  no  other  new  busi- 
ness to  be  presented  and  Mr.  Sethman  verified  the 
Roll  Call. 

It  appeared  that  there  was  no  need  to  hold  an 
Executive  Session. 

Speaker  McGlone  made  the  following  further 
revisions  in  Reference  Committee  personnel: 

In  the  absence  of  Ben  Eiseman  of  Denver, 
Sidney  E.  Blandford,  Jr.,  of  Denver,  was  appointed 
to  replace  him  on  the  Reference  Committee  on 
Legislation  and  Public  Relations. 

Noting  the  absence  of  Robert  Ludwick  (North- 
east Colorado),  Chairman  John  H.  Amesse  (Den- 
ver) requested  a replacement  on  the  Reference 
Committee  on  Legislation  and  Public  Relations, 
and  Russell  W.  Hibbert,  Jr.  (Weld  County)  was 
appointed. 

There  then  ensued  general  discussion  and  an- 


nouncements by  committee  chairmen  concerning 
the  time  and  place  of  their  meetings;  and  the  Chair 
declared  the  House  of  Delegates  adjourned  until 
4:30  p.m.,  September  25,  1958,  to  reconvene  in 
Southmoor  Building,  Broadmoor  Hotel,  Colorado 
Springs. 


SECOND  MEETING 
Thursday,  September  25.,  1958 

Speaker  McGlone  called  the  House  to  order  at 
4:30  p.m.  The  Roll  Call  disclosed  55  accredited 
members  of  the  House  present,  more  than  a quo- 
rum (later  in  the  meeting  this  was  revised  to  77). 

At  the  conclusion  of  the  Roll  Call,  Chairman 
Hick  of  the  Credentials  Committee  reported,  rec- 
ommending the  seating  of  Dr.  W.  W.  McKinley  as 
substitute  Delegate  from  the  San  Luis  Valley 
Medical  Society.  On  motion  the  supplemental  re- 
port of  the  Credentials  Committee  was  adopted. 

Upon  motions  regularly  seconded  and  carried 
without  discussion  or  dissent  the  following,  as 
well  as  others  later  in  the  meeting,  were  seated: 

Dr.  Hugh  A.  McMillan,  Jr.,  of  Denver,  Alter- 
nate for  Dr.  Carl  A.  McLauthlin; 

Dr.  Reginald  H.  Fritz,  of  Denver,  Alternate  for 
Dr.  Dale  M.  Atkins; 

Dr.  H.  L.  Wherry,  of  Boulder,  Alternate  for 
Dr.  B.  A.  Yost. 
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In  the  absence  of  objection  by  any  member  of 
the  House,  and  on  motion  regularly  seconded  and 
carried  without  dissent,  the  House  dispensed  with 
the  reading  of  the  Condensed  Minutes  of  the  First 
Meeting  of  the  House  at  the  88th  Annual  Session. 

There  were  no  further  reports  by  the  Board 
of  Trustees,  Board  of  Councilors,  Grievance  Com- 
mittee, or  by  individual  officers,  except  Dr.  Zarit 
(see  following);  and  no  committee,  except  refer- 
ence committees,  had  any  further  supplemental 
reports. 

Special  Report  of  President-Elect 
on  Medicare  Program 

President-Elect  John  Zarit,  of  Denver,  pre- 
sented the  following  report,  verbally,  and  by  ref- 
erence to  a two-page  mimeographed  communica- 
tion which  had  heretofore  been  distributed  to  all 
officers  and  members  of  the  House.  There  was  no 
discussion  of  it  and,  for  the  reason  that  it  con- 
tained definite  recommendations,  it  was  by  Vice 
Speaker  Bolton  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations  which 
was  directed  to  report  on  September  27th. 

Last  December  I represented  the  State  Society  at  the 
Task  Force  meeting  on  Medicare  at  Philadelphia.  We  heard 
a fine  report  from  General  Robinson  on  the  results  of  Medi- 
care for  the  first  year,  and  the  Office  of  Defense  was  as 
well  pleased  as  the  various  state  societies,  with  the  possible 


exception  of  two  or  three.  Since  that  meeting  many  things 
have  happened  in  Washington  and  in  Congress.  I need  not 
read  it  to  you,  but  on  the  first  page  of  this  report  (mimeo- 
graphed edition)  it  gives  you  some  idea  as  to  what  went  on, 
with  the  result  that  this  Medicare  program  has  been  emascu- 
lated. However,  please  remember  that  this  is  a law.  This 
Medicare  program  will  continue  whether  the  doctors  of  the 
various  states  like  it  or  not.  For  example.  Delegates  of  the 
State  Medical  Society  of  Texas  voted  to  discontinue  co- 
operation with  Medicare.  Within  24  hours  Mutual  of  Omaha 
took  over  and  Medicare  is  proceeding  in  the  State  of  Texas 
but  the  doctors  have  lost  their  voice  as  far  as  having  any- 
thing to  say  concerning  Medicare. 

I expect  to  leave  Wednesday  of  next  week  with  Mr.  J.  J. 
Vance,  of  the  Blue  Shield,  and  Dr.  William  Coppinger,  who 
has  replaced  Dr.  Fred  Good,  to  meet  in  Washington  with 
Colonel  Wuergelin,  who  has  replaced  General  Robinson  as 
Director  of  Medicare,  to  sign  the  new  contract  for  the  State 
of  Colorado.  I did  not  want  to  assume  the  responsibility  my- 
self, and  that  is  the  reason  I have  asked  a surgeon  to  join 
me  so  that  he  can  really  stand  up  and  fight  the  battles  for 
the  various  surgical  specialties.  I will  have  to  do  the  same 
for  the  internal  medicine  group. 

It  is  my  personal  feeling  on  this  Medicare,  and  I feel  that 
General  Armstrong  and  some  of  the  others  feel  the  same 
way  as  I do,  that  one  of  three  things  is  going  to  happen 
within  the  next  12  months: 

(1)  Either  this  Medicare  program  will  go  by  the  wayside 
and  will  be  forgotten, 

(2)  The  Office  of  Defense  will  cover  the  deficit  out  of 
their  own  appropriation,  or 

(3)  They  will  go  before  Congress  in  January  and  ask  for 
additional  appropriation  to  cover  the  deficit. 

The  important  thing  for  you  gentlemen  to  remember  is 
that  the  Office  of  Defense,  from  General  Hayes  down,  Is 
100  per  cent  in  favor  of  free  choice  of  physician.  They  realize 
that  it  costs  money  to  get  good  service,  and  they  have  to 
sell  it  to  their  representatives  In  Washington. 

In  closing  I merely  want  to  quote  a few  words  from  the 
Secretary  of  the  Army,  Wilbur  Brucker,  at  a session  in  Wash- 
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ington  on  August  8,  when  I was  there  representing  the  State 
Society: 

“After  20  months  I am  proud  to  stand  before  you  to  say 
that,  despite  the  millions  of  dollars  which  have  been  dis- 
bursed and  the  tens  of  thousands  of  people  who  have  been 
involved,  administrators,  doctors,  nurses,  and  all  the  rest, 
there  has  been  in  Medicare  a minimum  of  suspicion  of  cor- 
ruption or  fraud  ...  I want  to  stress  particularly  the  fine 
aspects  of  this  operation.  When  the  program  got  underway 
I felt  there  probably  would  be  a lot  of  complaints  made  to 
Congressmen  and  Senators  about  its  administration.  I thought 
my  telephone  would  be  constantly  ringing.  I am  glad  to 
state  to  you  today  that  I was  wrong.  The  complaints  have 
been  at  a minimum.  I have  never  seen  a program  where  so 
few  complaints  came  in  from  participants  about  a lack  of 
good  treatment  or  proper  attention  as  I have  seen  in  this 
particular  endeavor.” 

Reports  of  Reference  Committees 

The  following  reports  were  submitted  by  the 
respective  chairman  indicated  at  the  conclusion 
thereof.  Unless  otherwise  noted  they  were  each 
adopted  by  the  House  without  dissent,  section  by 
section,  and  then  as  a whole.  Discussion  was  called 
for  by  the  Speaker  or  Vice  Speaker  in  each  in- 
stance and  there  was  no  discussion  except  as  in- 
dicated below. 

Board  of  Trustees  and  Executive  Office 

(a)  The  Officers  and  Board  of  Trustees  should 
be  commended  for  the  excellent  financial  condi- 
tion of  the  State  Society.  In  previous  years  any 
surplus  was  transferred  to  the  permanent  invest- 
ment fund.  This  year  the  Board  had  a surplus  of 
over  $10,000  and  transferred  this  amount  of  money 
to  the  Legal  Defense  Fund  so  that  any  further 
special  assessment  for  legal  purposes  may  be  post- 
poned, and  your  Reference  Committee  approves 
this  action. 

(b)  About  75  members  of  our  Society  have 
not  paid  their  special  assessment  which  was  due 
March  1.  We  believe  it  is  unfair  that  such  a small 
group  of  doctors  should  hide  behind  the  loyal 
physicians  who  have  paid. 

(c)  We  approve  the  reports  of  the  Board  of 
Trustees  as  printed  in  the  Handbook.  We  also  ap- 
prove the  supplemental  report  on  the  budget,  the 
supplemental  report  on  the  audit,  the  report  of 
the  Executive  Secretary  and  its  supplement  on 
membership.  We  also  approve  the  report  of  the 
Foundation  Advocate,  and  recommend  that  all  of 
these  be  adopted. 

(d)  Your  reference  committee  is  informed 
that  the  letter  from  the  University  of  Colorado 
Medical  Center  pertaining  to  referral  of  patients 
to  the  Medical  Center,  from  Dr.  Robert  Chandler, 
Manager  of  the  Outpatient  Department,  and  Robert 
L.  Denholm,  Administrator,  which  was  read  by 
the  President  at  the  meeting  of  the  House  of 
Delegates  on  September  24,  with  its  enclosures, 
arose  in  part  from  a problem  that  was  before  the 
Grievance  Committee  last  spring.  For  this  reason, 
we  recommend  that  this  matter  be  referred  to  the 
Grievance  Committee  for  appropriate  disposition.* 


‘This  paragraph  disapproved.  See  page  100. 
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(e)  Your  Reference  Committee  wishes  to  com- 
mend the  members  of  the  Executive  Office  staff, 
the  officers  of  the  Society,  and  the  members  of 
the  various  committees. 

ERVIN  A.  HINDS,  Chairman 
W.  B.  CROUCH 
ROBERT  E.  McCurdy 
GORDON  MEIKLEJOHN 
JACKSON  SADLER 
PAUL  STIDHAM 
FREDERICK  G.  TICE,  JR. 

Paragraph  (d)  of  the  above  report  was  dis- 
cussed by  Chairman  Hinds,  who  moved  its  adop- 
tion, and  by  Dr.  George  Curfman,  who  opposed 
approval  of  the  paragraph.  Motion  to  adopt  the 
paragraph  was  lost  by  a standing  vote,  30  to  32. 
The  matter  of  the  letter  being  then  before  the 
House  for  other  action,  it  was  discussed  further 
by  Drs.  R.  W.  Hibbert,  R.  M.  Stuck,  Vice  Speaker 
Bolton,  Chairman  Hinds,  President  Wiley,  and 
J.  L.  Sadler.  At  Dr.  Hibbert’s  request,  the  letter 
referred  to  was  re-read  to  the  House  by  President 
Wiley  and  was  again  discussed  by  Drs.  G.  Meikle- 
john,  W.  A.  Liggett,  and  W.  M.  Covode.  Motion  by 
Dr.  Covode  that  “the  House  acknowledge  the  in- 
formative nature  of  this  letter  and  direct  that  the 
letter  and  its  enclosures  be  sent  to  each  member 
of  the  Society”  was  then  made,  explained  to  in- 
dicate that  the  letter  should  be  mimeographed  and 
sent  by  the  Society’s  office,  and  was  carried  with- 
out dissent. 

Following  this  disposition  of  the  matters  con- 
cerned in  paragraph  (d)  of  the  above  reference 
committee  report,  the  report  was  adopted  as  a 
whole,  as  amended. 

Report  of  Reference  Committee  on 
Scientific  Work 

(a)  Your  reference  committee  recommends 
the  approval  of  the  report  of  the  Committee  on 
Library  and  Medical  Literature  as  carried  on  page 
41  of  the  Handbook. 

(b)  Your  reference  committee  recommends 
the  approval  of  the  report  of  the  Committee  on 
Medical  Education  and  Hospitals  as  carried  on 
page  41  of  the  Handbook. 


(c)  Your  reference  committee  recommends 
approval  of  the  report  of  the  Committee  on  Rocky 
Mountain  Medical  Conference  as  carried  on  page 
58  of  the  Handbook. 

(d)  Your  reference  committee  recommends 
the  approval  of  the  report  of  the  Scientific  Pro- 
gram Committee  as  printed  on  page  59  of  the 

Handbook.  sAM  W.  downing,  Chairman 

WILLIAM  A.  LIGGETT 
R.  B.  RICHARDS 
WILLIAM  H.  RYDER 
MARTIN  VAN  DER  SCHOUW 

First  report  of  the  Reference  Committee 
on  Legislation  and  Public  Relations 

John  H.  Amesse  (Chairman):  “Your  reference 
committee  has  deliberated  at  length  over  many 
and  various  problems  brought  before  us.  We  sub- 
mit this  report  with  the  knowledge  that  all  prob- 
lems cannot  be  solved  in  one  day,  and  assure  you 
that  our  report  is  as  succinct  and  complete  as 
possible.  There  were  emotional  overtones  to  some 
of  our  deliberations;  and  I would  like  to  point  out 
at  the  start  that  there  is  not  a member  of  this 
committee  who  hasn’t  proven  himself  as  a loyal, 
ardent  supporter  of  the  University  of  Colorado 
School  of  Medicine.” 

(a)  Your  reference  committee  considered  the  resolution 
presented  by  the  Denver  Medical  Society  concerning  the  ap- 
proval of  payments  by  Blue  Shield  (Colorado  Medical  Service) 
to  the  Colorado  General  Hospital  for  services  to  the  patients 
at  the  hospital. 

Your  committee  is  aware  of  the  real  need  for  increased 
faculty  salaries  but  does  not  approve  of  the  possibility  of 
jeopardizing  the  Blue  Shield  plan  by  a hastily  considered  and 
vague  proposal.  There  are  many  actuarial  and  legal  problems 
to  be  considered  as  well  as  administrative  details  to  be  solved 
before  such  a proposal  can  be  considered  for  definitive  action. 
The  proposal  is  within  the  scope  of  the  Liaison  Committee 
of  the  Colorado  State  Medical  Society  to  the  Board  of  Regents 
of  the  University  of  Colorado.  Your  committee  therefore  does 
not  recommend  approval  of  this  resolution  and  urges  that  the 
matter  be  referred  to  the  Liaison  Committee  to  the  Board 
of  Regents. 

(b)  Your  reference  committee  recommends  the  acceptance 
of  the  resolution  by  William  R.  Lipscomb,  M.D.,  of  Denver, 
endorsing  the  essay  contest  sponsored  by  the  American  Asso- 
ciation of  Physicians  and  Surgeons.  This  committee  feels  that 
this  Association  deserves  continuing  approval  of  our  Society. 

(c)  Your  reference  committee  approves  the  resolution  con- 
cerning voluntary  health  agencies  presented  at  the  meeting 
of  the  House  of  Delegates  on  September  24  by  Dr.  Hibbert, 


c.mbv  Camby  says,  X A M B R I D G E D A t R Y has  been 
producing  MILK  for  Denver  babies  since  1892/" 
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but  for  the  sake  of  avoiding  duplication  we  adhere  to  the 
wording  of  the  McClendon  Resolution  at  the  A.M.A.  conven- 
tion. This  resolution  is  found  on  pages  26  and  27  of  the 
Handbook. 

(d)  Your  reference  committee  approves  the  supplemental 
report  of  the  Subcommittee  on  Aging  which,  strangely 
enough,  was  not  submitted  early  enough  to  be  printed  in  the 
Handbook. 

(e)  Your  reference  committee  approves  the  report  of  the 
Commtitee  on  Indigent  Medical  Services  as  carried  on  pages 
44  and  45  of  the  Handbook. 

(f)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Public  Policy  Committee  as  carried  on  pages 
55  through  57  of  the  Handbook,  and  of  the  supplemental 
report  as  read  to  the  House  of  Delegates  on  September  24. 
In  considering  nursing  home  care  your  committee  feels  that 
methods  of  handling  benefits  and  allowances  may  have  to 
be  altered  in  different  localities  and  that  this  phase  of 
nursing  home  care  be  further  studied  by  the  Board  of 
Trustees  and  the  Welfare  Department. 

(g)  Your  reference  committee  recommends  approval  of  the 
report  of  the  Advisory  Committee  on  Workmen’s  Compensa- 
tion Affairs,  as  printed  on  page  61  of  the  Handbook. 

(h)  Your  reference  committee  recommends  approval  in 
principle  of  the  Blue  Shield  Fee  Schedule  Advisory  Committee 
report,  as  printed  on  pages  64  through  67  of  the  Handbook. 
We  recommend  that  the  four-group  plan  be  studied  and 
developed  so  that  a proposed  fee  schedule  can  be  prepared 
by  all  specialties  concerned  within  the  ensuing  year.  We 
further  recommend  that  continued  study  of  a co-insurance 
or  deductible  plan  be  carried  on  by  the  Blue  Shield  Board 
of  Trustees.  We  further  recommend  that  the  confusing  titles 
of  the  four  groups  be  changed  to  Groups  1,  2,  3,  and  4. 

Your  committee  furthermore  approves  the  supplemental 
report  of  the  Blue  Shield  Fee  Schedule  Advisory  Committee 
presented  to  the  House  of  Delegates  on  September  24  with  the 
exclusion  of  five  words  in  the  last  sentence,  which  would 
then  read:  “.  . . it  is  recommended  that  this  contemplated 
expansion  of  the  old  age  pension  medical  plan  be  referred 
to  the  Board  of  Trustees  (and  not  to  a committee)  of  the 
State  Medical  Society  to  counsel  with  the  Welfare  Department 
to  the  end  of  perfecting  a satisfactory  program.” 

(i)  Your  reference  committee  recommends  approval  of  the 


report  of  the  Representatives  to  the  Public  Welfare  Depart- 
ment Advisory  Committee  as  printed  on  pages  68  and  69  of 
the  Handbook. 

JOHN  H.  AMESSE,  Chairman 
DALE  M.  ATKINS 
SIDNEY  E.  BLANDFORD 
WILLIAM  S.  CURTIS 
KENNETH  E.  GLOSS 
S.  C.  PERCEFULL 

The  above  reference  committee  report  was 
adopted,  section  by  section  and  as  a whole,  with- 
out dissent;  except  that,  without  objection,  the 
word  “by”  was  changed  to  “at”  in  section  (a)  so 
the  phrase  would  read  “for  services  to  the  patients 
at  the  hospital.” 

Report  of  the  Reference  Committee  on 
Public  Health 

(a)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Committee  on  Health  Education  beginning 
on  page  39  and  ending  on  page  40  of  the  Handbook. 

(b)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Public  Health  Committee  as  printed  on  page 
47  of  the  Handbook. 

(c)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Aging  which  was  dis- 
tributed to  the  House  of  Delegates  in  supplemental  form  at 
its  first  meeting  on  Wednesday  afternoon. 

(d)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  Subcommittee  on  Alcoholism  and  Drug 
Addiction  as  printed  on  pages  47  and  48  of  the  Handbook. 
In  addition  we  wish  to  express  our  gratitude  to  The  American 
Medical  Association  for  sponsoring  the  guest  speakers  on  the 
Scientific  Program  Panel  on  Alcoholism. 

(e)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Automotive  Safety  as 
carried  on  page  48  of  the  Handbook. 

(f)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Cancer  Control  and  its 
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Subcommittee  on  Rocky  Mountain  Cancer  Conference. 

(g)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Crippled  Children  as 
carried  on  pages  49  and  50. 

(h)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  Subcommittee  on  Immunization  as  printed 
on  page  50  of  the  Handbook. 

(i)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Industrial  Health  as 
printed  on  pages  50  and  51  of  the  Handbook. 

(j)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Maternal  and  Child  Health 
as  printed  on  page  51  of  the  Handbook. 

(k)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Mental  Health  as  printed 
on  pages  51  and  52  of  the  Handbook  with  the  exception  of 
the  last  paragraph  or  paragraph  6 which  was  referred  to  the 
Reference  Committee  on  Constitution,  By-Laws  and  Cre- 
dentials. 

(l)  Your  reference  committee  recommends  no  action  on 
the  report  of  the  Subcommittee  on  Rehabilitation  as  printed 
on  page  52  of  the  Handbook. 

(m)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  Subcommittee  on  Rural  Health  as  printed 
on  pages  53  and  54  with  the  exception  of  the  paragraph  be- 
ginning on  the  bottom  of  page  53  and  ending  at  the  top  of 
page  54,  which  paragraph  was  referred  to  the  Constitution, 
By-Laws  and  Credentials  Reference  Committee.  • 

(n)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  Subcommittee  on  Sanitation  as  printed  on 
page  54  of  the  Handbook  and  in  addition  recommends  active 
support  by  the  medical  profession  of  continued  improvement 
of  sanitation  utilities  on  the  state  and  local  levels. 

(o)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Subcommittee  on  Tuberculosis  Control  as 
printed  on  page  54  of  the  Handbook. 

(p)  The  Chairman  of  this  reference  committee  wishes  to 

thank  his  committee  members  for  their  conscientious  co- 
operation. ALEXIS  E.  LUBCHENCO,  Chairman 

ROBERT  G.  BOSWORTH,  JR. 

GEORGE  C.  CHRISTIE 
HOWARD  F.  BRAMLEY 
E.  J.  ROUKEMA 
WILLIAM  R.  SISSON 

Report  of  the  Reference  Committee  on 
Professional  Relations 

(a)  Your  reference  committee  recommends  approval  of  the 
report  of  the  Board  of  Councilors  as  carried  on  pages  19  and 
20  of  the  Handbook. 

(b)  Your  reference  committee  recommends  approval  of 
the  report  of  the  Grievance  Committee  as  carried  on  pages  20 
and  21  of  the  Handbook.  We  further  recommend  that  a bulle- 
tin be  published  jointly  by  the  Grievance  Committee  and  the 
Medicolegal  Committee  and  circulated  to  the  members  of 
the  Society  on  a quarterly  basis,  containing  educational  and 
instructional  material  from  their  proceedings.* 

(c)  Your  reference  committee  recommends  approval  of  the 
report  of  the  Subcommittee  on  Panel  Practice  as  carried  on 
pages  21  and  22  of  the  Handbook.  This  committee  should  be 
highly  commended  for  its  exacting  and  detailed  efforts  on 
this  important  problem.  We  further  recommend  that  this 
subcommittee  be  reappointed  for  another  year  to  finish  this 
task. 

(d)  We  recommend  approval  of  the  report  of  the  Delegates 
to  the  American  Medical  Association  as  carried  on  pages  22 
through  27  in  the  Handbook.  We  commend  the  efforts  outlined 
in  the  report  and  subsequent  actions  of  the  House  of  Delegates 
of  the  American  Medical  Association.  The  report,  however, 
nowhere  indicates  the  monumental  effort  by  Dr.  Kenneth 
C.  Sawyer  in  our  behalf. 

(e)  Your  reference  committee  approves  the  supplemental 
report  of  the  Subcommittee  on  Blood  and  Tissue  Banks, 
recommending  that  the  Colorado  State  Medical  Society  sup- 
port the  Belle  Bonfils  Memorial  Blood  Bank  by  recommend- 
ing its  utilization  by  hospitals  throughout  Colorado  wherever 
such  utilization  is  feasible  and  desired.  It  is  noted  that  the 
Blood  Bank  was  declared  the  official  blood  bank  of  the 
Colorado  State  Medical  Society  by  the  75th  Annual  Session 
of  the  House  of  Delegates.  Our  reference  committee  re- 
affirms action  of  the  House  of  Delegates  taken  in  1945. 

(f)  Your  committee  approves  the  report  of  the  Committee 
on  Distribution  of  Physicians  on  page  43  of  the  Handbook. 
The  actions  of  the  subcommittee  are  duly  noted  and  appre- 


‘Amended  in  discussion  following  committee  report. 


"You  have  one,  Mrs.  Allen,  would  you 
like  to  try  for  two?" 


ciated.  The  subcommittee  is  encouraged  to  devote  continued 
effort  to  the  placement  of  physicians  in  rural  areas. 

(g)  Your  reference  committee  recommends  approval  of 
the  report  of  the  Subcommittees  on  Emergency  Medical 
Services  and  Hospital-Professional  Relations,  as  carried  on 
page  44  of  the  Handbook. 

(h)  The  Joint  Committee  on  the  Improvement  of  Patient 
Care  apparently  has  no  field  in  which  to  act.  Your  reference 
committee  recommends  the  discontinuance  of  this  subcom- 
mittee. 

(i)  Your  committee  reviewed  the  supplemental  report  of 
the  Professional  Insurance  Committee.  In  view  of  the  fact 
the  forms  had  not  been  received  so  that  they  could  be  re- 
viewed, it  is  the  feeling  of  our  reference  committee  that 
these  forms  should  be  reviewed  by  the  Professional  Insur- 
ance Committee  and  then  the  recommendation  be  resubmitted 
with  copies  of  the  forms  at  the  next  meeting  of  the  House 
of  Delegates. 

(j)  Your  committe  recommends  the  approval  of  the  report 
of  the  Medicolegal  Committee  as  printed  on  page  46  of  the 
Handbook. 

(k)  Your  committee  approves  the  report  of  the  Advisory 
Council  to  the  Colorado  Chapter  of  American  Association  of 
Medical  Assistants  as  carried  on  page  61  of  the  Handbook. 

(l)  The  reference  committee  reviewed  and  approved  the 
reports  of  the  Committee  on  Medical  Care  of  Veterans,  the 
report  of  the  Physician-Nurse  Relations  Committee,  and  the 
Prepayment  Services  Committee  as  printed  in  the  Handbook. 

(m)  Your  committee  reviewed  the  resolution  by  the  Denver 

Medical  Society  in  relation  to  insurance  carriers.  This  resolu- 
tion is  approved  by  your  reference  committee  and  referred 
to  the  Committee  on  Professional  Insurance  for  implementa- 
tion. HARLAN  E.  McCLURE,  Chairman 

E.  J.  ARTIST 

I.  E.  HENDRYSON 

JOHN  C.  McAFEE 

GERALD  H.  SMITH 

J.  ROBERT  SPENCER 

Paragraph  (b),  above,  was  discussed  by  Drs. 
Stuck  and  Hendryson  to  determine  whether  the 
reference  committee  intended  the  creation  of  a 
new  form  of  bulletin  or  an  addition  to  “Colorado 
Medicine.”  Chairman  McClure  of  the  reference 
committee  stated  that  his  committee  would  so 


104 


Rocky  Mountain  Medical  Journal 


if  you  were 

in  the  rheumatoid  arthritic’s  shoes, 

Doctor. . . 

wouldn’t  you  want  a steroid 
with  a proved  record 

of  safety  and  success? 


METICORTEN' 


prednisone 


you  can  count  on  rapid  relief  from  pain,  swelling  and  stiffness  followed 
by  functional  improvement  and  maintained  on  an  uncomplicated, 
low-dosage  regimen  with  minimal  chance  of  side  effectsf 
and  without  unexplained  weight  loss,  anorexia,  muscle  cramps 


as  reported  with  certain  other  corticoidsf 
tRound-table  Discussion  by  Leading  Investigators,  San  Francisco,  Calif.,  June  20,  1958. 


Meticorten,  1,  2.5  and  5 mg.  white  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


MC.J.2288 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY, 
Pearl  River,  New  York 


amend  the  paragraph  as  to  permit  the  issuance  of 
the  quarterly  bulletin  in  whatever  form  the  com- 
mittees felt  it  should  be  done. 

The  remaining  sections  of  the  report,  and  the 
report  as  a whole,  were  adopted  without  dissent. 

Speaker  McGlone  requested  Secretary  Sethman 
to  reconfirm  the  Roll  Call.  On  motion  regularly 
seconded  and  carried  without  dissent.  Dr.  John 
Avery  of  Boulder  was  seated  as  Alternate  for 
Dr.  C.  O.  Roberts. 

Report  of  the  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials 

(a)  Your  reference  committee  recommends  approval  of 
the  report  of  the  Committee  on  Constitution,  By-Laws  and 
Credentials  as  carried  -on  pages  34,  36,  37,  38  and  39  of  the 
Handbook,  with  the  exception  of  the  second  paragraph  on 
page  35.  Your  committee  recommends  that  the  amendment 
of  subparagraph  b of  Section  3 of  Chapter  1 on  page  10  of 
the  By-Laws  booklet  be  amended  to  read: 

“Active  Members  Junior.  Active  Members  may  be  ac- 
corded this  classification  for  the  three  years  immediately 
following  the  completion  of  initial  formal  training,  that  is, 
internship  or  postgraduate  residency  training  in  a hospital 
approved  for  such  purpose  by  the  American  Medical  Associa- 
tion; provided  that  if  such  three-year  period  was  interrupted 
by  military  service,  the  period  of  military  service  shall  not 
be  considered  in  computing  this  three-year  dues-paying 
period.  In  no  case  shall  this  membership  be  accorded  any 
individual  physician  after  a total  of  three  years  of  active 
medical  practice  excluding  military  service  and  initial  formal 
training.  Active  Members  Junior  may  not  be  required  to 
pay  annual  dues  or  assessments  in  an  amount  to  exceed  one- 
half  the  dues  or  assessments  charged  against  Active  Members 
Senior.” 

This  amendment  is  a substitute  amendment  for  the  one 
carried  in  the  second  paragraph  on  page  35  of  the  printed 
Handbook. 

(b)  Your  reference  committee  considered  paragraph  6 of 
the  report  of  the  Mental  Health  Committee,  as  printed  on 
page  52  of  the  Handbook.  Your  reference  committee  approves 
this  paragraph  of  the  Mental  Health  Committee  report,  with 
the  exception  of  sub-paragraph  a,  which  paragraph  it  recom- 
mends be  deleted. 

(c)  Your  reference  committee  considered  the  last  para- 
graph of  the  report  of  the  Subcommittee  on  Rural  Health  as  it 
appears  on  pages  53  and  54  of  the  Handbook.  Your  reference 
committee  disapproves  this  paragraph,  and  makes  the  follow- 
ing recommendation: 

That  the  Board  of  Trustees  be  instructed  to  appoint  a 
committee  to  study  revisions  of  the  By-Laws  related  to  stand- 
ing and  special  committees,  and  the  Standing  Rules  of  the 
House  relating  to  reference  committees,  and  to  bring  recom- 
mendations to  the  Committee  on  Constitution,  By-Laws  and 
Credentials  at  the  next  Interim  Session  of  the  House.  This 
suggestion  is  made  in  consideration  of  the  growth  of  our 
Society  and  increase  in  the  workloads  falling  upon  some  of 
our  present  reference  committees. 

(d)  Changes  in  the  Constitution  and  By-Laws  of  two 
component  societies  were  considered  by  the  committee,  and 
were  approved  subject  to  changes  recommended  by  the 
Executive  Secretary  and  Legal  Counsel,  to  bring  these  com- 
ponent society  By-Laws  into  conformity  with  the  Constitu- 
tion and  By-Laws  of  the  State  Society. 

L.  L.  HICK,  Chairman 
GEORGE  H.  CURFMAN 
V.  V.  ANDERSON 
JOHN  A.  DAVIS 
H.  HARPER  KERR 
JOHN  L.  McDonald 
ROBERT  B.  PATTERSON 

Paragraph  (a)  of  the  above  report  was  dis- 
cussed by  Dr.  R.  G.  Bosworth,  Chairman  Hick, 
Speaker  McGlone,  and  the  Secretary,  Mr.  Seth- 
man, for  purposes  of  clarification,  after  which  the 
paragraph  was  approved  without  dissent.  On  sep- 
arate motion  of  Chairman  Hick,  the  By-Laws 
were  then  so  amended  without  dissent.  The  re- 
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mainder  of  the  report  was  adopted  without  dis- 
cussion or  dissent. 

The  following  report  was  adopted  as  a whole: 

Report  of  the  Reference  Committee  on 
Miscellaneous  Business 

(a)  Your  reference  committee  recommends  the  approval 
of  the  report  of  the  American  Medical  Education  Foundation 
Committee  as  carried  on  page  63  of  the  Handbook,  and  that 
this  committee  be  given  a vote  of  thanks  for  this  important 
work. 

(b)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Military  Affairs  Committee  as  carried  on 
page  68  of  the  Handbook. 

(c)  Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Representatives  to  the  Adult  Education 
Council  as  carried  on  page  68  of  the  Handbook,  and  encour- 
ages the  Representatives  to  continue  in  this  important  en- 
deavor. The  committee  commends  the  past  Representatives 
for  their  work. 

ROBERT  C.  LEWIS,  JR.,  Chairman 

LEE  J.  BEUCHAT 

ROBERT  K.  BROWN 

M.  L.  CRAWFORD 

H.  HARPER  KERR 

IJAMES  A.  PHILPOTT,  JR. 

Report  of  the  Committee  on  Nominations 

The  following  report  of  the  Nominating  Com- 
mittee, presented  by  Chairman  Kenneth  E.  Gloss 
(Colorado  Springs),  not  subject  to  adoption,  was 
received  and  placed  on  file. 

Your  Committee  on  Nominations  respectfully 
offers  the  following  slate  of  nominations  for  posi- 
tions to  be  filled  by  election  at  this  88th  Annual 
Session: 


For  President-elect:  Dr.  John  L.  McDonald,  of 
Colorado  Springs. 

For  Vice  President:  Dr.  Robert  P.  Harvey,  of 
Denver. 

For  Trustees,  3-year  term,  two  to  be  elected:  Dr. 
Fred  R.  Harper,  of  Denver;  Dr.  Walter  M.  Boyd,  of 
Greeley. 

*For  Councilor,  District  No.  3,  3-year  term:  Dr. 
Winthrop  B.  Crouch,  of  Colorado  Springs. 

*For  Councilor,  District  No.  6,  3-year  term:  Dr. 
Mason  M.  Light,  of  Gunnison. 

For  Councilor,  District  No.  7,  3-year  term:  Dr. 
George  G.  Balderston,  of  Montrose. 

For  Members  of  the  Grievance  Committee,  each 
for  a 2-year  term,  six  to  be  elected:  Dr.  Monroe 
R.  Tyler,  of  Denver;  Dr.  Gordon  H.  Vandiver,  of 
La  Jui;ita;  Dr.  Edward  J.  Kinzer,  of  Johnstown; 
Dr.  Robert  H.  Smith,  of  Colorado  Springs;  Dr. 
Robert  C.  Lewis,  Jr.,  of  Glenwood  Springs;  Dr. 
Ray  G.  Witham,  of  Craig. 

For  Delegate  to  the  A.M.A.,  2-year  term:  Dr. 
Kenneth  C.  Sawyer,  of  Denver. 

For  Alternate-Delegate  to  the  A.M.A.,  2-year 
term:  Dr.  Irvin  E.  Hendryson,  of  Denver. 

For  Foundation  Advocate:  Dr.  Walter  W.  King, 
of  Denver. 

For  Speaker  of  the  House  of  Delegates:  Dr. 
Vernon  L.  Bolton,  of  Colorado  Springs. 

•These  nominations  amended  at  next  meeting.  See  page  111. 
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CHLOROTHIAZIDE 


BECKER,  M.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

“On  chlorothiazide  the  response  was  striking  with  . . . improvement  in  cardiac 

status  and  loss  of  toxic  symptomatology One  of  the  most  important  effects 

of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [DIURIL]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  indeed  in  some  patients  it  was  effective  when  parenteral 

mercurials  failed We  have  encountered  no  patient  who  once  responsive  to 

chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  DiURiL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DiURiL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc., Philadelphia l, Pa. 
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For  Vice  Speaker  of  the  House  of  Delegates: 
Dr.  William  M.  Covode,  of  Denver. 

For  the  place  of  the  92nd  Annual  Session  to 
be  held  in  1962:  Colorado  Springs. 

COMMITTEE  ON  NOMINATIONS: 
KENNETH  E.  GLOSS,  Chairman 
J.  T.  BROWN 
FREDERICK  G.  TICE,  JR. 

LEO  J.  NOLAN 
SAM  DOWNING 
E.  J.  ARTIST 
P.  B.  STIDHAM 

The  above  report  was  not  subject  to  adoption. 
It  was  received  and  placed  on  file;  nominations 
from  the  floor  of  the  House  for  any  of  the  offices 
to  be  filled  being  in  order  at  any  time  until  the 
election  of  officers. 

Unfinished  business 

Under  unfinished  business  the  House  consid- 
ered the  resolution  which  had  become  familiarly 
known  as  the  Roberts  Resolution,  submitted  at 
the  February,  1958,  Interim  Session  from  the 
Boulder  County  Medical  Society.  This  resolution, 
had  it  been  adopted,  would  have  recommended 
compulsory  inclusion  of  physicians  under  the  fed- 
eral Social  Security  law.  In  February,  1958,  the 
House  voted  to  direct  all  members  of  the  House 
of  Delegates  to  obtain  a consensus  of  the  members 
of  their  component  societies  on  this  question  and 


come  prepared  to  vote  upon  it  at  the  88th  Annual 
Session.  The  proposed  resolution  was  printed  on 
pages  69-70  of  the  Handbook. 

It  developed  in  discussion  that  no  one  of  the 
26  component  medical  societies  composing  this 
State  Society  had  favored  that  resolution,  most 
of  them  actually  casting  unanimous  votes  against 
it;  and  the  House,  by  unanimous  vote,  rejected 
the  proposal  following  reports  from  many  dele- 
gates. 

There  was  no  further  unfinished  business,  and 
no  delegate  offered  any  new  business. 

A motion  regularly  seconded  and  carried  with- 
out dissent  cancelled  the  scheduled  Friday,  Sep- 
tember 26,  meeting  of  the  House.  The  House  had 
expedited  the  conduct  of  its  business  more  than 
has  usually  been  possible  in  the  past.  After  brief 
announcements  pertaining  to  committee  meetings. 
Speaker  McGlone  declared  the  Second  Meeting 
of  the  House  adjourned  and  asked  the  Delegates 
to  reconvene  at  8:00  o’clock  a.m.,  Saturday,  Sep- 
tember 27,  1958,  in  the  Southmoor  Room  for  the 
third  and  final  meeting  of  the  88th  Annual  Ses- 
sion. 

THIRD  MEETING 
Saturday,  September  27,  1958 

Vice  Speaker  Bolton  called  the  House  to  order 
at  8:00  a.m.  There  was  no  further  Credentials  re- 
port. A quorum  was  established  by  roll  call.  A 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 
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recheck  of  the  roll  call  later  disclosed  44  accredited 
Delegates  in  attendance.  By  proper  motions  in 
each  case,  the  following  changes  in  seating  of  the 
Delegates  and  Alternates  were  made: 

Alternate  James  H.  Donald,  of  El  Paso,  for 
Delegate  James  V.  Garris;  Alternate  J.  M.  Perkins, 
of  Denver,  for  Delegate  Ervin  A.  Hinds;  Alternate 
Cyrus  W.  Anderson,  of  Denver,  for  Delegate 
Howard  F.  Bramley;  Alternate  Leon  L.  Gordon, 
of  Boulder,  for  Delegate  William  S.  Curtis;  Alter- 
nate C.  Wesley  Eisele,  of  Denver,  for  Delegate  N. 
Paul  Isbell;  Alternate  Reginald  H.  Fitz,  of  Denver, 
for  Delegate  Dale  M.  Atkins. 

On  motion  regularly  seconded  and  carried 
without  dissent  the  reading  of  the  Minutes  of  the 
Second  Meeting  of  the  House  was  dispensed  with. 

Election  oj  Officers 
Supplemental  report  of  the 
Nominating  Committee 

Chairman  Kenneth  E.  Gloss  presented  the  fol- 
lowing supplemental  report  of  the  Nominating 
Committee  which  amended  the  report  of  the  Nom- 
inating Committee  as  presented  at  the  Second 
Meeting  of  the  House: 

Your  committee  has  discovered  that  through  an  error  Dr. 
Mason  M.  Light  was  nominated  for  the  Board  of  Councilors 
representing  District  No.  6,  when  as  a matter  of  fact,  Dr. 
Light  is  not  a resident  of  District  No.  6 and  our  Constitution 
requires  that  the  Councilor  be  a resident  of  the  district  he 
represents. 

Your  committee  therefore  withdraws  his  name  and  nomi- 
nates instead  Dr.  Harvey  M.  Tupper  of  Grand  Junction. 

Since  reporting  to  you  Thursday,  Dr.  Winthrop  B.  Crouch 
has  withdrawn  his  name  for  nominee  for  Councilor  from 
District  No.  3.  In  view  of  this  withdrawal  your  committee 
nominates  Dr.  Harry  C.  Bryan,  of  Colorado  Springs. 

KENNETH  E.  GLOSS,  Chairman 

E.  J.  ARTIST 

J.  T.' BROWN 

SAM  DOWNING 

LEO  J.  NOLAN 

FREDERICK  G.  TICE 

P.  B.  STIDHAM 

At  the  request  of  Vice  Speaker  Bolton,  Execu- 
tive Secretary  Sethman  re-read  the  report  of  the 
Nominating  Committee  as  amended  by  the  supple- 
mental report  above.* 

Following  is  a full  transcript  of  proceedings 
with  relation  to  certain  phases  of  the  election  of 
officers: 

Vice  Speaker  Bolton:  “Nominations  are  now  in 
order  from  the  floor.  Are  there  any  further  nomi- 
nations for  the  office  of  President-elect?” 

Robert  C.  Lewis,  Jr.  (Garfield):  “Mr.  Speaker, 
I wish  to  nominate  Dr.  V.  V.  Anderson,  of  Del 
Norte,  who  is  a member  of  the  San  Luis  Valley 
Society.” 

There  were  no  further  nominations,  and,  on 
motion  seconded  and  carried  without  dissent,  the 
nominations  were  declared  closed  and  secret  bal- 
lots were  spread  for  the  office  of  President-elect. 
The  chair  appointed  Trustee  Terry  Gromer,  and 
Delegates  Curfman  from  Denver  and  McKinley 
of  San  Luis  Valley  as  tellers.  The  Secretary  veri- 

•See  page  107. 
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"I  wish  you'd  show  more  confidence  in 
our  facilities,  Mr.  Peabody.” 

fied  the  roll  call,  which  disclosed  44  seated  dele- 
gates and  alternates  eligible  to  vote.  The  tellers 
chose  Dr.  Gromer  as  their  chairman.  After  close 
of  the  ballot  and  a count.  Dr.  Gromer  announced 
for  the  tellers  that  Dr.  John  L.  McDonald  had 
received  a majority  of  the  votes  cast. 

Vice  Speaker  Bolton  thereupon  declared  Dr. 
McDonald  elected  as  President-elect,  and  appoint- 
ed Past  Presidents  G.  C.  Milligan  and  Leo  W. 
Bortree  to  find  Dr.  McDonald  and  escort  him  to 
the  platform.  Dr.  McDonald  addressed  the  House 
as  follows: 

“Mr.  Vice  Speaker,  President  Wiley,  President- 
elect Zarit,  and  Members  of  the  House:  Thank  you 
very  much  for  your  confidence  in  me,  and  for 
your  confidence  in  the  county  society  which  I 
have  been  privileged  at  times  to  represent. 

“Our  profession  is  one  of  high  ideals,  and  the 
highest  ideal  of  all  is  our  insistence  that  the  health 
and  welfare  of  our  patients  come  first.  In  order 
that  we  may  more  successfully  pursue  that  goal 
this  year,  I hope  that  our  Society  will  all  give 
the  loyal  support  that  the  fine  leadership  of  Dr. 
John  Zarit  will  deserve.  Thank  you  again.”  (Ap- 
plause.) 

There  were  no  further  nominations  for  the 
office  of  Vice  President.  Vice  Speaker  Bolton 
therefore  declared  nominations  closed  and  Dr. 
Robert  P.  Harvey,  of  Denver,  was  elected  by  ac- 
clamation. 

There  were  no  further  nominations  for  the 
office  of  Trustees  for  three-year  terms  to  succeed 
Drs.  Terry  J.  Gromer  of  Denver  and  Ray  G. 
Witham  of  Craig,  and  Drs.  Fred  R.  Harper  of 
Denver  and  Walter  M.  Boyd  of  Greeley  were 
elected  by  acclamation. 

Vice  Speaker  Bolton  then  proceeded  by  inde- 
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pendent  actions  in  each  instance  to  conduct  the 
election  of  the  following  nominees  submitted  to 
the  House  by  the  Nominating  Committee,  there 
being  no  nominations  from  the  floor: 

Councilor,  District  No.  3,  three-year  term:  Dr. 
Harry  C.  Bryan  of  Colorado  Springs. 

Councilor,  District  No.  6,  three-year  term:  Dr. 
Harvey  M.  Tupper  of  Grand  Junction. 

Councilor,  District  No.  7,  three-year  term:  Dr. 
George  G.  Balderston  of  Montrose. 

For  Members  of  the  Grievance  Committee,  each 
for  a two-year  term,  six  to  be  elected:  Dr.  Monroe 
R.  Tyler  of  Denver,  Dr.  Gordon  H.  Vandiver  of 
La  Junta,  Dr.  Edward  J.  Kinzer  of  Johnstown, 
Dr.  Robert  H.  Smith  of  Colorado  Springs,  Dr. 
Robert  C.  Lewis,  Jr.,  of  Glenwood  Springs,  Dr. 
Ray  G.  Witham  of  Craig. 

For  Delegate  to  the  A.M.A.,  two-year  term  be- 
ginning January  1,  1959:  Dr.  Kenneth  C.  Sawyer 
of  Denver. 

For  Alternate  Delegate  to  the  A.M.A.,  same 
two-year  term:  Dr.  Irvin  E.  Hendryson  of  Denver. 

For  Foundation  Advocate:  Dr.  Walter  W.  King 
of  Denver. 

For  Speaker  of  the  House  of  Delegates:  Dr. 
Vernon  L.  Bolton  of  Colorado  Springs. 

(Dr.  Harry  C.  Hughes,  Constitutional  Secre- 
tary, presided  during  the  election  of  Vernon  L. 
Bolton  as  Speaker.) 

For  Vice  Speaker  of  the  House  of  Delegates: 
Dr.  William  M.  Covode  of  Denver. 

For  the  place  of  the  92nd  Annual  Session,  to 
be  held  in  1962:  Colorado  Springs. 

Vice  Speaker  Bolton  called  for  additional  re- 
ports from  any  board,  officer  or  committee: 

Supplemental  report  of  Executive  Secretary 

Mr.  Sethman  delivered  a verbal  supplement,  reminding 
the  House  that  this  was  the  first  time  the  Society  had  con- 
ducted its  Annual  Session  in  scientific  sections.  He  explained 
that  the  attendance  at  individual  sections,  of  which  there 
were  four,  had  been  much  smaller  than  would  have  been  the 
case  at  a general  session,  but  that  total  registration  of  physi- 
cians at  this  meeting  was  200  above  the  previous  largest 
Annual  Session  held  in  Colorado  Springs,  and  equalled  the 
1957  registration  at  the  Denver  Annual  Session.  He  stated 
that  the  Scientific  Program  Committee  would  appreciate 
advice,  formal  or  informal,  from  the  House  as  to  continuance 
of  the  section  plan,  which  was  undertaken  this  year  at  House 
direction  as  a one-year  experiment. 


Specialists  on 

IMPLANT  EYES 

It  has  been  our  privilege 
to  work  with  leading 
specialists  in  building 
plastic  eyes  to  order  for 
all  types  of  implants. 

Also  serving  the  doctor 
and  his  patient  with 
regular  all-plastic  eyes 
and  glass  eyes.  Assort- 
ments sent  on  memo.  In  business  since  1906.  Write  or 
phone  for  full  details. 

DENVER  OPTIC  COMPANY 

330  University  Bldg.,  910  16th,  Denver  2.  MA.  3-5638 


The  above  report  was  discussed  by  Drs.  Reg- 
inald Fitz,  Morgan  Berthrong,  G.  C.  Milligan, 
Wesley  Eisele,  James  M.  Perkins,  Terry  J.  Gromer, 
and  Vice  Speaker  Bolton,  presiding,  who  summed 
up  the  discussion,  without  motion,  as  indicating 
that  all  discussants  seemed  to  approve  continuance 
of  sectionalizing  the  Annual  Sessions.  He  asked  if 
anyone  felt  otherwise,  and  there  was  no  response. 

Second  report  of  the  Reference  Committee 
on  Legislation  and  Public  Relations 

In  the  absence  of  Chairman  John  H.  Amesse, 
Dr.  Kenneth  E.  Gloss,  a committee  member,  sub- 
mitted the  following  supplemental  report  of  the 
Reference  Committee  on  Legislation  and  Public 
Relations  which  was  on  motion  regularly  seconded 
and  carried  without  dissent;  adopted: 

Your  reference  committee  approves  the  report  on  the 
status  of  Medicare,  as  presented  to  the  House  of  Delegates  by 
President-elect  Zarit  on  September  25,  1958. 

JOHN  H.  AMESSE,  Chairman 
DALE  M.  ATKINS 
SIDNEY  E.  BLANDFORD 
WILLIAM  S.  CURTIS 
KENNETH  E.  GLOSS 
S.  C.  PERCEFULL 

The  Secretary  announced  that  all  reference 
committees  had  completed  their  duties  and  that 
there  remained  no  unfinished  business  before  the 
House. 

Dr.  Blandford  moved  that  the  Society  express 
appreciation  to  the  management  of  the  Broadmoor 
Hotel  for  its  cooperation  and  fine  organization  in 
assisting  in  the  conduct  of  this  session;  and  Dr. 
Perkins  moved  that  the  House  express  its  appreci- 
ation to  the  local  Entertainment  Committee  and 
to  the  Woman’s  Auxiliary  for  their  arrangements. 

Vice  Speaker  Bolton  declared  these  motions  in 
order  and  each  was  seconded  and  carried  without 
dissent. 

New  business 

Sam  Downing  (Denver):  “I  would  like  to  make  a motion 
concerning  an  article  appearing  in  the  Denver  News  this 
morning.  Is  that  in  order?” 

Vice  Speaker  Bolton:  “It  would  not  be  in  order  without 
going  through  the  formal  procedure  with  respect  to  entertain- 
ing new  business.  We  would  have  to  have  a motion  to  enter- 
tain new  business,  supported  by  a two-thirds  vote  of  all 
Delegates  registered.” 

Dr.  Downing:  “I  would  like  to  make  that  motion  that  we 
be  allowed  to  entertain  that  business.” 

(The  motion  was  seconded.) 

Dr.  Downing:  “An  article  in  the  Denver  News  this  morning 
on  page  8 gives  almost  verbatim  the  list  of  nominees  for  all 
the  offices  of  the  State  Society,  as  if  they  had  been  elected 
already.  They  had  not  been  elected  at  the  time  this  appeared 
in  the  paper;  and  I feel  that  it  is  a very  bad  thing  to  happen.” 

Vice  Speaker  Bolton  called  on  the  Secretary, 
who  read  the  following  from  the  Society’s  By- 
Laws: 

“No  new  business  shall  be  introduced  on  the  last  day  of 
the  Annual  Session  or  Midwinter  Clinical  Session  of  the  House 
except  by  the  consent  of  a two-thirds  vote  of  all  accredited 
members  of  the  House  registered  at  that  Annual  or  Mid- 
winter Clinical  Session;  and  final  action  on  any  such  new 
business  shall  require  a two-thirds  vote  of  those  present.” 

Secretary  Sethman  certified  that  79  Delegates 
had  registered  at  the  session  so  far,  and  permissive 
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vote  of  two-thirds,  or  53  Delegates,  would  there- 
fore be  requited  to  consider  new  business,  less 
than  45  Delegates  being  now  present. 

Dr.  Downing  agreed  that  this  precluded  action 
on  new  business  today,  and  on  advice  of  the  Chair 
withdrew  his  motion,  and  instead  moved  that  this 
matter  be  referred  to  the  Board  of  Trustees  for 
appropriate  disposition.  In  discussion  of  the  latter 
motion.  Dr.  Downing  spoke  as  follows: 

“A  thing  of  this  sort  seems  to  me  to  be  inexcusable,  for 
an.  article  telling  who  was  elected  to  our  state  offices  to 
appear  in  a paper  before  our  election  has  taken  place.  I think 
it  is  obvious  that  it  is  very,  very  bad.  It  brings  up  an  immedi- 
ate question  in  the  minds  of  anybody  who  reads  it  and  is 
associated  with  the  Society:  How  did  this  get  out?  It  immedi- 
ately throws  a slight  breath  of  suspicion  upon  every  member 
of  the  Nominating  Comimttee,  and  it  throws  a breath  of 
suspicion  upon  the  Executive  Office.” 

Dr.  Gromer:  “I  think  everyone  should  know,  and  particu- 
larly Sam  Downing,  that  these  have  all  been  open  meetings, 
and  we  cannot  dictate  to  any  paper,  only  ask  for  their  co- 
operation. The  press  attended  these  meetings.  There  was  no 
leak.  They  sat  right  here  and  listened  to  your  reports,  Sam. 
There  is  no  reflection  on  the  Executive  Staff,  on  your  com- 
mittee, or  anybody  else.” 

Dr.  Tice:  “It  is  strictly  a reflection  on  bum  reporting.” 

There  was  no  further  discussion.  The  motion 
was  carried  without  dissent,  and  Vice  Speaker 
Bolton  announced  the  question  would  be  forward- 
ed to  the  Board  of  Trustees. 

There  was  no  further  business,  and  upon  in- 
quiry by  the  Chair,  the  Secretary  reported  that 
all  reference  committees  had  completed  their  busi- 
ness and  the  official  desk  was  clear.  After  the 
House  heard  announcements.  Vice  Speaker  Bolton 
declared  the  House  adjourned,  without  day,  at  9:00 
a.m.,  September  27,  1958. 


The  above  Abstract  of  Minutes  of  the  House  of 
Delegates  is  respectfully  submitted  to  the  Society. 

HARVEY  T.  SETHMAN, 
Secretary,  House  of  Delegates. 


Pediatric  postgraduate  day 

The  Department  of  Pediatrics  of  the  University 
of  Colorado  Medical  Center  announces  a monthly 
Pediatric  Postgraduate  Day  to  be  held  on  the  first 
Friday  of  each  month,  October  through  June,  in 
Sabin  Auditorium,  Colorado  General  Hospital. 
10:30-11:15 — Presentation  and  discussion  of  inter- 
esting cases  from  the  wards  and  clinics. 

11:15-12:10 — Clinical  Pathologic  Conference. 
1:00-2:00 — Grand  Rounds. 

2:00-3:00 — Seminars  (in  small  groups)  on  various 
pediatric  subspecialties. 

This  course  is  approved  for  credit  in  Category 
I,  American  Academy  of  General  Practice.  Regu- 
lar Pediatric  Grand  Rounds  will  be  continued 


every  Friday  at  1:00  p.m.  in  Sabin  Auditorium 
during  the  academic  year. 

General  practitioners,  pediatricians  and  others 
interested  in  the  care  of  children  are  cordially 
invited  to  attend.  Further  information  may  be 
obtained  from  Henry  K.  Silver,  M.D.,  Professor  of 
Pediatrics,  University  of  Colorado  Medical  Center, 
4200  East  Ninth  Avenue,  Denver  20,  Colorado. 


Old  age  pensioners’  medical  program 

When  problems  arise  regarding  return  of  pen- 
sioners either  to  their  own  abode,  home  of  rela- 
tives, or  when  nursing  home  placement  is  required, 
or  when  a patient  is  reluctant  to  return  home 
after  having  been  discharged  from  the  hospital  by 
his  physician,  call  upon  the  Welfare  Department 
Director  of  the  pensioner’s  home  county  for  assist- 
ance. Welfare  Department  personnel  will  make 
necessary  plans  for  the  pensioner  in  the  above 
instances. 


Obituaries 

GEORGE  S.  CATTERMOLE 
Dr.  George  S.  Cattermole,  58,  Denver  surgeon, 
died  of  a heart  attack  September  8,  in  his  home 
at  1980  Forest  Parkway,  Denver. 

Dr.  Cattermole  was  born  April  6,  1900,  in 
Boulder,  Colorado.  He  was  a graduate  of  the 
University  of  Colorado  Medical  School. 

Dr.  Cattermole  was  a fellow  in  the  Inter- 
national College  of  Surgeons  and  a member  of 
the  American  Medical  Association,  and  the  Colo- 
rado State  and  Denver  Medical  Societies. 

CHARLES  ANGEL  SHEPARD 
Dr.  Charles  Angel  Shepard  died  September  16, 
1958,  in  Veterans  Hospital. 

Dr.  Shepard  was  born  in  Bellville,  Ontario, 
Canada,  October  9,  1871,  and  received  his  M.D. 
degree  from  Trinity  and  Toronto  University,  May, 
1896. 

He  was  an  emeritus  member  of  the  American 
College  of  Chest  Physicians;  life  emeritus  member 
of  the  Denver  and  Colorado  Medical  Societies  and 
the  American  Medical  Association.  He  had  prac- 
ticed medicine  for  55  years. 

HARRY  E.  RAHMING,  II 
Dr.  Harry  E.  Rahming,  II,  was  born  October 
17,  1927,  in  Denver,  Colorado.  He  graduated  from 
the  University  of  Colorado  with  a B.S.  degree  in 
1947,  and  received  his  M.D.  degree  from  the  Uni- 
versity of  Colorado  School  of  Medicine,  June,  1953. 
He  took  his  life  September  14,  1958. 

Dr.  Rahming  was  a member  of  the  Denver  and 
Colorado  State  Medical  Societies  and  the  Ameri- 
can Medical  Association. 


for  November,  1958 
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SPRAINED 

or 

SINUS 

INFLAMED? 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDA 

STRfPTOKINASE-STREPTOOORNASE 


New  physicians 

Recently  31  persons  were  licensed  to  practice 
medicine  and  surgery  in  Utah.  Eighteen  persons 
— including  two  women — passed  written  examina- 
tions given  by  the  State  Medical  Examining  Com- 
mittee. An  additional  13  were  licensed  after  pass- 
ing examinations  of  other  states  or  the  National 
Board. 

Heart  Association 

The  Utah  Heart  Association  is  now  ready  to 
receive  applications  requesting  funds  for  the  1959 
research  grants  from  persons  in  Utah  who  are 
interested  in  heart  and  blood  vessel  research.  Ap- 
plications must  be  sent  to  415  South  2nd  East, 
Salt  Lake  City,  Utah,  by  October  15,  1958. 

Major  advances  have  been  made  in  heart  sur- 
gery and  in  rheumatic  fever  prevention  but  more 
is  required  in  these  fields.  Also  needed  is  basic 
research  in  the  biochemistry  and  prevention  of 
hardening  of  the  arteries,  heart  attacks,  strokes 
and  high  blood  pressure.  All  the  heart  dollars 
raised  in  Utah  by  the  Utah  Heart  Association  will 
go  into  local  and  national  research  programs  in 
1958-59,  with  the  largest  portion  being  allocated 
for  heart  research  in  Utah.  Since  1948,  more  than 
$32,000,000  have  been  channeled  into  scientific 
heart  research  by  the  American  Heart  Association 
and  its  affiliates. 

Blue  Shield  elects  officers 

Dr.  Paul  A.  Clayton,  Salt  Lake  City,  was  re- 
elected President  of  the  Utah  Medical  Service  Bu- 
reau (Blue  Shield)  at  the  September  25th  meeting 
of  the  medical  insurance  plan’s  Board  of  Di- 
rectors. 

Dr.  Garner  B.  Meads,  Salt  Lake  City,  was  also 
re-elected  Vice  President  of  the  organization, 
with  Dr.  Wilford  G.  Biesinger  of  Spring ville  suc- 
ceeding Dr.  Wendel  J.  Thomson  of  Ogden  as  Treas- 
urer. Lewis  G.  Hersey  was  re-elected  to  the 
position  of  Secretary. 

Obituary 

JULIAN  C.  HARDIE 

Julian  Carter  Hardie,  M.D.,  died  August  17 
from  causes  incident  to  age.  He  attended  Ham- 
mond Hall  School  in  Salt  Lake,  and  was  graduated 
from  the  University  of  Pennsylvania.  He  prac- 
ticed in  Salt  Lake  City  until  his  retirement  in 
1947. 

Dr.  Hardie  was  a member  of  the  Salt  Lake 
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there  s pain 
and  inflammation  here, 
it  could  be  mild  or 
severe,  acute  or  chronic, 
primary  or  secondary  fibrositis 
' or  even  early 
- Rheumatoid  arthritis 


more  potent  and  comprehenswe 
treatment  than  salicylate  alone 
. . . assured  anti-inflammatory 
effect  of  iow-dosage  corticosteroid  ’ 
. . . additive  antirheumatic  action 
of  corticosteroid  plus  salicylate 

brings  rapid  pain  relief; 
aids  restoration  of  function 
more  easily  manageable  corticosteroid  dosage 
. . . much  less  likelihood  of 
treatment-interrupting  side  effects 


Composition 

Meticortem®  (prednisone)  ..  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide 75  mg. 

Ascorbic  acid  20  mg. 

Packaging: SsaMAGEN ©Tablets,  bottles 
of  100  and  1000. 

References;  1.  Spies,  T.  D.,  et  al.: 
J.A.M.A.  159:645,  1955.  2.  Spies,!.  D., 
et  ai.:  Postgrad.  Med.  17:1,  1955.  3. 
Gelli,  G.,  and  Delia  Santa,  L.:  Minerva 
Pediat.  7:1456,  1955.  4.  Guerra,  F.: 
Fed.  Proc.  12:326,  1953.  5.  Busse, 
E.  A.:  Clin.  Med.  2:1105,  1955.  6. 
Sticker,  R.  B.;  Panel  Discussion,  Ohio 
State  M.  J.  52:1037,  1956. 

Complete  information  on  the  use  of 
SiGMAGEN  available  on  request. 

SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 
5 e-J-198 


County  Medical  Society,  Utah  State  Medical  Asso- 
ciation and  the  American  Medical  Association. 

He  is  survived  by  his  widow,  two  sons,  two 
stepsons  and  a stepdaughter. 


Abstract  of  Minutes* 

House  of  Delegates 

Utah  State  Medical  Association 

64th  Annual  Meeting 

September  9-10 

Hotel  Utah,  Salt  Lake  City 

FIRST  MEETING 
September  9,  1958 

The  64th  Annual  Meeting  of  the  House  of  Dele- 
gates of  the  Utah  State  Medical  Association  was 
called  to  order  at  9:20  o’clock  a.m.  in  the  Junior 
Ballroom,  Hotel  Utah,  Salt  Lake  City,  Utah,  by 
Speaker  of  the  House  of  Delegates  Drew  M.  Peter- 
sen, M.D.,  and  the  following  proceedings  were 
had: 

Dr.  Warren  R.  Tepper,  Chairman  of  the  Cre- 
dentials Committee,  reported  a quorum  present. 

Minutes  of  the  1958  Interim  Session  held  April 
9,  1958,  were  approved  as  published  in  the  Rocky 
Mountain  Medical  Journal. 

Speaker  Petersen:  At  this  time,  it  gives  me  a 
great  deal  of  pleasure  to  introduced  our  President, 
Dr.  Reed  W.  Farnsworth,  Cedar  City. 

President’s  report 

It  IS  probable  that  I shall  never  again  have  the  opportunity 
to  face  a captive  audience  of  so  select  a group  of  my  col- 
leagues, so  I cannot  resist  this  opportunity  to  make  a speech. 
In  reporting  to  you  the  account  of  my  stewardship  of  this 
organization  during  the  past  year,  may  I call  your  attention 
to  the  written  report  of  the  Council  which  is  published  in 
your  Handbook.  Some  of  my  remarks  here  may  repeat  certain 
parts  of  that  report. 

Perhaps  foremost  among  the  accomplishments  of  this 
year’s  administration  has  been  the  emphasis  we  have  placed 
on  meeting  with  allied  professional  groups  and  discussing  our 
common  problems.  A list  of  such  organizations  comprise  the 
following:  Farm  Bureau  Federation  and  Auxiliary,  including 
F.F.A.,  4-H,  church  welfare  and  other  farm  interested  or- 
ganizations; press,  radio  and  TV;  Utah  State  Pharmaceutical 
Association,  representatives  of  organized  labor,  U.  of  U. 
Medical  School,  insurance  underwriters,  legislative  council, 
Utah  State  Hospital  Association,  Utah  Industrial  Commission, 
Utah  State  Welfare  Commission,  including  the  Governor. 
We  have  discussed  a meeting  with  the  Utah  State  Bar  Asso- 
ciation, but  such  a meeting  has  not  materialized  due  to  the 
fact  that  by  mutual  arrangement  they  were  to  call  the  meet- 
ing. Through  these  many  meetings  a great  deal  of  misunder- 


"Reproduced  from  the  complete  transcript  of  the  meeting  as 
taken  by  a certified  shorthand  reporter. 


standing  has  been  cleared  and  support  found  for  many  of 
our  projects.  I suggest  that  the  Utah  State  Dental  Association 
and  Nursing  organization  be  added  to  this  list  for  the  future. 

Headquarters  Building:  During  the  past  year  complete 
ownership  of  our  headquarters  building  was  acquired  by 
purchasing  the  equity  held  by  the  Medical  Service  Bureau. 
Plans  for  renovation  were  developed  and  the  contract  let  to 
the  successful  bidder.  This  building  is  now  nearing  comple- 
tion and  should  be  ready  for  complete  occupancy  within 
several  weeks.  To  meet  construction  costs  a loan  for  $25,000 
has  been  negotiated.  Much  of  the  costs,  including  upkeep, 
taxes,  interest  and  amortization  can  be  met  from  the  income 
from  rental  space  in  the  building,  which  is  not  now  needed 
for  our  organization  use. 

A retirement  program  has  been  set  up  for  our  Executive 
Secretary  and  office  personnel  which  protects  the  Association 
as  well  as  gives  tenure  incentive  to  these  positions.  This  is  in 
keeping  with  policies  of  other  similar  state  medical  organiza- 
tions. 

Innovations  which  have  been  implemented  this  year  for  the 
first  time  include  the  interim  session  of  the  House  of  Dele- 
gates which  was  held  April  9th.  It  was  at  this  time  we  re- 
ceived the  unfortunate  news  that  our  Persident-elect  must 
retire  from  office  on  orders  from  his  physician.  This  vacancy 
was  filled  by  this  body  by  electing  Ulrich  R.  Bryner,  M.D., 
to  that  office.  This  in  turn  necessitated  filling  the  office  of 
Speaker  of  the  House  of  Delegates,  an  office  Dr.  Bryner 
was  fulfilling.  Drew  M.  Petersen,  M.D.,  was  elected  to  fill 
this  vacancy. 

It  is  the  feeling  of  the  Council  and  most  delegates  that 
have  been  contacted,  that  this  interim  session  fills  a definite 
need.  One  full  year  is  too  long  to  wait  to  transact  the  busi- 
ness required  of  the  House  of  Delegates.  The  mid-year  session 
also  relieves  the  congested  calendar  and  the  oft-times  hasty 
decisions  made  necessary  by  the  single  yearly  session.  It  is 
my  recommendation  that  this  mid-year  meeting  of  the  House 
of  Delegates  be  continued. 

Another  “first”  with  this  year’s  administration  was  the 
Information  and  Public  Relations  Clinic  held  here  in  Salt 
Lake  City  to  which  all  district  presidents,  secretaries  and 
Council  members  were  asked  to  attend.  Two  representatives 
of  the  A.M. A.  were  sent  out  and  considerable  valuable  and 
informative  ideas  were  passed  on  at  that  time.  It  was  the 
expressed  opinion  of  those  present  that  this  meeting  served 
a useful  purpose. 

The  implementation  of  the  Public  Relations  Program  with 
a paid  professional  firm  (David  W.  Evans  & Associates)  was 
initiated  this  year.  The  report  of  the  activities  in  this  field 
is  found  in  the  Handbook  under  the  Public  Relations  Com- 
mittee report.  I believe  this  is  worthy  of  continuation,  par- 
ticularly since  we  face  a legislative  year  ahead. 

The  study  authorized  by  the  House  of  Delegates  last  ses- 
sion to  employ  the  Bureau  of  Economic  Research  to  accumu- 
late facts  concerning  training  and  licensure  of  certain  cults 
practicing  in  Utah  is  proceeding  according  to  schedule. 

The  formation  of  the  Emeritus  Club,  consisting  of  our 
retired  members  with  our  Honorary  President  as  head,  got 
off  to  a promising  start  under  the  leadership  of  F.  A.  King, 
M.D.  Dr.  King  has  recently  had  major  surgery  and  his  con- 
valescence has  temporarily  stalled  the  activities  of  this 
group,  but  the  motives  and  objectives  of  the  group  in  collect- 
ing early  Utah  medical  history  and  relics  seem  to  have  great 
appeal. 

May  I now  exercise  my  prerogative  as  retiring  President 
to  interpose  here  a few  suggestions  for  your  consideration 
based  upon  my  observations  incident  to  this  office: 

It  is  my  considered  opinion  that  the  Utah  State  Medical 
Association  should  assume  and  exercise  a more  rigid  disci- 
plinary action  against  the  recalcitrant  2 to  3 per  cent  of  our 
members  who  persistently  and  continually  bring  embarrass- 
ment and  disrepute  to  the  remaining  97  per  cent  of  our 
members.  It  appears  to  me  to  be  poor  economy  to  add  sub- 
stantially to  our  annual  dues  for  the  purpose  of  improving 
public  relations  and  at  the  same  time  appear  to  condone  the 
actions  of  these  few  members  of  our  group.  I recommend  the 
denial  of  fellowship  of  our  organization  to  these  members 
(and  they  are  well  known)  until  such  a time  as  they  can 
present  evidence  that  their  professional  demeanor  complies 
to  the  standards  of  our  organization. 

May  I further  suggest  to  our  incoming  President  a more 
liberal  use  of  the  newer  members  of  our  organization  in 
setting  up  the  committee  structure  for  the  coming  year? 
This  becomes  one  of  his  first  official  acts.  I also  believe  my 
administration  might  have  been  negligent  in  welcoming  the 
newly  licensed  members  of  our  profession  into  the  State 
Medical  Association. 

And.  now  as  a parting  bit  of  personal  philosophy,  it  seems 
to  me  the  moral  fiber  of  our  profession  might  be  improved 
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if  each  of  us  put  under  the  glass  on  our  desk-tops  for  daily 
consideration  the  words  of  Ostler:  “To  serve  the  weak  we 
become  strong — to  serve  the  poor  we  become  rich.” 

I appreciate  the  honor  of  having  been  called  to  serve  as 
President  of  this  organization  this  past  year  and  gratefully 
acknowledge  the  complete  cooperation  given  me  by  the 
executive  office  staff:  Mr.  Bowman,  Donna,  Maxcine  and 
Sharon;  the  members  of  the  State  Council  and  this  House  of 
Delegates.  It  is  with  a profound  sense  of  satisfaction  that  I 
now  pass  the  mantle  of  this  office  on  to  the  very  capable 
hands  of  Dr.  U.  R.  Bryner. 

Speaker  Petersen;  It  now  gives  me  a great  deal 
of  pleasure  to  introduce  the  President  of  the 
Medical  Auxiliary  to  the  Utah  State  Medical  Asso- 
ciation, Mrs.  Irma  Gottfredson,  Salt  Lake  City. 
Mrs.  Gottfredson. 

Mrs.  Gottfredson;  I think  you  all  realize  that  it 
is  very  difficult  for  a woman  to  say  a few  words, 
but  that  I shall  try  to  do. 

As  the  new  President  of  the  Woman’s  Auxiliary,  I should 
like  to  thank  you  for  this  opportunity  to  report  our  activities 
since  May  18th,  at  which  time  new  officers  were  elected,  and 
to  tell  you  something  about  our  plans  for  the  year  ahead. 

Our  objectives  are: 

1.  To  assist  the  American  Medical  and  the  State  Medical 
Associations  in  their  programs  for  the  advancement  of  medi- 
cine and  public  health. 

2.  To  cultivate  friendly  relations  and  promote  mutual 
understanding  among  physicians’  families. 

Underlying  everything  that  we  do  is  our  desire  to  serve 
the  medical  profession.  We  are  trying  to  deserve  the  tribute 
paid  us  last  year  by  Dr.  Allman  when  he  said,  “The  Auxiliary 
is  the  staunchest  ally  that  medicine  has.” 

A great  effort  was  made  last  spring  to  prepare  the  new 
officers  for  their  work.  Literature  was  obtained  from  the 
National  Auxiliary  office  and  made  into  packets.  These  were 
given  to  all  officers,  state  and  county  presidents,  presidents- 
elect  and  committee  chairmen.  Such  items  as  The  Personality 
of  Medicine;  Principles  of  Medical  Ethics;  Health  Care  for 
the  Aged — a few  of  the  many  items  Included.  Also  these: 
Everyone  Should  Know  About  Doctors,  and  many  pamphlets 
which  would  help  the  women  to  have  a better  background 
for  their  work.  This  material  was  distributed  May  18th  so 
that  it  could  be  studied  before  the  School  of  Instruction. 
This  advance  preparation  resulted  in  an  excellent  School  of 
Instruction  on  June  18th  which  was  attended  by  a large 
group  of  Auxiliary  members  from  all  of  the  organized  coun- 
ties. Approved  health  programs,  exhibits,  and  films  were 
made  available  to  our  own  groups  with  the  instruction  that 
these  programs  be  used  in  other  civic  organizations.  Two 
excellent  public  relations  films  of  medical  interest  were 
shown:  YOUR  DOCTOR  and  EVEN  FOR  ONE. 

Our  priority  project  this  year  is  to  assist  the  State  Medical 
Association  with  its  legislative  program.  Mr.  Grant  Aadnesen 
gave  us  an  excellent  briefing  on  this  subject  at  the  June  18th 
meeting.  Subsequent  meetings  during  the  summer  with  your 
State  Legislative  Committee  and  public  relations  experts  plus 
the  careful  study  of  the  Brochure  on  Legislation,  will  enable 
the  Auxiliary  members  to  give  you  intelligent  help  with  your 
legislative  program. 

Activity  on  the  J enkins-Keough  Bills 

Literature  has  been  made  available  to  all  County  Presi- 
dents for  distribution.  Discussions  have  been  held  at  all 
meetings. 

July  29,  1958,  at  the  request  for  an  immediate  all-out  cam- 
paign by  Mrs.  Charles  L.  Goodhand,  Legislation  Chairman  to 
the  Woman’s  Auxiliary  to  the  A.M.A.,  and  with  the  approval 
of  the  State  Medical  Association,  each  county  was  notified 
by  night-letter  to  wire  Senators  Bennett  and  Watkins,  re- 
questing support  of  legislation  for  “Retirement  Tax  Equity 
for  Self-Employed.” 

In  Salt  Lake  County  the  telephone  committees  contacted 
individual  members,  requesting  that  wires  be  sent.  Legislative 
Committee  members  of  the  State  Auxiliary  contacted  friends 
both  in  and  out  of  the  medical  profession,  asking  their  help. 
Many  of  our  CPA  friends  were  also  contacted.  Governor 
Clyde  responded  to  a call  by  sending  a wire  to  Senator 
Bennett. 

August  2,  1958,  Dr.  Fister  requested  that  more  pressure 
be  added  and  more  wires  were  sent  to  Senator  Bennett  from 
Legislative  Committee  members  and  friends.  The  past  Presi- 
dents of  the  Auxiliary  also  sent  telegrams. 


Activity  on  the  Basic  Science  Law 

August  18,  1958,  each  member  of  the  Utah  State  Medical 
Auxiliary  was  mailed  a packet  containing: 

1.  A letter  of  instruction  requesting  individual  assistance 
for  passage  of  the  proposed  Basic  Science  Law.  Each  person 
was  given  the  names  of  candidates  representing  her  particular 
district  who  are  running  for  the  House  of  Representatives 
and  the  Senate.  Salt  Lake,  Utah,  and  Weber  Counties  were 
supplied  with  their  voting  district  number. 

2.  A copy  of  the  Basic  Science  Law. 

3.  A copy  of  “Myth  and  Menace.” 

4.  Three  copies  of  the  small  green  pamphlet,  “Why  Utah 
Needs  a Basic  Science  Educational  Requirements  Law.” 

This  literature  was  sent  to  801  Auxiliary  members.  Wher- 
ever possible,  members  were  supplied  with  information  on 
the  attitude  of  individual  candidates  pertaining  to  the  Basic 
Science  Law. 

Information  on  both  the  Jenkins-Keogh  Bills  and  the  Basic 
Science  Law  was  published  in  the  September,  1958,  issue  of 
THE  CAPSULE,  the  quarterly  publication  of  the  Auxiliary. 

Other  projects  and  activities  will  be  centered  around  the 
national  theme  for  1958-1959:  SAFEGUARD  TODAY’S  HEALTH 
FOR  TOMORROW.  As  we  transfer  this  theme  into  specific 
programs  and  projects  on  Safety,  Today’s  Health,  Paramedical 
Careers  Recruitment,  Mental  Health,  American  Medical  Edu- 
cation Foundation,  Civil  Defense,  and  Health  Care  for  the 
Aged,  we  shall  be  doing  good  in  our  Utah  communities  and 
we  shall  be  letting  the  public  know  that  we  are  doing  good. 
Community  service  is  good  public  relations. 

Delegate  to  A.M.A. 

Dr.  Castleton;  Dr.  Petersen,  and  Members  of 
the  House.  My  report  is  contained  in  your  folder; 
it  is  rather  a lengthy  one  and  I don’t  think  I need 
to  read  it  or  comment  on  it  except  to  say  that  if 
any  of  you  have  any  questions  you  would  like  to 
ask  me  I would  be  very  happy  to  attempt  to 
answer  them.  I sincerely  hope  that  a good  segment 
of  our  membership  has  read  this  report  or  some- 
thing comparable  so  that  they  are  informed  re- 
garding the  activities  of  the  American  Medical 
Association.  I find  a lot  of  doctors  take  an  interest 
in  the  County  Society  but  not  much  in  the  State 
Society  and  I find  some  who  take  an  interest  in 
the  State  and  not  very  much  in  the  A.M.A.,  and 
if  there  is  anything  I can  do  to  assimilate  activities 
of  the  American  Medical  Association  and  this 
House  of  Delegates,  I certainly  hope  to  do  so.  I 
know  of  no  significant  developments  since  the 
June  meeting  except  that  the  Jenkins-Keough 
Bill  was  not  successful  in  passing  the  Congress. 
However,  it  did  pass  the  House  by  a large  ma- 
jority and  at  least  32  Senators  have  indicated  that 
they  are  in  favor  of  it  and  we  think  on  that  basis 
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that  there  is  a good  chance  that  it  will  be  revived 
at  the  next  Congress  with  perhaps  a better  chance 
of  passage.  As  you  know,  legislation  in  similar 
form  has  been  introduced  in  a number  of  past 
sessions  of  Congress  and  this  is  the  only  one  that 
has  really  gotten  out  of  committee,  so  we  do 
think  that  some  progress  has  been  made. 

Speaker  Petersen:  Gentlemen,  do  you  have  any 
questions  you  would  like  to  direct  to  Dr.  Castle- 
ton? 

Dr.  Hunter:  I would  like  to  get  Dr.  Castleton’s 
opinion  on  what  he  thinks  is  the  future  of  the 
Social  Security  Act  regarding  physicians. 

Dr.  Castleton:  Well,  this  matter  came  in  for 
a good  deal  of  discussion  at  the  House  of  Dele- 
gates in  San  Francisco.  There  were  several  resolu- 
tions introduced.  It  is  my  feeling  that  there’s  the 
feeling  in  favor  of  Social  Security  that  has  been 
growing  somewhat  in  recent  years.  So  far,  the 
House  of  Delegates  to  the  A.M.A.  is  very  much 
opposed  to  it,  although  not  unanimously  so.  As 
you  know,  we  had  a poll  of  our  Society  here  be- 
fore the  last  meeting  and  the  response  was  in 
favor  of  the  measure.  On  that  basis  I voted  in 
favor  of  a resolution  for  it  at  San  Francisco,  or 
rather  I voted  against  the  resolution  which  was 
opposed  to  it — let’s  put  it  that  way.  I am  not  quite 
sure  but  I think  there  is  some  increase  in  the 
trend  toward  favoring  Social  Security  for  physi- 
cians but  I think  that  by  and  large  the  Delegates 
and  the  Officers  of  the  A.M.A.  are  pretty  strongly 
opposed  to  it.  I wonder  sometimes  whether  the 
House  of  Delegates  to  the  A.M.A.  really  has  the 
pull,  so  to  speak,  of  the  members  and  in  our  last 
poll  that  we  had  here  certainly  indicates  that,  if 
I interpret  correctly,  that  the  Utah  State  Medical 
Association  does  favor  Social  Security  for  this 
state. 

Speaker  Petersen:  The  next  item  of  business  is 
the  report  of  the  Secretary. 

Report  oj  the  Secretary 

Dr.  Hunter:  I submit  to  you  the  report  of  the 
Secretary  and  Scientific  Program  Committee  as 
published  in  your  Handbook  on  pages  61  and  62. 
Now  I will  not  burden  you  further  with  reading 
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the  details  of  the  report  nor  do  I have  anything 
to  add  except  the  comment  that  we  hope  that  you 
will  support  your  State  meetings  and  in  noticing 
the  attendance  last  year,  as  our  good  Delegate 
from  Nevada,  Dr.  Hall,  commented  that  he  thought 
it  was  the  largest  attendance  proportionately 
speaking  for  any  medical  society. 

Report  of  the  Treasurer 

Dr.  Dalrymple:  I would  like  to  have  you  place 
the  balance  sheet  before  you  and  I will  try  to 
break  this  down  for  you. 

Budget 

Our  new  budget  is  fortunately  less  than  the  amount 
expended  in  1957-58 — in  fact  it  is  more  than  $4,000.00  less! 

1.  Our  first  item  is  the  Utah  Health  Council  which  re- 
mains at  $4,000.00. 

2.  The  expenditure  for  the  Rocky  Mountain  Medical 
Journal  is  the  same  as  the  year  1957-58.  This  greater  increase 
is  due  to  our  greater  circulation,  which  implies  greater  return 
from  anticipated  revenues. 

3.  The  Woman’s  Auxiliary  dues  are  unchanged. 

4.  The  expenditure  for  Inter-professional  Relations  is  the 
same  as  anticipated,  in  the  vicinity  of  $4,000.00. 

5.  Travel  expenses  were  unusually  high  in  1957-58.  This 
was  due  to  an  alternate  delegate  being  sent  to  the  American 
Medical  Association,  transportation  authorized  to  various  in- 
surance meetings,  and  the  various  official  American  Medical 
Association  functions  attended  by  our  State  delegates. 

6.  Our  legal  fees  are  stationary  and  reasonable  when  one 
considers  the  benefits  which  we  derive  from  them. 

Our  anticipated  total  recommended  budget  is  $42,127.63. 

The  recommended  budget  for  1958-59  is  as  recorded  on 
your  budget  sheet — $41,217.63. 

The  increase  over  the  1957-58  estimate  has  been  explained. 
The  anticipated  decrease  in  expenditures  should  be  as  true  a 
figure  as  possible  unless  some  untoward  national  disaster 
should  arise. 

The  Treasurer  wishes  to  thank  our  President,  the  Council 
of  the  Utah  State  Medical  Society,  Mr.  Harold  Bowman,  and 
the  tireless  efforts  of  his  office  staff  who  have  made  the 
Treasurer’s  task  a pleasure. 

Dr.  Tanner:  I move  the  acceptance  of  the  Audi- 
tor’s Report  as  printed  in  the  Handbook.  (Motion 
seconded  and  approved.) 

Speaker  Petersen:  Now  we  should  act  on  the 
proposed  budget  for  1959  as  presented  to  you  by 
Dr.  Dalyrmple. 

Dr.  Spear:  I move  that  we  accept  the  budget  as 
printed.  (Motion  was  seconded  and  approved.) 

Speaker  Petersen:  I would  like  to  call  for  any 
new  business  which  may  come  before  the  House 
at  this  time,  such  as  further  resolutions  to  be 
introduced  from  the  floor. 

Civil  Defense  Committee  report 

Dr.  Paul:  Page  53,  the  Civil  Defense  Committee 
report.  Dr.  Clark  Young  has  been  ill  and  is  not 
familiar  with  all  the  items  that  have  come  up  in 
the  past  year  or  since  the  last  meeting  of  our 
House  of  Delegates.  I have  personally  interviewed 
Dr.>  Young  and  he  asked  me  to  present  this  in- 
formation if  the  Council  and  the  Delegates  will 
permit. 

It  is  requested  that  the  first  sentence  of  the  Civil  Defense 
report  be  deleted  and  the  following  information  substituted 
therefor: 

(1)  During  the  past  six  months  the  title  of  the  F.C.D.A.  has 
been  changed  and  its  functions  consolidated  into  the  Office 
of  Civil  Defense  Mobilization. 

<2)  Approximately  $65,000.00  has  been  spent  to  prepare 
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and  modify  our  State  Civil  Defense  plan  and  organization 
and  a Utah  Operational  “Survival  Plan”  prepared  to  more 
adequately  fit  the  national  and  interstate  program.  The 
“Medical  and  Health  Service  Annex  1”  and  the  “Evacuation 
and  Reception  Annex  E”  are  attached. 

(3)  The  Nuclear  or  Atomic  Energy  Services  formerly  in 
the  Health  Division  of  Civil  Defense  have  been  placed  in  a 
separate  category  under  Professor  Thomas  Parmalee  because 
these  services  involve  and  are  interwoven  into  all  the  Civil 
Defense  Services,  45  Utah  High  Schools  have  been  supplied 
with  scientific  equipment  for  teaching  purposes.  September 
12,  at  the  University  of  Utah,  science  teachers  from  these 
high  schools  are  to  be  instructed  in  these  matters  so  they 
may  teach  more  successfully  their  students. 

(4)  Six  additional  200-bed  Civil  Defense  hospitals  have 
been  secured  for  storage  in  Utah.  The  specifications  require 
that  good  storage  space  be  secured  free  of  charge  outside 
the  perimeter  of  damage  by  bombing  of  metropolitan  target 
areas.  In  this  state  such  space  is  very  difficult  to  secure,  but 
Governor  Clyde  instructed  the  Highway  Patrol  and  the 
Manpower  Commission  to  assist  in  every  way  possible.  One 
200-bed  hospital,  for  teaching  purposes,  was  secured  two 
years  ago  and  stored  in  a concrete  tunnel.  This  is  now  par- 
tially uncrated  and  the  material  segregated  in  boxes  so  it 
can  quickly  be  set  up  for  hospital  department  work  in  rooms 
from  laboratory,  pharmacy,  x-ray,  triage  or  sorting,  surgery, 
central  supply,  etc.  The  x-ray  generator  works  perfectly. 
The  diesel  motor  remains  crated  as  well  as  the  water  pump 
and  storage  tank. 

The  location  of  the  six  additional  hospitals,  each  weighing 
IZV2  tons  and  valued  at  $26,500.00  are  as  follows: 

1.  Cedar  City — in  old  library  building. 

2.  Kamas — in  Town  Hall  for  use  in  local  school. 

3.  Logan — quonset  hut  at  airport. 

4.  Tooele — must  be  moved.  Too  close  to  Salt  Lake  City. 
City. 

5.  Price — space  to  be  secured. 

6.  Milford  or  Delta — space  to  be  secured. 

(5)  Several  members  of  this  Society  were  in  attendance 
at  two  Civil  Defense  conferences  designed  to  bring  us 
up-to-date  on  bacterial,  gas  and  nuclear  effects  on  civilians 
and  the  military,  conducted  by  the  Naval  Radiological  Labora- 
tory and  by  the  American  Medical  Association  Civil  Defense 


Council.  It  is  requested  that  some  young  members  of  the 
profession  be  sent  to  Walter  Reed  Hospital  where  mass 
casualty  instruction  is  given.  Such  mass  casualty  instruction 
is  essential  and  should  be  included  as  part  of  our  State  and 
County  Society  programs.  This  is  a terrible  lag,  gentlemen: 
we  haven’t  had  anything  on  such  procedures  since  two 
years  ago  at  the  college  meeting  here.  Follow-up  on  the  large 
disaster  in  the  past  shows  that  65  per  cent  of  treatment  by 
doctors  and  their  assistants  during  disaster  has  had  to  be 
done  over  again.  Also,  General  Crawford  F.  Sams  reports 
that  80  per  cent  of  the  treatable  casualties  who  died  at  Hiro- 
shima and  Nagasaki  could  have  been  saved  if  sufficient 
supplies,  antibiotics,  blood  and  fluids  had  been  available  for 
use  and  professional  and  nursing  help  had  been  conserved 
by  evacuation  procedures  now  proposed  in  the  “Utah  Opera- 
tional Survival  Plan.”  I request  that  this  be  included  in  the 
Civil  Defense  report. 

Speaker  Petersen;  I would  like  to  call  on  Mr. 
Harold  Bowman,  a hard  working  Executive  Secre- 
tary. 

Mr.  Bowman:  Mr.  Speaker,  the  Executive  Sec- 
retary’s report  will  be  found  on  pages  34-40.  I do 
not  need  to  supplement  this  report.  I would  like 
to  add  just  a little  to  Dr.  Dalrymple’s  report.  Gen- 
tlemen, you  have  had  your  assets  converted  from 
bonds  and  savings  accounts  into  the  new  building. 
As  you  heard  last  year,  the  architect  estimated 
the  new  building  would  cost,  with  new  equipment 
throughout,  approximately  $120,000.00. 

Medical  Center 

Dr.  Castleton:  Dr.  Petersen  and  members  of 
the  House,  I appear  in  a little  different  role  at 
this  time  and  I am  doing  this  with  the  consent  of 
your  presiding  officers.  Very  shortly  the  Uni- 
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versity  of  Utah  Medical  School  will  inagurate  a 
drive  for  funds  for  the  new  Medical  Center  that 
you  have  all  heard  a great  deal  about.  This  drive 
is  being  divided  into  several  different  categories; 
one  of  them  relating  to  the  medical  profession,  and 
I would  like  to  put  in  a very  strong  plea  for  your 
support,  your  financial  support  as  well  as  your 
moral  support  for  this  drive.  I would  like  to  re- 
mind you  that  this  body,  with  only  one  dissenting 
vote,  voted  to  support  this  medical  center  not 
very  long  ago  and  also  to  remind  you  that  all 
doctors  owe  medical  education  a great  debt,  a 
great  financial  debt.  I am  told  by  Dr.  Price  that 
the  current  tuition  fees  at  the  university’s  medical 
school  pay  only  about  a fifth  of  the  cost  of 
medical  education  and  I assume  that  when  the 
rest  of  us  went  to  medical  school  some  such  com- 
parable figure  was  then  the  case.  At  any  rate,  I 
say  that  we  owe  medical  education  a great  debt 
and  very  few  doctors,  I think,  currently  pay  that 
debt  and,  therefore,  I would  like  to  bespeak  your 
support.  You  will  be  contacted  before  very  long 
and  it  is  hoped  that  you  might  respond  with  as 
generous  a gift  as  can  possibly  be  made. 

Speaker  Petersen:  I would  like  at  this  time  to 
call  on  Mr.  John  Pompelli  from  Colorado  to  make 
a few  statements. 

Journal  report 

Mr.  Pompelli:  It  is  a real  pleasure  that  I have 
an  opportunity  to  be  with  you.  Mr.  Sethman  is 
committed  to  the  Montana  Medical  Association, 
which  meeting  begins  tomorrow,  and  in  Mr.  Seth- 
man’s  stead,  I would  like  to  present  the  report 
on  the  Rocky  Mountain  Medical  Journal  and  one 
or  two  other  announcements  that  may  be  of  in- 
terest to  you. 
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(A  detailed  report  of  activities  followed.) 

I want  to  bring  you  greetings  from  the  officers 
and  members  of  the  Colorado  State  Medical  So- 
ciety who  join  me  in  wishing  that  you  have  a 
successful  and  pleasant  meeting. 

Lastly,  I received  a phone  call  this  morning 
informing  me  that  the  Board  of  Trustees  of  the 
A.M.A.  has  awarded  the  1961  Interim  Meeting  to 
Denver.  The  dates  for  that  meeting  will  be  No- 
vember 28-December  1. 

Medicare 

Speaker  Petersen:  As  you  gentlemen  know,  in 
the  past  year  there  was  considerable  discussion 
concerning  the  Medicare  program  in  Washington 
and  for  your  edification  we  thought  that  it  might 
be  well  at  this  time  for  Harold  to  make  a few 
remarks  concerning  some  of  the  new  statements 
which  have  been  prepared  as  regards  to  this. 

Mr.  Bowman:  Shortly  before  August  the  8th 
we  were  called  back  to  Washington  by  the  Defense 
Department  to  discuss  changes  in  the  Medicare 
program.  The  meeting  was  held  at  the  Pentagon 
and  they  advised  us  of  some  changes  that  they 
felt  were  necessary  due  to  the  fact  that  Congress 
had  threatened  to  cut  the  budget  substantially  and 
they  got  it  restored  only  by  promising  that  they 
would  try  to  change  their  policies  because  it 
threatened  to  get  a little  bit  out  of  bounds. 

Now  one  of  the  things  that  disturbed  Congress 
was  the  fact  that  the  military  hospitals  were  not 
being  put  to  optimum  use.  They  were  being  used 
about  70  per  cent  of  capacity  and  they  were  to 
get  up  to  80  per  cent  capacity  if  possible.  So  they 
have  sent  down  a new, set  of  rules  which  will  go 
into  effect  October  1. 

Professional  insurance 

Speaker  Petersen:  At  this  time  I would  like 
to  call  on  Mr.  Leo  Porter  who  acts  as  an  insurance 
counselor  to  the  Utah  State  Medical  Association. 

Mr.  Porter:  We  have!  worked  very  closely  with 
your  Executive  Secretary  over  a period  of  years 
trying  to  solve  the  problem  of  what  seems  to  be 
very  high  malpractice  rates  for  the  State  of  Utah 
and  as  you  will  find  in  one  of  your  insurance  claim 
reports,  we  have  had  very  little  success  in  solving 
the  problem.  There  are  a lot  of  things  involved 
that  I think  will  be  interesting  to  you. 

In  the  first  place,  malpractice,  of  course,  is 
something  that  we  want  to  keep  on  a completely 
confidential  basis  and  it  is  something  that  demands 
immediate  action.  Unfortunately,  malpractice,  like 
whiskey — they  say  that  whiskey  improves  with 
age  and  malpractice,  they  claim,  deteriorates  with 
age,  so  we  are  in  favor  of  acting  just  as  rapidly 
as  possible.  One  of  the  things  that  you  try  to  do 
in  approaching  a lowering  of  rates  is  to  approach 
an  insurance  problem  on  a group  basis  and  that’s 
the  thing  that  we  have  attempted  to  do  in  the 
malpractice  field.  We  have  corresponded  during 
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the  last  two  or  three  years  with  practically  every 
leading  carrier  in  the  country.  In  fact,  we  haven’t 
stopped  with  the  United  States.  We  have  gone  to 
Switzerland  and  we  have  gone  to  London.  When 
you  leave  your  American  carriers,  if  you  were  to 
go  into  an  arrangement  of  that  kind  these  carriers 
still  have  a liability  for  at  least  a four-year  period. 
I will  leave  the  ramifications  of  legal  phases  up 
to  your  attorney,  Mr.  Grant  Aadnesen.  In  fact,  in 
approaching  this  problem  we  feel  that  it  is  unwise 
to  tie  your  malpractice  protection  to  any  one  or- 
ganization. 

For  example,  one  of  the  companies  that  we 
dealt  with  was  the  St.  Paul  Fire  and  Marine  and 
they  indicated  that  they  might  be  interested  in 
this  coverage  if  you  gentlemen  were  to  go  along 
with  the  rest  of  your  casualty  lines.  After  discuss- 
ing this  with  their  manager,  he  stated  that  they 
might  entertain  such  a thought  only  on  the  basis 
that  they  would  charge  regular  prices  and  look  at 
the  situation  about  three  years  from  now  provided 
you  gave  the  rest  of  your  casualty  business  to 
that  same  carrier.  The  feeling  in  the  insurance 
industry  is  that  the  malpractice  field  is  an  ex- 
tremely hazardous  one  and  I think  after  I give 
you  some  figures  which  I will  try  to  clarify  just 
as  much  as  possible,  I think  you  will  be  able  to 
understand  the  insurer’s  point  of  view. 

As  of  now  we  have  run  up  against  a stone  wall 
in  trying  to  solve  the  malpractice  problem.  I 
would  be  in  favor  of  spreading  the  risk  between 
three  or  four  reputable  carriers  and  doing  every- 
thing possible  to  cut  down  the  incidence  of  mal- 
practice. 

Now,  the  American  College  of  Surgeons  ap- 
proached the  malpractice  problem  on  a group 
basis  nationally.  They  came  out  their  first  year 
with  a lowered  rate  and  on  the  basis  of  claim 
experience  were  forced  to  go  back  to  the  regular 
rates  that  are  being  charged  by  companies  operat- 
ing here  in  the  states  or  here  in  the  state.  Another 
national  group  that  has  approached  the  malprac- 
tice problem  is  the  American  Academy  of  General 
Practice  and  I do  not  know  what  their  story  is 
though  their  approach  has  been  to  charge  the 
regular  standard  rates  and  then  look  at  the  claim 
experience  after  three  or  four  years  to  see  if  any- 
thing could  be  done  as  far  as  the  cutting  of  mal- 
practice rates.  We,  as  you  probably  know,  are 
keeping  in  very  close  touch  with  the  Colorado  sit- 
uation. The  Colorado  physicians  have  formed  their 
owm  company.  They  aren’t  interested,  as  I under- 
stand it,  in  coming  into  Utah  at  the  present  time 
because  they  haven’t  had  enough  experience  in 
that  field  and  it  will  be  very  interesting  to  see 
how  the  experiment  works  out  in  Colorado  and 
if  it  works  out  successfully  then  you  might  give 
consideration  to  going  into  a similar  set-up  here 
in  Utah,  but  it  is  a problem  that  is  fraught  with 
a lot  of  dangerous  possibilities.  It  is  a problem 
that  is  becoming  more  difficult  with  each  passing 


day.  I have  been  in  the  insurance  business  for  30 
years  and  for  the  first  time  in  my  experience 
within  the  last  two  years  I have  been  called  by 
nurses  for  malpractice  insurance  coverage  which 
indicates  the  seriousness  of  the  problem.  It  doesn’t 
cost  them  very  much  but  it  indicates  that  they 
are  concerned  about  it,  too.  We  are  keeping  abreast 
of  the  situation  and  our  recommendations  will  be 
made  to  you  on  a very,  very  conservative  basis. 

Speaker  Petersen:  At  this  time,  gentlemen,  we 
are  very  honored  to  have  two  distinguished  guests 
with  us  and  I am  sure  that  neither  of  them  needs 
introduction.  First,  I would  like  to  call  on  our  own 
Dr.  George  Fister,  a member  of  the  Board  of 
Trustees  of  the  American  Medical  Association,  for 
a few  remarks. 

Dr.  Fister:  Gentlemen,  I haven’t  anything  to 
say  except  that  I do  want  to  introduce  to  you  the 
next  speaker.  I would  like  to  say  this  on  the 
subject  that  has  been  discussed  here  since  I came 
in  and  that  is  the  American  Medical  Association 
has  worked  the  past  year  in  conjunction  with  the 
American  Bar  Association  and  a code  of  ethics  has 
been  drawn  up  between  the  two  organizations. 
There  isn’t  anything  in  this  code  of  ethics  which 
prevents  matters  you  have  been  discussing  from 
coming  up.  It  was  adopted  by  the  American  Medi- 
cal Association  House  of  Delegates  in  San  Fran- 
cisco in  June  and  recently  at  the  American  Bar 
Association  meeting  in  San  Francisco.  I think  out 
of  it  will  eventually  come  a better  understanding 
between  physicians  and  lawyers  and  perhaps  some 
of  the  difficulties  that  have  been  mentioned  here 
will  be  better  controlled  by  both  of  us  before  they 
become  major. 

I can  assure  you  it  is  a pleasure  to  be  here.  I 
flew  in  from  Chicago  last  night,  leaving  the 
A.M.A.  Board  of  Trustees  meeting,  which  is  still 
in  session,  to  attend  this  meeting.  I might  mention 
one  item  that  was  particularly  promising  at  that 
Board  meeting  and  that  is  the  future  forecast  on 
legislation.  It  seems  as  though  I am  always  on 
that  end  of  the  program.  The  Forand  Bill  didn’t 
come  out  of  committee.  At  this  last  session  of 
Congress  it  was  in  the  Ways  and  Means  Commit- 
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tee.  A great  deal  of  work  had  been  done  on  this 
bit  of  legislation.  The  future  doesn’t  look  as  bright 
for  keeping  this  type  of  legislation  in  committee. 
It  is  going  to  be  a major  problem,  from  all  indica- 
tions, when  the  86th  Congress  convenes  in  Janu- 
ary. I think  it  will  be  one  of  the  first  subjects  for 
discussion.  I will  tell  you  that  A.M.A.  Headquar- 
ters is  working  hard.  We  are  exerting  every  effort 
we  can  to  control  this  bit  of  legislation  and,  cer- 
tainly, the  State  Associations,  in  the  near  future, 
will  be  called  upon  to  exert  greater  energy. 

It  is  with  a great  deal  of  pleasure  that  I would 
like  to  introduce  to  you  the  distinguished  person 
we  have  with  us.  Most  of  you  know  him.  He  has 
served  as  General  Manager  of  the  American  Medi- 
cal Association  for  14  years  and  I can  say  that 
all  of  us  that  have  known  him  have  learned  to 
respect  him — he  is  a wonderful  person,  he  served 
well,  he  worked  hard,  and  he  has  the  respect  of 
the  entire  medical  profession.  Within  the  last  year 
this  person  has  been  elevated  to  the  position  of 
Assistant  to  the  President  of  the  American  Medical 
Association — Dr.  George  F.  Lull  of  the  A.M.A. 


chiropractor  as  governor  of  Maine.  Chiropractors  are  inter- 
ested in  legislation  all  over  the  country.  Their  dues  are  much 
higher  than  ours  because  a great  deal  of  it  is  spent  on  lobby- 
ing. 

We  have  these  two  things,  the  lack  of  communication  and 
the  unity  of  purpose,  which  go  hand  in  hand  because  if  we 
have  good  communications  we  can  interest  a man  that  prac- 
tices in  the  little  town  just  as  well  as  the  big  city  specialists. 
He  has  just  as  much  to  say  in  the  American  Medical  Associa- 
tion as  the  big  city  specialist.  Last  year  we  had  a general 
practitioner  from  a small  town  as  President  of  the  American 
Medical  Association. 

A.M.A.  news 

Now,  your  Board  of  Trustees  has  seen  fit  to  authorize 
the  publication  of  a tabloid  newspaper  which  will  be  sent 
to  all  of  you  twice  a month.  This  will  be  out  very  soon.  The 
editorial  staff  has  been  hired,  at  least  the  key  men,  and  this 
publication  will  cover  social  and  economic  problems  of  medi- 
cine. It  will  be  presented  to  you  in  a newsworthy  fashion  so 
that  you  won’t  have  to  look  through  the  back  pages  of  the 
journal  to  find  where  it  will  be.  Certain  things  will  also 
appear  in  the  journal  for  reference  purposes  and  as  a matter 
of  permanent  record  but  the  bulk  of  the  social,  economic 
news  and  other  news  of  interest  will  be  given  to  you  in  this 
tabloid  newspaper  so  that  you  can  read  it  just  like  you  do 
your  daily  paper.  I think  that  is  going  to  be  a great  step 
forward.  The  paper  will  accept  advertising  but  not  pharma- 
ceutical advertising.  They  will  have  advertising  of  general 
Interest  just  as  any  other  newspaper  has  advertising  of 
general  interest.  This  will  help  solve  the  problem  of  lack  of 
communication. 


Unity  of  purpose  y 

Dr.  Lull:  It  is  a great  pleasure  to  appear  before  this 
House  of  Delegates  and  I find  that  traveling  around  the 
country  that  the  problems  of  the  various  states  have  a cer- 
tain similarity.  There  are  certain  things  that  are  of  greater 
magnitude  in  some  states  than  in  others  but  through  it  all 
you  can  see  a certain  tendency  to  place  emphasis  on  things 
that  are  important  throughout  the  country.  Now  there  are 
two  things,  as  I see  them,  after  many  years  working  with 
the  American  Medical  Association  and  there  are  two  things 
that  we  are  weak  in  and  one  is  the  lack  of  communications 
and  the  other  is  unity  of  purpose. 

The  lack  of  communication  is  probably  due  to  no  one 
person  s fault  nor  one  group  of  persons’  faults.  It  is  due  to 
the  fact  that  a great  many  of  our  members  take  very  little 
interest  in  organized  medicine.  They  are  interested  in  medi- 
cine, yes,  but  they  are  not  interested  in  organized  medicine 
until  something  goes  wrong  and  when  something  goes  wrong 
why  then  they  blame  the  people  who  are  interested  in  or- 
ganized medicine.  The  American  Medical  Association  today, 
I think,  is  stronger  than  it  ever  was  before.  You  have  a hard 
working  Board  of  Trustees  and  I want  to  tell  you  that  they 
are  hard  working.  They  have  to  meet  not  only  as  a board, 
but  they  have  to  meet  on  many  committees  and  they  are 
called  upon  to  do  many  things  that  take  them  away  from 
their  work  at  home. 

Now,  in  unity  of  purpose,  that  extends  to  our  legislative 
program  on  a national  basis  and  if  we  want  to  take  warning 
from  the  morning  press  where  they  say  that  the  way  Maine 
goes,  so  goes  the  nation,  you  will  notice  they  elected  a 
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Now  unity  of  purpose  is  something  that  every  man  has  to 
solve  or  help  solve.  You  elect  your  Delegates  to  the  American 
Medical  Association  and  they  in  turn  elect  the  people  who 
are  the  officers  of  your  great  national  association  and  the 
association  is  gaining  not  only  in  membership  but  in  prestige 
all  the  time.  It  is  up  to  the  individual  physician.  Over  the 
j'ears  I received  letters  from  people  all  over  the  country, 
usually  when  they  had  something  to  gripe  about.  As  you 
know,  most  of  us  don’t  write  letters  unless  we  have  some- 
thing to  gripe  about  and  then  we  take  our  pen  in  hand  and 
gripe.  They  want  to  know  why  the  A.M.A.  doesn’t  do  this 
and  why  they  don’t  do  that.  Some  of  them  are  very  interest- 
ing. When  a story  comes  out  in  a national  magazine  which 
speaks  rather  disparagingly  of  our  profession,  we  always  get 
a half  a dozen  letters  saying  why  didn’t  you  prevent  this 
article  from  appearing.  Now  I don’t  know  how  you  can 
prevent  it.  You  might  shoot  but  I see  no  way  of  preventing 
this  except  by  developing  good  public  relations  from  the 
grass  roots  up.  Then  they  won’t  have  too  much  to  write 
about.  We  have  had  a number  of  writers  who  were  hired 
to  write  derogatory  articles  about  the  American  Medical 
Association  and  about  the  physicians.  They  come  to  the 
A.M.A.  and  we  show  them  everything  we  have.  We  conceal 
nothing.  We  let  them  go  through  the  A.M.A.  We  show  them 
our  files;  we  show  them  everything.  Some  of  these  writers 
have  gone  back  to  their  magazines,  turned  in  the  story  and 
the  editor  refuses  to  publish  it  because  he  couldn’t  find 
enough  wrong  with  the  Association.  That  is  the  way  we  have 
to  handle  our  end  of  public  relations,  but  we  can’t  handle 
our  part  of  the  public  relations  at  headquarters  unless  the 
men  in  the  field  handle  their  part  of  the  public  relations 
right  down  to  the  grass  roots. 

Now  the  matter  of  overcharging  people,  that  is  some- 
thing that  came  up,  oh,  I would  say  10  years  ago.  I probably 
received  10  to  25  letters  a week  complaining  about  over- 
charging. It  is  a very,  very  rare  thing  now  to  receive  a letter 
about  overcharging.  This  is  settled  at  the  local  level  and 
once  in  a while  we  get  a gripe  from  someone  who  isn’t 
satisfied  as  to  the  way  the  settlement  was  made  by  the 
local  grievance  committee,  or  whatever  you  call  them,  but 
this  is  rare. 

Legal  suits 

We  have  other  problems.  We  have  the  problem  of  the 
closed  panel  practice.  That  is  evident  more  in  some  states 
than  in  others.  We  have  problems  that  have  to  do  with 
quackery,  with  cults.  Those  are  with  us  all  the  time.  You 
know  our  former  editor  was  sued  by  this  man  Hoxie  down 
in  Texas  and  got  a judgment  against  him  and  he  paid,  I think, 
one  dollar  fine  except  that  the  costs  of  the  case  were  con- 
siderable, but  as  I understand  it  as  the  story  was  told  to  me, 
he  didn’t  object  to  being  called  a quack,  a crook  or  any- 
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thing.  He  did  not  object  to  that  but  there  was  a statement 
made  by  the  editor  that  his  father  had  died  of  cancer  and 
the  editor  couldn’t  prove  it  because  the  death  certificate  had 
been  removed  from  the  files  of  the  county  where  his  father 
died.  That  was  his  main  contention  and  that  was  the  reason 
why  he  was  found  guilty. 

We  are  sued.  I was  sued  along  with  three  other  officials 
of  the  A.M.A.  and  the  A.M.A.  Itself  for  a million  and  a half 
dollars.  I take  a great  deal  of  pride  for  being  sued  for  that 
amount  by  a doctor  who  had  been  thrown  out  of  his  local 
society  and  in  his  State  Society.  This  suit  was  cut  down 
because  one  man  died  and  didn’t  serve  notice  on  another 
so  it  was  cut  down  about  a half  a million  when  it  finally 
ended  up  but  here  was  the  claim.  This  man  was  thrown  out 
of  his  local  society  and  thrown  out  of  the  State  Society 
and  the  State  Society  upheld  it  and  then  it  was  referred  to 
the  Judicial  Council,  and  the  Judicial  Council  (I  was  Sec- 
retary of  the  Council  at  the  time) , ruled  that  the  County 
and  the  State  Society  had  not  followed  their  own  By-Laws 
and  that  he  would  have  to  be  reinstated  because  they  didn’t 
follow  their  own  By-Laws  in  expelling  him  and  he  sued  us 
because  we  didn’t  get  him  back  in  quick  enough.  So  the 
suit  was  thrown  out.  It  was  a directed  verdict  brought  forth 
in  the  Federal  Court  and  he  has  yet  to  appeal  the  case. 

Gentlemen,  let  me  say  again  how  glad  I am  to  be  out  here. 
I do  not  bring  any  big  message.  When  I go  to  a State 
Society  I feel  that  I am  working  for  a company  in  which 
you  are  stockholders  and  you  stockholders  have  a right  to 
know  what  goes  on  in  the  company,  and  as  an  employee  of 
that  company  I just  stand  around  here  and  answer  questions 
and  if  any  of  you  see  me,  stop  me  and  ask  me  questions 
and  I will  answer  them  to  the  best  of  my  ability  and  if 
I cannot  answer  them  I will  try  to  get  you  the  answers. 

■ Speaker  Petersen:  May  I remind  the  members 
of  the  House  to  be  on  time  for  the  final  session  of 
the  House  of  Delegates  to  be  held  in  this  room  at 
9:00  a.m. 

(Meeting  adjourned  at  12:00  o’clock  noon.) 


SECOND  MEETING 
September  10,  1958 

Speaker  Petersen:  At  this  time  I would  like  to 
call  on  the  Secretary  of  the  Utah  State  Medical 
Association,  Dr.  J.  Poulson  Hunter,  who  will  give 
the  report  of  the  Nominating  Committee.  The 
Nominating  Committee  is  composed  of  members 
of  the  Council.  The  ballots  are  in  your  folders. 

Nominations 

Dr.  Hunter:  In  compliance  with  the  desires  of 
the  House  of  Delegates  of  the  Utah  State  Medical 
Association  and  in  compliance  with  the  Amended 
By-Laws,  the  Nominations  Committee  met  and 
nominated  the  following  nominees  in  the  month  of 
July.  These  nominations  were  printed  in  the  Au- 
gust issue  of  the  Utah  State  Medical  Bulletin  and 
will  be  read  at  this  moment  with  additional  nom- 
inations requested  by  the  Speaker.  For  President- 
elect, Dr.  I.  Bruce  McQuarrie  from  Ogden;  Dr. 
J.  Howard  Rasmussen  from  Brigham  City. 

Speaker  Petersen:  Are  there  any  other  nomina- 
tions from  the  floor?  (It  was  moved,  seconded  and 
approved  that  nominations  for  President-elect 
close. ) 

Dr.  Hunter:  It  is  customary  to  nominate  one 
for  Honorary  President  and  this  was  the  nomina- 
tion: Dr.  Arthur  J.  Murphy. 

Speaker  Petersen:  The  Chair  would  entertain 


a motion  that  Dr.  Murphy  be  elected  by  accla- 
mation. Since  this  is  an  honorary  position,  it  was 
felt  that  this  was  actually  an  elective  office  so  if 
I hear  such  a motion  we  will  accept  that. 

The  motion,  duly  made  and  seconded,  carried 
unanimously. 

Dr.  Hunter:  For  Secretary — please  note  the 
three-year  term — Dr.  J.  Poulson  Hunter;  Dr.  Hal- 
lard  B.  Harmon,  both  of  Salt  Lake  City. 

Dr.  Hunter:  For  Speaker  of  this  House,  and 
please  note  a two-year  term,  Dr.  Drew  M.  Peter- 
sen, a very  capable  speaker,  Ogden;  and  Dr. 
Stanley  R.  Child,  Salt  Lake. 

Speaker  Petersen:  Thank  you.  Dr.  Hunter. 
Gentlemen,  if  you  will  at  this  time  cast  your  ballot 
which  is  in  your  folder  the  Tellers  will  collect 
them. 

While  the  Tellers  are  counting  the  ballots  we 
will  proceed  with  the  order  of  business  in  order 
that  we  can  complete  the  business  at  hand.  Dr. 
Russell  Hirst,  Chairman  of  the  Reference  Com- 
mittee on  Reports  of  Officers. 

Reference  Committee  No.  1 

Dr.  Hirst:  Reference  Committee  Number  1 met 
in  accordance  with  the  wishes  of  the  Speaker  and 
reviewed  the  reports  of  the  officers.  We  will  first 
start  with  the  report  of  the  President.  Our  com- 
mittee felt  that  this  was  an  excellent  report  and 
felt,  however,  that  in  some  instances  they  should 
be  a little  more  specific  in  who  they  mean  when 
they  state  they  met  with  the  representatives  of 
organized  labor  so  that  our  delegates  and  members 
will  have  a better  insight  as  to  what  happens. 
They  wish  to  commend  the  President  on  his  atti- 
tude toward  disciplinary  action  against  some  of 
our  leeward  members  and  it  was  felt  that  we 
should  probably  be  a little  more  stern  in  our 
action  with  these  gentlemen.  Other  than  that  the 
committee  felt  that  this  report  should  be  accepted. 

Woman’s  Auxiliary 

Report  of  the  Woman’s  Auxiliary.  The  com- 
mittee felt  that  this  was  a very  excellent  report. 
The  ladies  are  doing  a tremendous  job.  They  have 
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good  activity  and  they  are  really  working.  We 
felt  that  this  report  should  be  accepted. 

Report  of  the  Salt  Lake  Medical  Society,  which 
is  in  the  folder. 

Report  of  Salt  Lake  County  Medical  Society 

"The  major  component  of  the  Utah  State  Medical  Associa- 
tion has  been  well  administrated  this  year.  The  committees 
were  active.  President  Dean  Spear  has  met  with  the  City 
Commission  several  times  and  has  stimulated  the  project  of 
water  fluoridation.  There  are  many  problems  concerned  with 
this  project  and  it  appears  that  fulfillment  is  a long  way  off. 

"The  City  and  County  Commissioners  are  also  continuing 
their  study  of  the  possibility  of  amalgamating  their  health 
services.  Dr.  James  Z.  Davis  was  a leading  advocate  of  this 
concept  and  it  is  possible  that  something  definite  may  be 
done  this  year. 

"The  many  state  committees  are  well  staffed  by  members 
of  the  Salt  Lake  County  Society,  and  vice  versa.  This  provides 
an  advantage  in  the  discussion  of  the  multitude  of  problems 
that  arise.  I feel  that  the  State  Society  has  been  well  directed 
and  organized.  Dr.  Farnsworth  has  distinguished  himself  in 
the  excellent  manner  he  has  carried  the  responsibilities  of 
our  organization. 

"It  is  well  known  that  the  large  private  hospitals  are 
continuing  to  expand  their  plants.  It  may  be  one  or  two 
years  before  this  increase  may  be  felt.  A matter  of  concern 
to  all  of  us  is  the  increase  in  the  costs  of  hospital  services. 
What  can  be  done  or  where  the  spiral  will  end  is  a difficult 
question.  If  the  patients  do  not  have  excellent  insurance 
coverage  they  will  not  be  able  to  afford  long  hospitalization 
no  matter  what  their  income.  The  increasing  costs  of  insur- 
ance, including  Blue  Cross  and  Blue  Shield,  have  not  pro- 
vided for  any  significant  increase  in  remuneration  to  the 
doctor. 

"Dr.  Dorsey  is  no  longer  the  administrator  of  the  Rio 
Grande  medical  services.  It  Is  likely  that  members  of  our 
Society  may  take  a more  prominent  part  in  setting  up 
policies  that  maintain  a more  ethical  doctor-patient  relation- 
ship in  the  future. 

"Respectfully  submitted,  R.  W.  Sonntag,  M.D.,  Councilor.” 

The  committee  felt  this  was  a good  report  and 
should  be  accepted. 

Delegate  to  A.M.A. 

Report  of  the  Delegate  to  the  American  Medical 
Association  on  page  29  of  the  Handbook.  The  com- 


mittee felt  that  this  was  an  outstanding  report. 
This  is  one  of  the  finest  reports  that  I have  ever 
had  the  opportunity  to  read.  The  Delegate  not  only 
explained  everything  that  happened  such  as  he 
could  in  a short  report  but  also  his  actions  and 
why  he  did  them,  not  necessarily  because  of  his 
personal  feelings  but  because  of  our  wishes.  We 
felt  that  Dr.  Castleton  should  be  commended  for 
this  very  fine  report  and  we  feel  that  it  should 
be  accepted  and  I so  move. 

Executive  Secretary 

Report  of  the  Executive  Secretary  on  page  34. 
Here  again  we  have  an  excellent  report  and  I trust 
that  you  gentlemen  have  all  read  it.  It  is  a little 
too  long  to  go  through.  The  committee  felt  that 
we  should  accept  it. 

Report  of  the  Box  Elder  County  Medical  Society 
on  page  40.  There  isn’t  much  to  offer  here  except 
that  everything  is  going  well.  The  committee  felt 
this  report  should  be  accepted. 

Report  of  Cache  Valley  Medical  Society  on 
page  41.  Here  again  is  a short  report  but  it  is  very- 
pertinent  and  we  felt  it  should  be  accepted. 

Report  of  the  Carbon  County  Medical  Society 
on  page  41.  This  was  reviewed  and  discussed  at 
some  length  at  our  committee  meeting.  It  is  self 
explanatory.  The  committee  felt  that  this  report 
should  be  accepted. 

Report  of  the  Central  Utah  Medical  Society  on 
page  42.  Fortunately  we  had  the  member  from 
this  society  on  our  committee  and  this  old  problem 
of  the  Loa-Bicknell  area  was  discussed  and  if  we 
don’t  have  a physician  in  that  area  perhaps  the 
possibility  of  a registered  nurse  under  the  super- 
vision of  a physician  in  one  of  the  closer  com- 
munities might  be  of  benefit.  We  realize  that 
would  be  a red  hot  problem  until  we  get  a physi- 
cian there  but  we  felt  in  all  probability  that  would 
provide  better  medical  service  than  a naturopath. 
We  feel  that  the  report  is  good. 

Report  of  the  Weber  County  Medical  Society 
on  page  43  embodies  one  problem  which  concerns 
most  of  us,  the  problem  of  having  patients  go  to 
hospitals  for  x-rays  and  laboratory  studies.  It  was 
presented  and  we  discussed  it,  but  we  didn’t 
change  the  report.  We  felt  that  it  was  a problem 
we  didn’t  know  what  to  do  with.  However,  the 
report  should  be  accepted. 

Report  of  the  Uintah  Basin  Medical  Society 
on  page  50.  Here  again  is  the  problem  of  the 
possibility  of  a hospital  and  a contract  surgeon 
or  contract  medicine  being  practiced  at  the  Flam- 
ing Gorge  Dam.  Apparently  there  is  no  informa- 
tion regarding  the  type  of  arrangement  to  be 
made.  It  was  felt  by  the  committee  that  perhaps 
this  Society,  the  State  Society  or  the  Uintah  Basin 
Society  should  investigate  and  see  if  possibly  it 
can  be  arranged  to  have  no  more  contract  medi- 
cine such  as  is  experienced  in  eastern  Utah  and 
maybe  avoid  some  difficulty  before  it  starts.  The 
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committee  felt  that  this  was  a good  report  and 
should  be  accepted. 

Report  of  the  Secretary  and  Scientific  Pro- 
gram Committee  on  page  61.  This  is  an  excellent 
report.  We  feel  that  progress  is  being  made  in 
our  Society  with  our  annual  meeting  and  we  wish 
to  commend  the  committee  on  the  use  of  display 
booths  for  scientific  exhibits.  We  feel  this  report 
should  be  accepted. 

Report  of  the  Utah  County  Medical  Society  on 
page  64  was  a good  report  and  should  be  accepted. 

Report  of  the  Advisory  Committee  to  the 
Woman’s  Auxiliary  on  page  69.  This  report  should 
be  accepted  as  read. 

Report  of  the  President  of  Blue  Shield  on 
page  71.  We  felt  this  report  should  be  accepted 
as  written. 

Report  of  the  Council  of  the  Utah  State  Medical 
Association  on  page  72.  This  report  is  very  similar 
and  embodies  much  the  same  as  the  President’s 
report  and  the  report  of  the  Executive  Secretary. 
It  is  an  excellent  report  and  our  committee  felt 
it  should  be  accepted. 

I make  the  motion  that  this  report  from  Refer- 
ence Committee  Number  1 be  approved  as  a 
whole.  (Motion  was  seconded  and  approved.) 

Reference  Committee  No.  2 

Speaker  Petersen:  Next  are  the  reports  to  be 
considered  by  the  Reference  Committee  on  Pro- 
fessional Relations  and  Miscellaneous  Business, 
Chairman  Dr.  Paul  Clayton. 

Dr.  Clayton:  The  Building  Committee  report. 
The  committee  recommends  the  acceptance  of  this 
report. 

Report  of  the  Joint  Nursing  Resources  Com- 
mittee, pages  47  to  50.  Dr.  Mortensen  and  his 
committee  have  done  an  excellent  job  here;  the 
report  is  well  written  and  the  committee  recom- 
mends its  acceptance. 

Rocky  Mountain  Medical  Conference  Continu- 
ing Committee  on  page  51.  The  committee  recom- 
mends the  acceptance  of  this  report. 

Committee  on  Trauma  on  page  57.  The  commit- 
tee recommends  the  acceptance  of  this  report. 

Report  of  the  Blood  Bank  Committee  on  page 
58.  There  seems  to  be  no  problem  in  the  report 
and  the  committee  recommends  its  acceptance. 

Report  of  the  Tuberculosis  and  Cardiovascular 
Disease  Committee  on  page  60.  There  is  consider- 
able information  in  the  report  and  the  committee 
recommends  its  acceptance. 

Report  of  the  School  Health  Committee  on 
page  68.  There  are  several  recommendations  made 
in  the  report  that  we  think  are  of  value  and  the 
committee  recommends  the  acceptance  of  this 
report. 

Report  of  the  Post-graduate  Medical  Seminars 
on  page  70.  The  committee  recommends  the  ac- 
ceptance of  this  report. 

Report  of  the  Insurance  Plans  Committee  on 


pages  77  and  78.  This  report  is  very  well  written 
and  contains  some  recommendations  which  are  at 
variance  with  another  report,  the  Medical  Legal 
Committee,  that  is  not  available  to  the  doctors. 
We  think  that  the  report  is  very  well  written  and 
that  the  recommendations  made  in  it  should  be 
carried  out  by  the  committee;  that  is,  further 
study,  and  we  recommend  acceptance  of  this  re- 
port. 

Now  the  next  report  is  that  of  the  Civil  De- 
fense Com.mittee.  Dr.  Paul  was  here  to  give  us 
a supplement  to  the  report  as  it  was  printed.  We 
recommend  that  the  first  paragraph  beginning  on 
page  53  which  reads,  “No  new  developments  have 
occurred,”  be  deleted  and  Dr.  Paul’s  report  which 
he  read  to  us  yesterday  be  added  to  the  report. 
With  that  addition  we  recommend  the  acceptance 
of  this  report. 

Report  of  the  Hospital  Relations  Committee, 
pages  63  and  64.  I hope  that  you  have  taken  the 
time  to  read  this  report  because  this  committee 
has  perhaps  accomplished  more  along  these  lines 
than  any  other  committee  or  group  of  doctors 
have  been  able  to  accomplish  before.  If  you  read 
the  report  you  will  realize  that  they  have  reached 
a tentative  agreement,  at  least,  with  the  hospitals 
on  this  problem  of  radiology,  pathlogy  based  upon 
the  lines  of  the  Iowa  Decision.  They  have  made 
the  recommendations  that  the  problem  now  be 
turned  to  Blue  Cross  and  Blue  Shield  for  further 
study.  I don’t  know  whether  either  board  has  met 
since  that  agreement  was  reached  but  I assure 
you  that  there  will  be  study  done  on  this.  I knew 
of  the  action  on  it  and  I told  Mr.  Lewis  G.  Hirsey 
that  he  should  immediately  write  for  information 
available  from  the  Iowa  Blue  Cross  and  Blue 
Shield  plans  to  aid  us  in  our  study  of  the  problem 
and  a solution  to  it.  Since  that  study  has  not  begun 
we  felt  that  the  report  should  be  accepted  and 
the  committee  commended  for  its  very  outstand- 
ing job. 

The  next  report  is  that  of  the  Medical  Advisory 
Board,  the  College  of  Medicine  on  page  74.  It  is 
my  understanding  that  the  committee  held  another 
meeting  last  night  and  perhaps  Dr.  Price  might 
have  a little  information  to  add  to  this  report. 

Dr.  Price:  A regularly  scheduled  meeting  of 
the  Medical  Advisory  Board  was  held  last  night. 
A progress  report  was  made  concerning  the  archi- 
tectural and  campaign  plans  for  the  Medical 
Center.  It  was  felt  that  the  prospects  so  far  are 
bright  for  successful  conclusion  of  this  whole 
project  and  that  present  indications  are  that  it 
will  be  a carefully  designed  and  relatively  eco- 
nomically constructed  plan  of  which  Utah  may 
be  justly  proud.  The  Advisory  Board  also  gave 
preliminary  consideration  to  a number  of  matters 
of  mutual  interest  and  concern  to  the  State  Medi- 
cal Association  and  to  the  College  of  Medicine. 
These  included  a better  airing  of  public  relations, 
the  problem  of  the  naturopaths,  medical  services 
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for  isolated  areas  in  the  state,  and  so  on. 

Officers  of  the  committee  for  next  year  were 
elected.  Dr.  Farnsworth  is  the  President;  Dr. 
Holmstrom  is  Vice  President,  and  Mr.  Bowman  is 
Secretary.  The  meeting  was  marked  by  a spirit 
of  extreme  cordiality  and  it  appeared  to  me  per- 
sonally that  it  has  moved  beyond  the  stage  where 
it  is  simply  a medium  through  which  any  dis- 
agreements or  misunderstandings  between  the 
State  Medical  Association  or  the  physicians  of  the 
State  and  the  Medical  School  are  discussed  and 
cleared  away,  into  a more  positive,  constructive 
phase  where  we  will  study  together  mutual  prob- 
lems and  I think  this  committee  will  have  in- 
creasing importance  as  the  years  pass. 

Dr.  Clayton:  With  Dr.  Price’s  remarks  added 
to  the  report  of  the  Committee  of  the  Medical 
Advisory  Board  of  the  Medical  College,  we  recom- 
mend acceptance  of  this  report. 

Medical  Legal  report 

Now  we  come  to  the  Medical  Legal  report, 
pages  45  and  46.  If  you  will  notice  this  report  is 
at  variance  with  the  Insurance  Plans  Committee’s 
report.  There  was  additional  information  given  to 
the  House  of  Delegates  yesterday  and  this  is  the 
report  I was  referring  to  in  the  beginning  where 
a member  of  the  Council  may  have  information 
that  the  Delegates  at  large  do  not  have  which 
perhaps  makes  you  gloss  over  it  without  realizing 
that  there  may  be  points  of  information.  No  one 
appeared  before  the  committee  to  ask  questions 
so  we  assumed  that  the  information  brought  be- 
fore the  House  yesterday  was  of  great  enough 
scope  to  satisfy  the  Delegates.  I’m  going  to  make 
the  committee’s  report  or  I am  going  to  give  the 
committee’s  recommendation  on  this  and  then  ask 
Dr.  Farnsworth  to  speak  to  it.  The  committee 
recommends  this  report  be  accepted  for  informa- 
tion only  with  no  action  required  because  there 
are  several  definite  recommendations  in  the  re- 
port. 

Mr.  Bowman:  Gentlemen,  let  me  assure  you 
that  your  Council  and  Insurance  Plans  Committee 
have  turned  every  stone  trying  to  get  you  cheaper 
malpractice  insurance.  Lumberman’s  several 


months  ago  indicated  they  might  be  interested  on 
a group  basis.  Lumberman’s  had  a program  going 
in  Rhode  Island.  I talked  with  them  while  in  San 
Francisco  and  Lumberman’s  was  not  happy  at 
present  because  they  have  a $50,000.00  reserve  and 
a $100,000.00  suit  facing  them.  We  have  another 
company  that  might  possibly  be  interested.  If  we 
can  get  you  cheaper  malpractice  insurance,  be- 
lieve you  me  we  will  get  it.  So  far  we  have 
checked  with  every  insurance  company  known  in 
America  and  some  of  the  foreign  companies. 

President  Farnsworth:  Just  to  add  one  thing  to 
what  Harold  has  said.  If  it  were  a market  that 
was  attractive  you  would  be  bombarded  by  a lot 
of  insurance  people.  As  Dr.  Skidmore  said,  the 
American  College  of  Surgeons  tried  to  write  it 
at  a cheaper  rate  and  came  right  back  to  the  same 
rate.  The  American  Academy  of  General  Practice 
tried  to  v/rite  it  at  a cheaper  rate.  All  of  us  are 
just  suit  conscious  and  the  only  way  most  of  us 
are  getting  our  malpractice  insurance  is  by  adding 
the  inducement  to  the  insurance  broker  of  the 
comprehensive  coverage  angle  so  he  can  come  out 
of  it  with  a reasonable  profit. 

Dr.  Clayton:  That  was  the  last  report  we  had 
to  consider,  gentlemen,  and  I move  that  the  report 
of  Reference  Committee  No.  2 be  accepted  as  a 
whole.  (Motion  was  seconded  and  approved.) 

Reference  Committee  No.  3 

Speaker  Petersen:  I would  like  to  call  on  the 
Chairman  of  Reference  Committee  Number  3,  the 
Reference  Committee  on  Legislative  and  Public 
Relations  Matters,  Dr.  John  Waldo. 

Dr.  Waldo:  Mr.  Speaker,  Reference  Committee 
Number  3 met  yesterday  afternoon  and  reviewed 
the  following  reports: 

Report  of  the  Sewage,  Water  and  Air  Pollution 
Committee  on  page  46.  We  thought  this  was  an 
excellent  report  that  showed  some  progress  is 
finally  being  made  in  this  line  and  we  move  its 
acceptance. 

Report  of  the  Veteran’s  Affairs  Committee  on 
page  51.  We  found  no  objections  to  this  report. 
They  have  had  several  meetings  and  we  move  the 
acceptance  of  it. 

Report  of  the  Legislative  Committee  on  page 
52.  We  thought  this  was  the  usual  excellent  and 
comprehensive  report  that  we  get  from  this  com- 
mittee. However,  in  paragraph  4 which  begins 
with  the  last  line  on  page  52  and  goes  to  the 
upper  part  of  page  53,  we  felt  that  this  got  a little 
bit  out  of  hand  here  and  we  would  recommend 
that  this  paragraph  as  a whole  be  omitted. 

Report  of  the  Cancer  Committee  on  page  55. 
This  is  a report  primarily  of  the  Tooele  County 
experiment.  We  would  have  hoped  that  more 
patients  and  hence  more  experience  could  have 
been  obtained  but  it  certainly  was  a worthwhile 
work  and  we  recommend  that  the  report  of  the 
Cancer  Committee  be  accepted. 
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Report  of  the  Council  on  Public  Health  on  page 
56.  The  committee  felt  that  we  had  no  choice  but 
to  move  the  acceptance  of  this  report.  However, 
we  would  like  to  add  a word  that  we  felt  it  is  to 
be  deplored  that  no  more  members  could  be  gotten 
together  for  these  meetings  because  this  is  an 
important  committee  and  we  move  its  acceptance 
with  that  comment. 

Report  of  the  Committee  on  Adoption  on  page 
58.  This  is  a comprehensive  report  and  we  think 
one  of  considerable  interest.  I would  call  your 
attention  to  paragraph  5 and  to  sub-paragraph  9 
of  paragraph  6 which  are  on  the  same  subject. 
We  have  talked  to  Dr.  Price  about  this  matter  and 
it  has  already  been  taken  care  of  in  the  Medical 
School.  More  emphasis  will  be  given  to  the  subject 
of  adoptions  in  the  course  on  Obstetrics.  We  give 
you  this  only  as  a matter  of  information.  We  move 
the  acceptance  of  this  report. 

Medical  Economics  Committee  report  on  page 
61.  Apparently  they  had  a good  deal  of  difficulty 
getting  their  inquiries  answered.  However,  the 
report  is  of  interest  and  we  move  its  acceptance. 

Report  of  the  Mental  Health  Committee  on 
pages  65  and  66.  The  committee  probably  spent 
more  time  on  this  report  than  any  other  single 
report  because  we  felt  that  this  was  a matter  of 
a good  deal  of  importance,  having  to  do  with  pro- 
posed legislation  concerning  the  licensing  of  or 
the  certification  of  clinical  psychologists.  This 
has  been  talked  over  to  a considerable  extent  with 
the  psychiatrists  and  we  felt  that  we  would  not 
do  well  to  go  on  record  with  this  report  as  it 
stands.  We  felt  that  probably  it  does  not  give  a 
clear  and  completely  fair  picture.  We,  therefore, 
make  the  following  recommendations: 

Paragraph  1 Is  satisfactory:  paragraph  2 beginning  ap- 
proximately with  the  tenth  line  where  it  reads:  “For  this 
reason,  the  Mental  Health  Committee  has  requested  . . 
through  the  end  of  that  paragraph  be  omitted:  paragraph 
3 be  omitted  with  the  exception  of  the  final  sentence.  In 
other  words,  this  Mental  Health  Committee  has  felt  that 
acquiescence  to  such  certification  without  a solitj  understand- 
ing with  the  psychologists  as  to  their  role  would  be  unwise. 
Certainly  the  committee  felt  that  this  was  a sensible  stand 
and  one  that  we  certainly  felt  strongly  about  and  lastly  that 
paragraph  4 be  completely  omitted.  Should,  I add  that  to 
make  paragraph  3 clear,  sentence  number  1 would  also  have 
to  be  included  so  the  sentence  number  1 and  the  last  sentence 
would  comprise  the  entirety  of  paragraph  3. 

There  has  been  a good  deal  of  feeling  about 
this  certification  of  the  clinical  psychologists.  I 
think  ail  of  us  admit  that  they  are  one  of  the 
very  important  of  the  para-medical  groups;  that 
they  do  work  closely  with  psychiatrists  and  form 
a very  important  part  of  that  medical  specialty. 
We  certainly  do  not  feel  that  these  people  come 
under  the  heading  of  quacks  or  anything  of  this 
sort.  They  are  highly  trained  individuals.  On  the 
other  hand,  one  could  hardly  back  a licensing 
system  in  which  they  were  essentially  allowed  to 
practice  what  would  amount  to  clinical  psychiatry 
without  proper  supervision.  Now  the  local  psychi- 
atric association  has  felt  quite  strongly  about  this 
and  I myself  have  also  talked  to  clinical  psycholo- 


gists. They  feel  strongly  about  it,  but  there  seems 
to  be  a matter  of  considerable  importance.  They 
have  been  licensed  in  19  states  and  there  have 
been  some  problems  associated  with  it.  We  felt, 
however,  that  there  has  not  been  sufficient  study 
on  this  problem  to  go  arbitrarily  on  record  oppos- 
ing this  licensing,  but  we  would  rather  review 
the  matter  very  carefully  and  see  that  this  will 
conform  properly  with  our  stand  of  medical  ethics 
and  the  legal  requirements  of  the  physician.  I 
would  like  to  see  this  opened  for  other  discussion. 

Mr.  Bowman:  Yesterday  our  Council  reviewed 
this  whole  situation  and  has  come  up  with  an 
amendment  to  this  psychiatric  bill.  This  bill  will 
be  introduced  at  the  next  session  of  the  Legisla- 
ture and  the  amendment  which  was  prepared  by 
Mr.  Aadnesen  in  cooperation  with  Dr.  Darke  will 
be  introduced  if  they  introduce  their  bill. 

Mr.  Aadnesen:  It  was  felt  by  the  psychiatrists 
that  an  amendment  to  the  bill  which  would  defend 
the  practice  of  psychiatry  and  exclude  the  psy- 
chologist from  that  particular  field  would  be 
sufficient  to  make  this  bill  acceptable.  In  other 
words,  it  is  a definition  of  terms  to  the  extent  of 
what  would  constitute  the  practice  of  psychiatry. 

Dr.  Waldo:  Mr.  Speaker,  after  all  this  discus- 
sion I move  that  the  report  of  the  Mental  Health 
Committee  as  amended  be  accepted.  On  page  67 
the  report  of  Indigent  Medical  Care  Committee. 
This  is  another  that  the  committee  worked  on  a 
great  deal.  We  were  all  aware,  particularly  the 
Chairman,  of  the  enormous  amount  of  work  that 
Ted  Johnson  had  done  on  this  subject  and  we 
realize  as  you  see  in  the  first  paragraph  that 
necessary  information  has  been  presented  to  it — 
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was  to  be  presented  to  the  Delegates;  however, 
it  was  presented  to  the  Council  and  we  felt  then 
and  this  is  in  no  way  a censorship  of  the  report 
or  anything  of  that  sort,  because  we  realize  this 
problem  is  much  too  great  for  a single  report. 
Our  final  conclusion,  however,  and  I so  move,  was 
that  this  report  be  accepted  as  information  only 
inasmuch  as  it  is  an  outline  and  that  no  official 
action  be  taken  on  this  report. 

Report  of  the  Press,  Radio  and  Television  Com- 
mittee on  page  69  recommends  the  dissolution  of 
the  committee.  We  have  nothing  against  this  com- 
mittee but  we  move  the  report  be  accepted. 

Report  of  the  Utah  Health  Council  Committee 
on  page  75.  This  is  a good  report.  It  shows  that 
there  has  actually  been  a great  deal  done  in  the 
line  of  medical  information  over  the  various  media 
of  information  and  we  move  that  this  report  be 
accepted. 

Report  of  the  Council  on  Public  Relations  on 
page  78.  We  thought  this  was  an  excellent  report. 
It  is  evident  that  our  Public  Relations  Councilors 
have  been  doing  a large  amount  of  work.  You 
have  seen  the  exhibits  that  have  been  scattered 
around  for  your  information  and  it  was  obvious 
that  we  were  dealing  with  a very  lively  group. 
We  move  the  acceptance  of  this  report. 

Mr.  Chairman,  that  concludes  the  reports  that 
were  considered  by  Reference  Committee  Number 
3.  I therefore  move  the  acceptance  of  the  reference 
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committee’s  report  as  a whole.  (Motion  seconded 
and  approved.) 

Reference  Committee  No.  4 

Speaker  Petersen:  Next  order  of  business  is 
the  report  of  Reference  Committee  Number  4 on 
Constitution  and  By-Laws  and  other  constitutional 
matters.  Dr.  Richard  Call  of  Provo,  Chairman. 

Dr.  Call:  The  report  of  the  Constitution  and 
By-Laws  Committee  begins  on  page  13.  This  is  a 
very  long  report  and  there  are  a few  suggestions 
which  our  committee  had  to  make. 

It  is  recommended  that  the  report  of  the  Medi- 
cal Education  and  Hospitals  Committee  be  ap- 
proved as  printed  on  page  44  and  I move  its  adop- 
tion. 

It  is  recommended  that  the  report  of  the  Griev- 
ance Committee  as  printed  on  page  63  be  approved. 
I move  its  adoption. 

It  is  recommended  that  the  report  of  the  Con- 
tract Practice  Committee  be  approved  as  printed 
on  page  70.  I move  its  adoption. 

The  committee  wishes  to  recommend  adoption 
of  the  report  of  the  Industrial  Health  Committee. 

We  now  turn  to  the  resolutions  assigned  to  our 
committee.  Resolution  I,  Committee  for  Study  of 
Maternal  Mortality,  as  amended  follows: 

WHEREAS,  The  American  Medical  Association  has  recom- 
mended that  a Committee  for  the  Study  of  Maternal  Mor- 
tality be  established  for  the  State  of  Utah,  and 

WHEREAS,  The  Utah  Obstetrical  and  Gynecological  Society 
has  recommended  the  establishment  of  such  committee,  and 

WHEREAS,  After  due  investigation  and  study  the  Medical 
Education  and  Hospitals  Committee  of  the  Utah  State  Medical 
Association  has  gone  on  record  as  favoring  the  establishment 
of  such  committee;  now,  therefore  be  it 

RESOLVED,  That  a Committee  for  the  Study  of  Maternal 
Mortality  for  the  State  of  Utah  be  established  by  the  Utah 
State  Medical  Association;  be  it  further 

RESOLVED,  That  the  membership  of  this  committee  con- 
sist of  one  physician  from  each  of  the  following  organizations: 

1.  Utah  State  Medical  Association. 

2.  Department  of  Obstetrics  and  Gynecology,  College  of 
Medicine,  University  of  Utah. 

3.  The  Utah  State  Department  of  Health. 

4.  The  Utah  Obstetrical  and  Gynecological  Society. 

5.  Each  component  County  Medical  Society. 

6.  Utah  State  Society  of  Anesthesiologists. 

7.  Association  of  Utah  Pathologists. 

8.  Utah  Chapter  American  Academy  of  General  Practice; 
be  it  further 

RESOLVED,  That  the  manual  entitled  “A  Guide  for 
Maternal  Death  Studies,”  published  by  the  Committee  on 
Maternal  and  Child  Care  of  the  Council  of  Medical  Service 
of  the  American  Medical  Association  be  used  as  the  source 
of  information  to  govern  the  organization,  function  and  guid- 
ance of  said  committee;  be  it  further 

RESOLVED,  That  the  findings  and  recommendations  of 
this  committee  be  made  available  to  the  membership  of  the 
Utah  State  Medical  Association. 

Dr.  Call:  Mr.  Speaker,  the  majority  of  the  time 
of  the  committee  was  spent  in  the  discussion  of 
Resolution  Number  2,  Free  Choice  of  Physician. 
This  resolution,  as  amended,  follows: 

WHEREAS,  We  firmly  believe  the  principle  of  free  choice 
of  physician  to  be  one  of  the  inherent  rights  and  liberties  of 
any  American  citizen,  and 

WHEREAS,  The  House  of  Delegates  of  the  American  Medi- 
cal Association  has  adopted  “guides”  governing  the  panel 
practice  of  medicine  and  other  patient-doctor  relations  which 
relationships  do  not  abide  by  the  long  established  principle 
of  free  choice  of  physician  as  defined  by  the  “Principle  of 
Ethics”  of  the  American  Medical  Association,  and 

WHEREAS,  We  realize  the  deep  responsibility  of  each 
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doctor  and  of  organized  medicine  to  the  patient’s  welfare  and 
in  carrying  out  the  principle  of  free  choice  of  doctor;  now 
therefore  be  it 

RESOLVED,  That  the  following  guide  be  in  effect  and 
govern  the  actions  and  conduct  and  responsibilities  of  all 
members  of  the  Utah  State  Medical  Association: 

1.  Ideally  all  persons,  including  the  beneficiaries  of  a 
third-party  medical  program,  should  have  available  to  them 
good  medical  care  and  should  be  free  to  select  their  own 
physicians  from  among  those  willing  and  able  to  render  such 
service. 

2.  Reasonable  free  choice  of  physician  and  hospital  by  the 
patient  should  be  preserved. 

3.  Every  physician  duly  licensed  by  the  state  to  practice 
medicine  and  surgery  should  be  assumed  at  the  outset  to  be 
competent  in  the  field  in  which  he  claims  to  be  unless  con- 
sidered otherwise  by  his  professional  peers. 

4.  A physician  should  accept  only  such  terms  or  conditions 
for  dispensing  his  services  as  will  Insure  his  free  and  complete 
exercise  of  independent  medical  judgment  and  skill,  insure 
the  quality  of  medical  care,  and  avoid  the  exploitation  of  his 
services  for  financial  profit. 

5.  The  medical  profession  does  not  concede  to  a third  party 
in  any  medical  care  program  the  prerogative  of  passing 
judgment  on  the  treatment  rendered  by  physicians,  including 
the  necessity  of  hospitalization,  length  of  stay,  and  the  like. 

6.  A fee-for-service  method  of  payment  for  physicians 
should  be  maintained  except  under  unusual  circumstances. 
These  unusual  circumstances  shall  be  determined  to  exist 
only  after  a conference  of  the  liaison  committee  and  repre- 
sentatives of  the  third  party. 

7.  The  qualifications  of  physicians  to  be  on  the  hospital 
staff  and  membership  on  the  hospital  staffs  is  to  be  deter- 
mined solely  by  local  hospital  staffs  and  by  local  governing 
boards  of  hospitals. 

Dr.  Call:  That  concludes  the  report  of  the 
Resolutions  Committee.  Mr.  Speaker,  I recommend 
adoption  of  the  report  of  Resolution  Committee 
Number  4 as  a whole.  (Motion  was  seconded  and 
approved.) 

President  Farnsworth:  I don’t  recall  if  it  has 
ever  been  necessary  to  read  so  many  names,  so 
many  inroads  into  our  membership  within  the  last 
year.  The  report  of  the  Necrology  Committee  is 
found  on  page  71  and  I shall  read  Dr.  Morrell’s 
report. 

“Letters  of  sympathy  and  condolence  have  been  sent  to 
the  families  of  each  of  the  following  members  of  the  Utah 
State  Medical  Association,  who  have  passed  away  during  the 
fiscal  year  1957-58.” 

The  names  “Ray  T.  Woolsey,  M.D.,  of  Salt  Lake  City; 
Leland  K.  Cullimore,  M.D.,”  practiced  in  Provo,  is  listed 
here  from  Salt  Lake  City:  “Frank  Slopansky,  M.D.,  Salt 
Lake  City;  William  C.  Walker,  M.D.,  Salt  Lake  City;  Wilkie 
H.  Blood,  M.D.,  Salt  Lake  City;  Julian  C.  Hardie,  M.D.,” 
practiced  various  places  in  the  state,  listed  as  Salt  Lake  City: 
“Willard  J.  Draper,  M.D.,  Heber  City;  E.  P.  Mills,  M.D., 
Ogden. 

“Each  member  of  the  Association  joins  this  committee  in 
their  deep  feeling  of  sympathy  to  the  respective  families  of 
these  doctors.  Respectfully  submitted,  Joseph  Morrell,  M.D., 
Chairman.” 

At  this  time  we  will  all  stand  with  bowed  heads 
until  I rap  for  attention  for  the  departed  members 
of  our  Society. 

Dr.  Prestwich:  The  report  from  Southern  Utah. 
I was  away  when  I received  the  letter  from  Mr. 
Bowman  so  the  report  wasn’t  made  for  this  publi- 
cation. We  did  have  some  trouble  with  a naturo- 
path in  our  region.  He  has  recently  moved  from 
Enterprise  and  Dr.  Macfarlane,  I understand,  has 
taken  his  place  so  we  now  have  a physician  in 
Enterprise.  How  long  he  will  stay  there  I don’t 
know.  He  came  to  St.  George  originally  and  has 
since  moved  to  Enterprise. 

Speaker  Petersen:  Thank  you.  Dr.  Prestwich. 


Dr.  Macfarlane  is  an  energetic,  conscientious, 
young  physician  who  interned  at  St.  Benedict’s  in 
Ogden  so  I think  most  of  the  members  of  the 
Weber  County  Society  are  aware  of  Dr.  Macfar- 
lane. 

At  this  time  I would  like  to  call  on  our  Execu- 
tive Secretary,  Mr.  Harold  Bowman,  who  will  an- 
nounce the  results  of  the  election. 

Mr.  Bowman:  Will  Drs.  McQuarrie,  Hunter 
and  Petersen  stand  please?  These  are  your  new 
officers,  gentlemen.  Dr.  McQuarrie,  President- 
elect; Dr.  J.  Poulson  Hunter,  Secretary,  and  Dr. 
Drew  M.  Petersen,  Speaker  of  the  House. 

Speaker  Petersen:  Congratulations,  Dr.  Mc- 
Quarrie, I am  sure  that  you  will  do  an  outstanding 
job. 

At  this  time  I would  like  to  turn  the  meeting 
over  to  Dr.  Reed  Farnsworth  who  will  install  our 
incoming  President. 

President  Farnsworth:  Thank  you.  Dr.  Peter- 
sen. This  is  the  most  pleasureable  part  of  my 
year  and  a point  of  the  program  that  I have  been 
looking  forward  to  with  a great  deal  of  anticipa- 
tion since  this  time  a year  ago  and  it  is  particu- 
larly pleasureable  because  of  the  qualities  and 
preparedness  and  ability  of  my  successor.  Dr. 
Bryner.  Dr.  Bryner,  I am  sure,  is  known  well  to 
all  of  you.  He  first  became  known  to  many  of  us 
by  his  becoming  a charter  member  of  the  Ameri- 
can Academy  of  General  Practice  and  became  its 
treasurer  where  he  served  for  several  years.  He 
then  followed  this  term  with  a term  as  President 
of  the  National  Academy,  American  Academy  of 
General  Practice,  and  did  so  with  a great  deal  of 
eminence  and  success. 

Dr.  Bryner  has  served  as  President  of  his  hos- 
pital board  through  a very  trying  time  when  diffi- 
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culties  almost  split  the  board  assunder  and  that 
has  now  been  very  adequately  and  peaceably 
and  amicably  resolved  so  these  qualities  speak 
very  highly  of  Dr.  Bryner  and  those  of  you  who 
know  him  best  know  that  he  has  very  many 
others.  He  was  Speaker  of  the  House  at  the  Interim 
Session,  at  the  April  Session,  and  it  was  at  that 
time,  you  recall,  that  Dr.  Leslie  B.  White  became 
ill  and  was  ordered  by  his  physician  to  retire 
from  the  office  of  President-elect  and  Dr.  Bryner 
was  elected  President-elect  at  that  time. 

Now,  Dr.  Bryner,  if  you  will  stand  I would 
like  to  congratulate  this  body  of  Delegates  for 
your  election  and  wish  you  most  success  in  this 
coming  year. 

Dr.  Bryner:  Before  Reed  sits  down  I have  a 
Certificate  of  Honor  to  present  to  Dr.  Reed  Farns- 
worth from  the  Utah  State  Medical  Association. 
Now  you  all  know  how  dependable  Dr.  Farns- 
worth has  been.  I believe  he  hasn’t  missed  a meet- 
ing of  a committee  or  a Council  since  he’s  been 
President  and  he  has  traveled  about  530  miles 
round  trip  to  attend  every  one  of  these  meetings. 
He  is  a very  practical,  very  understanding  person. 
I am  sure  that  every  one  of  you  will  join  with 
me  in  wishing  him  God  speed  for  the  coming 
year.  I know  he  is  glad  to  get  out  of  this  job.  I 
know  how  it  is.  I hate  to  follow  in  his  footsteps 
because  it  is  going  to  be  a hard  job  staying  up 
to  his  standards,  so  it  is  with  a great  deal  of 
pleasure,  Reed,  that  I present  you  with  this  Certif- 
icate of  Honor  from  the  Utah  State  Medical  Asso- 
ciation. 


(Dr.  Bryner’s  talk  was  published  in  the  Oc- 
tober RMMJ.) 

Speaker  Petersen:  Thank  you.  Dr.  Bryner.  I 
am  sure  that  those  words  were  thought  provoking 
and  contained  much  sound  philosophy  and  I am 
sure  that  I express  the  feeling  of  everyone  here 
that  we  wish  you  much  success  in  the  coming 
year  with  God  speed. 

At  this  time  I would  like  to  have  the  other 
officers,  namely.  Dr.  Hunter  and  Dr.  Dalrymple 
and  also  our  able  Executive  Secretary,  stand  for 
a rousing  round  of  applause  from  you  for  a job 
well  done. 

(The  meeting  of  the  Sixty-Fourth  Annual 
Meeting  of  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  adjourned  without  day 
at  12:05  p.m.,  September  10,  1958.) 


Laramie  County  health  officer  dies 

Orville  C.  McCandless,  M.D.,  Cheyenne,  63,  died 
from  coronary  thrombosis  Friday,  September  12, 
1958. 

Dr.  McCandless  was  born  in  Columbia,  Okla- 
homa, and  attended  the  University  of  Kansas, 
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1914-1917,  receiving  his  medical  degree  from 
Washington  University,  St.  Louis,  Missouri  (1925). 

He  conducted  private  practice  in  Wichita, 
Kansas,  1927-1940.  In  1942  he  became  health  of- 
ficer of  Marion  County,  Kansas,  until  he  moved 
to  Wyoming  in  February,  1951.  Since  time  of  ar- 
rival in  Wyoming  he  had  been  Wyoming’s  only 
full-time  county  health  officer. 

He  was  in  military  service  1917-1919  and  1940- 
1941.  He  is  survived  by  his  wife. 

Pioneer  physician  dies 

Edwin  Earl  Whedon,  M.D.,  Sheridan,  86,  died 
September  10,  1958. 

Dr.  Whedon  was  born  in  Hudson,  Ohio,  and 
attended  high  school  in  Del  Norte,  Colorado.  He 
also  attended  the  College  of  the  Southwest  (pres- 
ently non-existent)  at  Del  Norte  prior  to  entering 
Gross  Medical  College  in  Denver.  He  received 
his  M.D.  degree  in  1902  and  served  his  internship 
in  the  Denver  County  and  City  Hospital  (now 
known  as  Denver  General  Hospital).  He  was 
licensed  in  Wyoming  in  1906  and  practiced  EENT 
until  retirement  in  1946. 

Long  prominent  in  medical  organizations,  as 
well  as  in  public  activities  in  Wyoming,  he  served 
in  all  major  offices  of  the  Wyoming  State  Medical 
Society.  He  was  also  active  in  Rocky  Mountain 
region  medical  affairs.  He  served  for  many  years 
on  the  Rocky  Mountain  Medical  Conference  Com- 
mittee and  also  as  Wyoming  Editor  of  the  Rocky 
Mountain  Medical  Journal.  In  addition  he  had  an 
important  role  in  Wyoming  public  health  affairs, 
having  served  as  a member  of  the  State  Board 
of  Health  from  1923-26,  1933-38  and  1943-52. 

Dr.  and  Mrs.  Whedon  gave  substantially  from 
their  life  savings  to  the  Earl  and  Bessie  Whedon 
Cancer  Detection  Foundation  Center,  located  in 
Sheridan,  which  began  its  operations  in  1954. 
Their  son  preceded  them  in  death  as  a victim  of 
cancer.  Dr.  Whedon  is  survived  by  his  wife. 


Southern  New  Mexico  clinical  meeting 

Sunday,  November  23,  1958 
Artesia,  New  Mexico 

Sponsored  by  Eddy  County  Medical  Society 
Morning 

8:00 — “Problems  of  Radiation  Hazards,”  Dr.  Omar 
Legant,  Albuquerque,  New  Mexico. 

8:30 — “Recent  Changes  in  the  Treatment  of  Can- 
cer of  the  Breast,”  Dr.  R.  C.  Derbyshire,  Santa  Fe. 
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9:00 — “Management  of  Respiratory  Allergies,”  Dr. 
George  Richardson,  Roswell,  New  Mexico. 

9:30 — “Lupus,  Skin  Cancer  and  the  Southwestern 
Sun,”  Dr.  H.  D.  Garrett,  El  Paso,  Texas. 

10:00 — Coffee  break. 

10:30 — “Treatment  of  Vaginal  Infections,”  Dr.  S. 
K.  Starcke,  Carlsbad,  New  Mexico. 

11:00 — “Steroids  in  Geriatric  Practice,”  Dr.  C.  M. 
Kemper,  Albuquerque,  New  Mexico. 

11:30 — “Hypnosis,  Uses  and  Limitations,”  Dr.  C.  P. 
Bunch,  Artesia,  New  Mexico. 

Afternoon 

2:00 — “Myocardial  Infarction,  a Five-year  Series,” 
Dr.  T.  E.  Hauser,  Carlsbad,  New  Mexico. 

2:30-3:30 — “The  Management  of  the  Patient  with 
Multiple  Injuries,”  Dr.  Louis  F.  Hamilton,  Moder- 
ator, Artesia,  New  Mexico;  Dr.  Albert  J.  Fisher, 
Albuquerque,  New  Mexico;  Dr.  Earl  B.  Flanagan, 
Carlsbad,  New  Mexico;  Dr.  Sol  Heinemann,  Carls- 
bad, New  Mexico;  Dr.  R.  W.  Mclntire,  Carlsbad, 
New  Mexico;  Dr.  Rupert  H.  Pate,  Carlsbad,  New 
Mexico. 

Meeting  will  be  held  in  the  Veterans  Building, 
corner  of  5th  and  Texas,  Artesia,  New  Mexico. 
Six  hours  Category  I credit  authorized  by  Ameri- 
can Academy  of  General  Practice. 


Ovarian  cystomas  cont.  from  50 


REFERENCES 

’Allan,  M.  S.,  and  Hertig,  A.  T.:  Carcinoma  of  the  Ovary.  Am. 
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-Barzilai,  G.;  Atlas  of  Ovarian  Tumors.  New  York,  1943  and 
1949,  Grune  and  Stratton. 

'Hertig,  A.  T.,  and  Gore,  H.  M.:  Atlas  of  Tumor  Pathology, 
Tumors  of  the  Female  Sex  Organs,  Part  HI.  Tube  and  Ovary, 
Washington,  D.  C.,  Armed  Forces  Institute  of  Pathology  (to 
be  published). 

’Hertig,  A.  T.,  and  Mansell,  H.:  The  Female  Genitalia.  In: 
Anderson,  W.  A.  D.  Pathology,  Ed.  3,  pp.  1032-1101,  St.  Louis, 
1957,  The  C.  V.  Mosby  Company. 

■’Pemberton,  F.  A.:  Carcinoma  of  the  Ovary.  Am.  J.  Obst.  & 
Gynec.,  40:751-760,  1940. 

“Witschi,  E.:  Migration  of  the  Germ  Cells  of  Human  Embryos 
From  the  Yolk  Sac  to  the  Primitive  Gonads.  Carnegie  Insti- 
tution of  Washington  Publication  No.  s75.  Contributions  to 
Embryology  No.  209,  32:67-80,  1948 

■Hertig,  A.  T.:  Proceedings  Eighteenth  Seminar  of  the  Ameri- 
can Society  of  Clinical  Pathologists,  1953. 

'Cariker,  M.,  and  Dockertj',  M.  B.:  Mucinous  Cystadenomas 
and  Mucinous  Cystadenocarcinomas  of  the  Ovary.  A clinical 
and  pathological  study  of  355  cases.  Cancer,  7:302-310,  1954. 
"Munnell,  E.  W.,  and  Taylor,  H.  C.,  Jr.:  Ovarian  Carcinoma.  A 
review  of  200  primary  and  51  secondary  cases.  Am.  J.  Obst.  & 
Gynec.,  58:943-959,  1949. 
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American  Board  of  Obstetrics 
and  Gynecology 

The  Part  I examinations  of  the  American  Board 
of  Obstetrics  and  Gynecology  are  to  be  held  in 
various  parts  of  the  United  States  and  Canada  on 
Friday,  January  16,  1959,  at  2:00  p.m. 

Candidates  notified  of  their  eligibility  to  par- 
ticipate in  Part  I must  submit  their  case  abstracts 
within  30  days  of  notification  of  eligibility.  No 
candidate  may  take  the  v/ritten  examination  un- 
less the  case  abstracts  have  been  received  in  the 
office  of  the  Secretary. 

Current  bulletins  outlining  present  require- 
ments may  be  obtained  by  writing  to  the  Secre- 
tary’s office:  Robert  L.  Faulkner,  M.D.,  2105  Adel- 
bert  Road,  Cleveland  6,  Ohio. 


New  Books  Received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 


Callander’s  Surgical  Anatomy;  By  Barry  J.  Anson,  M.D.,  Ph.D., 
and  Walter  G.  Maddock,  M.S.,  M.D.,  F.A.C.S.  4th  edition. 
Philadelphia,  W.  B.  Saunders  Co.,  1958.  1157  p.  Price:  $21.00. 

Emergency  Treatment  and  Management:  By  Thos.  Flint,  Jr., 
M.D.  2d  edition.  Philadelphia,  W.  B.  Saunders  Co.,  1958.  539  p. 
Price;  $8.00. 

Clinical  Endocrinology:  By  Karl  E.  Paschkis,  M.D.,  Abraham 
E.  Rakoff,  M.D.,  and  Abraham  Cantarow,  M.D.  ,2d  edition. 
New  York,  Hoetaer-Harper,  1958.  941  p.  Price:  $18.00. 


Book  Reviews 

The  Incurable  Wound;  and  Further  Narratives  of  Medical 
Detection:  By  Berton  Roueche.  Boston,  Little,  Brown  & Co., 
1958,  177  p.  Price:  $3.50. 

Consider  amnesia,  bat-borne  rabies,  salicylic 
acid  intoxication,  and  ACTH  reactions.  By  them- 
selves and  in  medical  terms,  these  topics  would 
not  necessarily  stimulate  reading.  As  constructed 
in  “The  Incurable  Wound,”  by  Berton  Roueche, 
these  problems  become  fabrications  good  for  a 
relaxing  period  of  interesting  reading. 

The  title  story,  “The  Incurable  Wound,”  deals 
with  the  human  or  patient’s  aspect  of  the  epi- 


demiology of  bat-borne  rabies.  “Lost”  tells  how 
one  man  reacted  to  a life  situation  and  found 
himself  after  an  amnesic  episode  far  from  home. 
The  problem  of  salicylic  acid  intoxication  is  one 
of  several  stories  concerned  with  the  work  of 
industrial  hazards  and  poison  control  centers. 
“Ten  Feet  Tall”  tells  us  the  experiences  of  a man 
who  needed  ACTH  to  help  his  medical  problem 
but  who  developed  mental  aberrations  from  its 
use. 

The  author’s  style  is  rather  unusual.  I believe 
this  book  was  written  primarily  for  lay  consump- 
tion, yet  there  is  absolutely  no  evidence  of  spec- 
tacular narration,  no  “blood  and  thunder,”  as  it 
were.  Still,  there  is  something  about  the  calm 
manner  in  which  the  author  tells  his  story  that 
makes  it  fascinating  enough  to  hold  the  attention 
even  of  a physician  who  already  knows  the  tech- 
nicalities of  the  topics.  L.  H.  Pinkers,  M.D. 


The  Neuroses  and  Their  Treatment:  Edited  by  Edward  Podol- 
sky, M.D.  New  York,  Philosophical  Library,  1957.  555  p. 
Price:  $10.00. 


The  title  and  the  price  of  this  book  might  lead 
one  to  expect  some  sort  of  unified  study  of  a 
large  and  difficult  area  of  psychiatry.  Actually, 
Dr.  Podolsky  has  brought  together  about  as 
widely-assorted,  haphazard,  and  unrelated  a col- 
lection of  papers  as  this  reviewer  has  seen  be- 
tween two  covers.  Even  the  slight  thread  of  con- 
tinuity hinted  at  in  the  author’s  foreword  and  in 
the  table  of  contents  does  not  materialize;  nor 
can  the  book  be  justified  on  the  basis  of  excep- 
tional and  lasting  worth  or  previous  inaccessibility 
of  the  articles. 


Gynecologic  and  Obstetric  Pathology,  With  Clinical  and 
Endocrine  Relations;  By  Emil  Novak,  A.B.,  M.D.,  D.Sc.,  and 
Edmund  R.  Novak,  A.B.,  M.D.,  Assistant  Professor  of  Gyne- 
cology, Johns  Hopkins  Medical  School,  Baltimore.  Fourth 
edition.  650  p.  Philadelphia,  W.  B.  Saunders  Company,  1958. 
Price:  $14.00. 

Springing  from  soil  enriched  by  the  ashes  of 
Kelly,  Cullen,  Welch,  and  others,  at  one  of  the 
world’s  fountain  heads  of  medical  knowledge  and 
the  search  for  knowledge  of  human  ailments, 
Edmund  Novak’s  fourth  edition  of  this  book  on 
Gynecologic  and  Obstetric  Pathology  is  a distinct 
improvement  on  previous  editions  of  this  world 
famous  text  originated  in  1940  by  his  father,  Emil 
Novak  (dec.  Feb.  3,  1957). 

In  the  preface  to  this  new  edition,  Edmund 
Novak  states  that  he  and  Dr.  Donald  Woodruff, 
head  of  the  department  of  Gynecological  Pathology 
at  Johns  Hopkins,  will  be  co-authoring  future 
editions.  “I  am  sure  that  I can  speak  for  both  of 
us  in  stating  that  we  are  under  no  illusions  as 
to  completely  filling  the  departed  shoes.  We  were 
so  intimate  with  my  father  that  we  have  a pretty 
good  idea  regarding  his  reactions  to  various  con- 
cepts, trends  of  thought,  and  worthwhile  articles 
by  different  authors.  Because  of  the  basically 
sound  framework  devised  for  this  book,  we  hope 
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to  be  able  to  keep  up  the  unique  position  of  this 
text.  . . 


Among  changes  noted  are  a fuller  (32  pp.) 
discussion  and  evaluation  of  cytology  as  applied 
to  the  diagnosis  of  uterine  cancer  by  Dr.  John 
K.  Frost,  who  is  in  charge  of  the  Cytology  Labora- 
tories at  Johns  Hopkins  Hospital  and  the  Uni- 
versity of  Maryland  Medical  School;  revamping 
of  the  chapters  on  Placental  Abnormalities,  Im- 
plantation and  Placentation  by  Dr.  Robert  E.  L. 
Nesbitt,  Professor  of  Obstetrics  and  Gynecology 
at  the  University  of  Albany.  The  text  has  been 
generally  revised  and  the  bibliography  has  been 
brought  down  to  date.  Many  old  illustrations  have 
been  replaced  by  more  suitable  ones.  The  printing 
is  graphically  excellent,  the  format  clear  and 
attention-grasping  and  the  inimitably  interesting 
style  of  Emil  Novak  has  been  retained. 

No  pathologist,  obstetrician,  gynecoloist  or  pel- 
vic surgeon  can  be  considered  fully  equipped  for 
his  work  without  the  latest  edition  of  this  classic 
on  his  bookshelf.  ^has.  Bowdon  Kingry,  M.D. 


Clinical  Proctology:  By  J.  Peerman  Nesselrod,  M.D.  Phila., 
W.  B.  Saunders  Co.,  1957.  Price:  $7.00. 

In  a new,  296-page  book  entitled  “Clinical 
Proctology,”  Dr.  Nesselrod  presents  a valuable 
addition  to  the  published  work  on  colon  and  rectal 
disease. 

This  new  work  is  readable  and  well  presented 
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to  serve  as  a good  reference  for  the  busy  general 
practitioner,  or  as  a text  for  review  to  surgeon 
and  specialist. 

The  book  is  arranged  in  sixteen  chapters,  deal- 
ing in  turn  with  proctologic  problems,  and  when 
several  methods  of  treatment  exist,  the  pros  and 
cons  of  each  are  discussed. 

Dr.  Nesselrod,  the  author,  is  one  of  the  out- 
standing men  in  his  field,  and  his  new  book  can 
be  recommended.  j Cowell,  Jr.,  M.D. 


The  Chronically  111:  By  Joseph  Fox,  Ph.D.  New  Yoi'k,  Philo- 
sophical Library,  Inc.,  1957.  229  p.  Price:  $3.95. 

The  author  of  the  book,  The  Chronically  111,  is 
Dr.  Joseph  Fox  who  holds  a Master’s  Degree  in 
Social  Science  as  well  as  the  degree  of  Doctor  of 
Philosophy.  He  brings  to  his  presentation  the  ex- 
perience of  one  who  has  dealt  for  many  years  in 
these  matters,  as  the  former  Executive  Director 
of  the  Home  for  Aged  in  Newark,  New  Jersey, 
and,  at  present.  Executive  Director  of  the  Home  for 
Chronic  Sick  in  Irvington,  New  Jersey.  Dr.  Fox 
carefully  outlines  the  scope  and  classifications  of 
chronic  illness  and  discusses  in  some  detail  the 
problems  of  caring  for  long-term  disabilities.  Both 
the  rehabilitation  aspects  of  chronic  illness  as  well 
as  the  sociologic  and  economic  aspects  are  pre- 
sented carefully.  The  final  portion  of  the  book  is 
dedicated  to  a description  of  the  institutional  and 
home  care  of  the  chronically  ill  at  Montefiore 
Hospital  with  tributes  paid  to  the  outstanding 
work  of  Dr.  Bluestone. 

This  is  not  a book  for  light  reading  but  for 
the  serious  minded  student  and  scholar  interested 
in  the  social  and  economic  approach  to  this  ever 
great  and  ever  increasing  problem.  Dr.  Fox  pre- 
sents no  easy  solution  to  the  problem  but  carefully 
presents  the  facts  and  allows  the  reader  to  draw 
his  own  conclusions.  ^urst,  M.D. 


Orthopedic  Diseases:  Physiology,  Pathology,  Radiology:  By 
Ernest  Aegerter,  M.D.,  and  John  A.  Kirkpatrick,  Jr.,  M.D. 
Philadelphia,  W.  B.  Saunders  Co.,  1958.  602  p.  Price;  $12.50. 

This  is  a textbook  of  the  physiology,  pathology 
and  radiology  of  connective  tissue  diseases  with 
emphasis  on  bone  and  cartilage.  The  authors  are 
well  qualified  to  present  this  material.  Dr.  Ernest 
A.  Aegerter  is  the  Professor  of  Pathology  and  Dr. 
John  A.  Kirkpatrick,  Jr.,  the  Assistant  Professor 
of  Radiology  at  Temple  University  Medical  Center. 

The  authors  have  compiled  all  the  latest  ma- 
terial relating  to  orthopedic  diseases  from  pub- 
lished papers  of  various  authorities.  As  a result, 
the  book  is  up-to-date,  and  reliable. 

The  text  is  divided  into  four  sections.  The  first 
section  deals  primarily  with  normal  histology  and 
physiology  of  connective  tissues.  While  being  too 
elementary  for  the  pathologist,  it  affords  an  ex- 
cellent review  for  the  senior  medical  student  and 
practicing  orthopedic  physician. 
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The  second  section  concerns  congenital,  devel- 
opmental and  functional  disturbances  of  skeletal 
development.  The  third  section  is  entitled  “Dis- 
turbances in  the  Normally  Formed  Skeleton,”  and 
covers  fracture  repair,  circulatory  disorders,  met- 
abolic diseases,  parathyroid  disturbances,  and  in- 
fectious diseases  of  bone. 

The  last,  and  most  rewarding  division,  is  about 
tumors  and  tumor-like  processes.  A new,  revised 
classification  of  these  lesions  is  presented  and 
seems  to  have  considerable  merit.  However, 
whether  widespread  adoption  of  this  classification 
occurs  remains  to  be  seen. 

The  material  is  well  illustrated  with  numerous 
(354)  photomicrographs,  excellent  x-rays  and 
photographs  in  its  588  pages.  No  attempt  is  made 
by  the  authors  to  present  etiology,  symptomatol- 
ogy, treatment  or  prognosis  of  the  diseases  pre- 
sented; and  because  of  these  restrictions,  this  book 
is  of  much  more  value  than  comparable  texts  on 
this  subject.  The  frequent  use  of  this  book  by  the 
clinician  should  certainly  increase  his  diagnostic 
efficiency.  William  H.  Keener,  M.D. 

The  Essence  of  Surgery:  By  C.  Stuart  Welch,  M.S.,  M.D., 
Ph.D.,  Professor  of  Surgery,  Albany  Medical  College  of  Union 
University,  Albany,  N.  Y.,  and  Samuel  R.  Powers,  Jr  , A.B., 
M.D.,  M.Sc.D.,  Professor  of  Experimental  Surgery,  Albany 
Medical  College  of  Union  University.  Phila.,  W.  B.  Saunders 
Co.,  1958.  320  p.  Price:  $7.00. 

“The  purpose  of  this  book  is  to  present  a con- 
cept of  surgery  to  assist  the  readers  in  a more 
detailed  and  definite  study  of  this  division  of 
medicine;  defining  it,  so  that  it  emerges  from  the 
rest  of  the  practice  of  medicine  with  clarity  and 
significance.”  Attention  is  focused  upon  the  basic 
problems  which  are  strictly  surgical.  The  manage- 
ment of  acute  injuries  is  one  of  those  surgical 
problems.  The  authors  point  out  that  there  are 
only  a few  different  types  of  acute  injuries  having 
a fundamental  sam.eness  in  their  basic  effect  on 
the  body.  The  unchanging  principles  of  surgery 
with  its  framework  are  presented  and  lucidly  ex- 
pounded. They  remain  essentially  the  same  re- 
gardless of  the  area  under  discussion.  The  im- 
portance of  nonoperative  surgery  is  not  neglected, 
and  it  is  presented  in  a simplified,  basic  manner, 
disregarding  the  modern  trend  of  “super-special- 
ization.” Nonoperative  surgery  has  assumed  a high 
place  in  the  treatment  of  disease  by  the  surgeon; 
the  sameness  of  operative  surgery  in  the  special- 
ties is  also  clearly  presented. 

The  authors  spent  several  years  in  preparing 
this  work;  many  discussions  and  arguments  with 
their  colleagues  were  held.  It  is  probably  too  brief 
to  be  called  a textbook  of  surgery,  but  it  is  cer- 
tainly an  excellent  introduction  to  the  subject. 
It  can  be  read  from  cover  to  cover  with  interest 
and  ease.  The  freshness  of  style  and  its  clarity 
make  it  most  enjoyable  reading.  It  would  be  very 
difficult  to  single  out  one  of  the  twelve  chapters 
as  being  the  best.  The  subjects  are  made  under- 
standable and  interesting.  The  single  line-drawings 


are  well  made  to  fit  the  text.  There  are  only  a 
few  references  to  other  works,  and  minimal  sta- 
tistics are  inserted. 

The  subjects  covered  include:  history  of  sur- 
gery; anesthesia;  phenomenon  of  bodily  injury; 
loss  of  body  fluids;  infection;  principles  of  pre- 
and  postoperative  care;  surgery  technic;  treatment 
of  wounds;  extirpative  surgery;  reconstructive 
surgery;  physiologic  surgery.  The  authors  are  to 
be  congratulated  for  writing  a book  that  can  be 
so  unreservedly  recommended. 

William  G.  Baker,  M.D. 

Steps  for  Today  Toward  Belter  Mental  Health;  report  of  the 
Council’s  1957  National  Health  Forum.  N.  Y.,  National  Health 
Council,  1957.  122  p.  Price:  $1.50. 

This  report  includes  an  analysis  of  the  causes 
of  mental  illness  by  a panel  of  experts  brought 
together  by  the  Joint  Commission  on  Mental  Ill- 
ness and  Health.  Discussions  are  reported  under 
three  major  headings:  (1)  Helping  People  Meet 
Crises;  (2)  Promoting  Mental  Health;  and  (3) 
Community  Action  for  Mental  Health.  Forum  sum- 
maries by  Dr.  Fillmore  H.  Sanford,  Rev.  George 
C.  Anderson  and  Dr.  Paul  V.  Lemkau  are  repro- 
duced in  full. 

A Textbook  of  Histology:  By  Alexander  A.  Maximow  and 
William  Bloom.  7th  edition.  Philadelphia,  W.  B.  Saunders  Co., 
1957.  628  p.  Price;  $11.00. 

Little  can  be  said  about  this  classic  textbook 
that  hasn’t  already  been  said,  but  it  does  repre- 
sent the  work  of  many  histologists.  In  the  words 
of  the  present  author,  “I  have  sought  to  balance 
inclusion  of  new  material  with  deletion  of  old.” 

A Guide  to  Human  Parasitology  for  Medical  Practitioners: 
By  Blacklock  and  Southwell,  revised  by  T.  H.  Davey,  O.B.E. 
6th  edition.  Baltimore,  Williams  & Wilkins  (London,  H.  K. 
Lewis),  1957.  Price:  $7.00. 

This  edition  of  a British  book  on  parasitology 
includes  additional  descriptions  of  Toxoplasma 
and  Isospora,  and  a new  diagram  of  the  malarial 
parasite.  It  is  not  intended  to  be  used  as  a text- 
book, but  as  a practical  manual  for  Ihe  general 
practitioner. 

Clinical  Obstetrics  and  Gynecology,  Volume  1,  Number  2. 
Contents:  Toxemias  of  Pregnancy,  edited  by  Louis  M.  Holl- 
man,  M.D.,  and  Pibromyomas  of  the  Uterus,  edited  by  Robert 
A.  Kimbrough,  M.D.  New  York,  Hoeber-Harper,  1958.  544  p. 
Price:  $18.00  per  year. 

This  is  the  second  issue  of  a new  quarterly 
book  series.  Each  chapter  covers  a particular 
aspect  of  the  general  subject,  and  is  written  by  a 
separate  author.  This  allows  for  more  repetition 
than  a variation  of  views.  Concerning  the  tox- 
emias, the  discussion  of  early  recognition  and 
treatment  is  excellent.  Chapters  concerning  the 
possible  causes  and  basic  physiology  of  toxemia 
are  too  general  to  form  a convincing  hypothesis. 
One  notable  exception  is  the  chapter  on  Sodium 
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Excretion.  The  entire  series  on  fibromyomas  is 
excellent,  complete,  practical,  and  stresses  over- 
treatment of  an  often  benign  condition. 

Robert  L.  Eastman,  M.D. 


Practical  Gynecology;  By  Walter  Gay  Reich,  M.D.,  and 
Mitchell  J.  Nechtow,  M.D.  2d  edition.  Philadelphia,  J.  P. 
Lippincott  Company,  1957.  Price:  $12.50. 

Second  edition  of  Reich  and  Nechtow’s  “Practi- 
cal Gynecology”  has  been  released.  It  presents  in 
a very  simple  manner  most  aspects  of  gynecology. 
Surgical  technics  are  not  included.  Psychosomatic 
problems  are  well  covered  as  are  examination 
technics.  As  the  authors  state,  this  book  is  written 
for  general  practitioners  and  it  would  be  a wel- 
come addition  to  the  generalist’s  library.  Medical 
students  also  would  find  it  of  considerable  help 
because  of  its  practical  approach  to  the  field  of 
gynecology. 

Paul  F.  McCallin,  M.D. 


Physiological  Principles  of  Surgery:  By  Leo  M.  Zimmerman, 
M.D.,  and  Rachmiel  Levine,  M.D.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  988  p.  Price:  $15.00. 

This  book  presents  in  a very  detailed  and 
interesting  fashion  the  physiological  aspects  of  the 
human  body,  the  knowledge  of  which  is  so  neces- 
sary in  the  care  of  a surgical  patient.  Each  system 
of  the  body  is  covered,  and  the  authors  have 
wisely  chosen  men  as  contributing  authors  who 
are  outstanding  in  their  respective  fields. 

Each  chapter  is  so  well  written  that  the  basic 
physiology  of  that  particular  system  is  well  de- 
scribed, and  the  more  recent  research  contribu- 
tions have  been  included.  The  authors  have  avoid- 
ed the  discussion  of  any  controversial  methods  of 
therapy  in  a given  condition;  however,  they  in- 
clude some  therapeutic  courses  so  that  the  reader 
may  be  guided  to  a more  detailed  therapeutic 
source  if  he  is  so  inclined. 

Great  emphasis  has  been  placed  on  nutrition 
and  fluid  balance  which  have  become  so  great  a 
part  of  modern  surgical  care.  Also,  vascular  prob- 
lems, including  a well-written  chapter  on  con- 
genital heart  disease,  are  included  in  this  book. 

I feel  that  this  book  would  be  a valuable  addi- 
tion to  a medical  student’s  library,  and  would  also 
be  quite  useful  as  a reference  book  for  the  practic- 
ing surgeon. 

Robert  E.  McCurdy,  M.D, 


Oral  Surgery:  By  Kurt  H.  Thoma,  D.M.D.  3ci  edition.  St.  Louis, 
C.  V.  Mosby  Co.,  1958.  1607  p.  Price:  $27.50. 

This  is  an  all-inclusive  text  of  the  phases  of 
both  major  oral  and  minor  oral  surgery  by  Kurt 
H.  Thoma,  Professor  Emeritus  of  Oral  Surgery  at 
Harvard  University. 

This  detailed  and  exhaustive  record  of  Dr. 


Thoma’s  vast  clinical  experience  is  generally  un- 
changed from  the  previous  two  editions.  The  early 
part  of  the  textbook  deals  with  the  principles  of, 
general  surgery  as  applied  to  the  specialty  of  oral 
surgery  and,  also,  the  general  care  of  the  patient, 
both  pre-  and  postoperatively.  The  section  on 
roentgen  examination  of  the  face,  mouth  and  jaws 
and  their  supporting  structures  is  well  covered, 
including  certain  explicit  technics  for  the  facial 
bones  and  the  temporomandibular  articulation. 
The  section  on  pharmacology  has  been  enlarged 
since  the  last  edition,  with  adequate  coverage  of 
all  medication  used  in  the  armamentarium  of  the 
oral  surgeons.  General  and  local  anesthesia  sec- 
tions are  comprehensive. 

The  technic  of  minor  oral  surgery  is  elaborated, 
with  adequate  illustrations,  diagrams  and  case 
presentations.  The  most  informative  section  in  the 
text  embraces  the  treatment  of  traumatic  diseases 
of  the  face,  mouth  and  jaws,  including  detailed 
accounts  of  emergency,  as  well  as  definitive  treat- 
ment for  trauma  of  the  face  and  supporting  struc- 
tures. A portion  of  this  work  is  largely  transplant- 
ed from  the  very  complete  work  on  oral  pathology 
by  this  author,  and  he  gives  just  attention  to  both 
benign  and  malignant  neoplasms  which  the  sur- 
geon may  encounter.  The  description  and  behavior 
of  these  tumors  are  not  largely  found  in  other 
references. 

In  the  final  portion  of  this  work  there  is  con- 
siderable time  given  to  the  treatment  of  develop- 
mental deformities  of  the  jaws  and  surgical  cor- 
rective procedures,  as  well  as  a section  on  bone 
grafting  and  reconstructive  surgery  pertinent  to 
Ihis  area.  All  procedures  and  pathologic  conditions 
are  re-enforced  with  almost  unlimited  bibliog- 
raphy. This  is  an  excellent  reference  for  the  li- 
brary of  any  surgeon  who  is  interested  in  both 
minor  and  major  oral  surgery  problems. 

Clayton  K.  Mammel,  M.D. 


A Doctor  Speaks  His  Mind:  By  Roger  I.  Lee,  M.D.  Boston, 
Little,  Brown  & Co.,  1958.  120  p.  Price;  $3.00. 

The  subject  matter  of  this  book  is  what  the 
author  calls  it  in  his  introduction,  “mundane 
musings.”  Here  is  actually  a rambling  series  of 
essays  on  the  general  subject  of  the  position  of  the 
doctor  in  the  rapidly  changing  socio-economic 
structure.  While  he  advocates  a certain  fluidity  of 
outlook  and  action,  he  remains  old-fashioned  about 
turkey,  and  mince  pie  made  from  venison,  on 
Thanksgiving  and  Benjamin  Franklin’s  birthday. 
Like  all  of  our  leaders  in  medicine,  he  stands 
adamantly  for  rugged  individualism,  but  offers  no 
practical  devices  for  implementation.  He  becomes 
an  eloquent  apologist  for  the  vast  bureaucracy  of 
governmental  employed  physicians.  All  in  all,  the 
book  makes  for  an  hour  of  relaxed  reading. 

John  R.  Evans,  M.D. 
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The  Colorado  State  Medical  Society 

OFFICERS — 1958-1959 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1959  Annual  Session. 

President:  John  I.  Zarit,  Denver. 

President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President;  Robert  P.  Harvey,  Denver. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years) : Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver, 
1961;  Walter  M.  Boyd,  Greeley,  1961. 

(The  above  nine  officers  compose  the  Board  of  Trustees  of 
which  Dr.  Zarit  is  Chairman  and  Dr.  Harvey  is  Vice  Chairman 
for  the  1958-1959  year.) 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R.  Sa- 
farik,  Denver,  1960;  District  No.  2;  Roger  G.  Hewlett,  Golden, 
1959;  District  No.  3;  Harry  C.  Bryan,  Colorado  Springs,  1961; 
District  No.  4;  Paul  R.  Hildebrand,  Brush,  1960;  District  No.  5: 
John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  District  No. 
6:  Harvey  M.  Tupper,  Grand  Junction,  1961;  District  No.  7; 
George  Balderston,  Montrose,  1961;  District  No.  8:  Herman  W. 
Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9:  Scott  A. 
Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) : Kenneth  H.  Beebe,  Sterling, 
1959;  Joel  R.  Husted,  Boulder,  1959;  John  Simon,  Englewood, 
1959;  James  S.  Orr,  Fruita,  1959;  Paul  Tramp,  Loveland,  1959; 
William  Baker,  Pueblo,  1959;  Robert  H.  Smith,  Colorado 
Springs,  1960;  Ray  G.  Witham,  Craig,  1960;  Monroe  Tyler, 
Denver,  1960;  Robert  C.  Lewis,  Jr.,  Chairman,  Glenwood 
Springs,  1960;  Edward  J.  Kinzer,  Johnstown,  1960;  Gordon  H. 
Vandiver,  Vice  Chairman,  La  Junta,  1960. 

Delegates  to  the  American  Medical  Association  (two  calendar 
years):  Kenneth  C.  Sawyer,  Denver,  1960;  (Alternate,  Irvin  E. 
Hendryson,  Denver,  1960);  E.  H.  Munro,  Grand  Junction,  1960; 
(Alternate,  Harlan  E.  McClure,  Lamar,  1959) . 

Speaker,  House  of  Delegates:  Vernon  L.  Bolton,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  William  Covode,  Denver. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  Pompelli,  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 


Montana  Medical  Association 

Interim  Session,  March  27-28,  1959 
Helena 

OFFICERS — 1958-1959 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1959  Annual  Session. 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 
Secretary-Treasurer:  T.  R.  Vye,  Billings. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  Billings. 

Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  T.  R.  Vye, 
Billings;  W.  E.  Harris,  Livingston;  John  A.  Layne,  Great  Falls; 
Edward  S.  Murphy,  Missoula. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 


The  Utah  State  Medical  Association 

OFFICERS — 1958-19.59 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1959  Annual  Session. 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-Elect:  I.  Bruce  McQuarrie,  Ogden. 

Past  President:  Reed  W.  Farnsworth,  Cedar  City. 

Honorary  President:  Arthur  J.  Murphy. 


Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Speaker,  House  of  Delegates:  Drew  M.  Petersen,  Ogden. 
Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Councilors:  Medical  Societies  of:  Box  Elder,  1960,  D.  L.  Bun- 
derson,  Brigham  City;  Cache  Valley,  1960,  C.  J.  Daines,  Logan; 
Carbon  County,  1960,  A.  R.  Demman,  Helper;  Central  Utah, 
1959,  Stanford  Rees,  Gunnison;  Salt  Lake,  1960,  Richard  W. 
Sonntag,  Salt  Lake  City;  Southern  Utah,  1960,  James  S.  Prest- 
wich,  Cedar  City;  Uintah  Basin,  1960,  R.  Bruce  Christian, 
Vernal;  Weber  County,  1958,  I.  Bruce  McQuarrie,  Ogden;  Utah, 
1959,  R.  E.  Jorgenson,  Provo. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 


New  Mexico  Medical  Society 

•/ 

OFFICERS— 1958-1959 — Terms  of  officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959; 
Aaron  E.  Margulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association;  Earl  L.  Malone, 
Roswell,  1960;  Alternate;  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  1960;  Allen  Service, 
Roswell,  1960;  Paul  Fell,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians’  Service:  Omar  Legant,  Albuquerque, 
President,  1961;  Allen  Haynes,  Clovis,  Vice  President,  1959; 
W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959; 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
H.  M.  Mortimer,  Las  Vegas,  1960;  D.  A.  McKinnon,  Jr., 
Albuquerque,  Secretary-Treasurer,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Eugene  Szerlip,  Albuquerque,  1961;  H.  P. 
Borgeson,  Alamagordo,  1961;  John  T.  Parker,  Farmington, 
1961;  Philip  L.  Shultz,  Santa  Fe,  1961. 

The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1959 
Jackson  Lake  Lodge 

OFFICERS — 1958-1959 — Terms  of  Officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the-  1959 
Annual  Session. 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer;  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River,  1960. 
Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie,  1960. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins;  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk,  Torrington;  Laramie  Countv. 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper;  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen, 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle; 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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FOR  MEDICAL  MEN 

is  now  available  in  Denver's  exclusive 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager; 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  > Denver  2,  Colorado 


Oculist  Prescription  Service  Exclusively 

Shadford'Fletcher 
Optical  Co. 

Guild 

Dispensing  Opticians 


218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  High  Street,  FLorida  5-1815 
2465  South  Downing,  SPruce  7-2424 
DENVER,  COLORADO 
1140  Spruce  Street,  Boulder,  Colorado 


WANT  ADS 


Patronize  Denver’s  independent  Druggists 


BE  3-4621 


I 7024  W.  COLFAX 


Quality  Drugs 


Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LUBIIV’S  DRUG 

LUBIN  L.  ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237- — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

F ree  Delivery 


OPHTHALMOLOGIST:  Aurora.  Colorado,  town  of  45,- 
000  population  needs  an  OLAR  specialist,  we  have 
none  now.  Plenty  of  space  for  an  office.  Contact, 
James  P.  Retallack,  9650  Colfax  at  Dayton  Street, 
Aurora  8,  Colorado.  Phone  EMplre  4-2766. 102-3 

POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  both  as  independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TF,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 

CONVENIENT  Lakewood  offices — 2,000  square  feet  for 
professional  men.  Hot  water  heat,  air  conditioned; 
off  street  parking.  Must  see  to  appreciate.  Priced  low 
for  lease — busy  location  near  West  Colfax.  1466  Pierce, 
telephone  BElmont  3-6083.  Ill 

PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood,  Norwood,  Colorado. 1 ITF 

DOCTORS,  ATTENTION:  2,400  square  foot  building  for 
lease,  ideal  for  two  or  three  doctor  clinic;  will 
remodel  to  your  specifications.  Located,  North  Denver, 
close  in,  plenty  of  parking,  on  bus  line.  Reasonable 
rent.  For  further  information  call  DExter  3-6516.  112 

AV ANTED — Experienced  medical  technologist,  immedi- 
ate availability,  in  Rocky  Mountain  area.  Salary 
open.  Write  Box  No.  11-2,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2,  Colorado. 

LEASE  or  sell  five-room  house  formerly  used  as  an 
office  by  deceased  physician.  Completely  equipped. 
This  general  practice  grossed  approximately  $25,000 
per  year.  Contact  Mrs.  Blanche  B.  Underwood,  P.  O. 
Box  15,  Delta,  Colorado.  114-3 

GENERAL  PRACTITIONER  to  share  large  busy  office 
as  a full  partner.  Unlimited  opportunity.  Perlmack 
Shopping  Center,  7069  Pecos  Street.  Dr.  Charles  Lapan, 
HArrison  9-3529.  113-3 
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Hospital  practice 

Self-regulated  schedules 

The  newborn  may  become  a feeding  problem  if 
the  formula  is  excessive  or  if  he  is  awakened  to 
be  fed  forcefully. 

The  young  infant  may  balk  at  new  food  or  pro- 
cedure. The  older  infant,  devoted  to  his  bottle, 
may  resent  weaning — it  takes  a certain  readiness 
for  weaning  to  make  the  change  agreeable.  Later, 
the  infant  may  become  somewhat  independent 
and  arbitrary — what  he  enjoyed  yesterday  he 
rejects  today. 


WHOLE  MILK  FORMULAS 


Age 

Months 

Whole 
Milk 
Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Thsp. 

Each 

Feeding 

Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

31/2 

6 

5 

610 

5 

23 

11 

4 

6V2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

7 

28 

11 

3 

71/2 

5 

740 

8 

30 

11 

21/2 

8 

5 

750 

10 

32 

9 

2 

8 

5 

760 

12 

32 

9 

0 

8 

5 

640 

EVAPORATED 

MILK  FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding 

Feedings  in 

Iota! 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

3y2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

763 

6 

13 

22 

4 

7 

5 

812 

7 

14 

21 

3 

7 

5 

796 

8 

15 

20 

2 

7 

5 

780 

10 

16 

16 

1 

8 

4 

764 

12 

16 

16 

0 

8 

4 

704 

of  infant  feeding 


When  a feeding  problem  is  in  the  making,  sensi- 
ble decorum  will  solve  it.  Nature  invites  infant 
feeding  cooperation  through  hunger.  If  hunger  is 
appeased  on  demand  rather  than  by  clock  there 
will  be  fewer  problems — the  baby  is  the  best 
judge  of  when  he  wants  food  and  how  much. 
Feeding  must  be  adapted  to  the  infant  individu- 
ally to  make  it  a pleasurable  experience.  This  is 
the  current  objective  in  successful  infant  feeding 
formulated  for  normal  infants  in  the  charts  below: 


ADVANTASES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 


Concentration : Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 


Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 


Low  Cost:  Karo  Syrup  costs  1 '5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant  Feeding  Guide,  Box  280,  New 
% York  46,  N.  Y. 

\ CORN  PRODUCTS  REFINING  COMPANY 
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AGAINST 

THE 

UBIQUITOUS 

HOSPITAL 

Staphylococcus 


CHLOROMYCETIN 


Staphylococci  are  notorious  for  the  variety  of  infections  they  cause  and  for  their  ability  to  develop 
resistance  to  certain  antibioticsd-3  According  to  recent  in  vitro  studies,  however,  these  stubborn 
pathogens  remain  sensitive  to  CHLOROMYCETIN-^"® 

Highly  effective  against  most  strains  of  staphylococci,  CHLOROMYCETIN  has  been  reported  of 
value  in  treatment  for  such  serious  infections  as  staphylococcal  pericarditis,®  antibiotic-resistant 
postoperative  wound  infections,^®  antibiotic-resistant  breast  abscesses,®>ii  pneumonia  due  to 
antibiotic-resistant  staphylococci, ^2  postoperative  staphylococcal  enteritis, ^3  and  septicemia.^'^’^S 

CHLOROMYCETIN  (cUoramphenicol,  Parke-Davis)  is  available  in  several  forms,  including  Kapseals®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  asso- 
ciated with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

REFERENCES;  (1)  Wise,  R.  I.;  J.A.M.A.  166:1178,  1958.  (2)  Brown,  J.  W.:  J.A.M.A.  166:1185,  1958.  (3)  Caswell,  H.  T, 
et  al:  Surg.,  Gxjnec.  ir  Obst.  106:1,  1958.  (4)  Godfrey,  M.  E..  & Smith,  I.  M.:  J.A.M.A.  166:1197,  1958.  (5)  Waisbren,  B.  A.: 
Wisconsin  M.  }.  57:89,  1958.  (6)  Royer,  A.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Aimual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,.p.  783.  (7)  Markham,  N.  E,  & Short,  H.  C.  W.;  New  Zealand  M.  J.  57:55,  1958.  (8)  Blair, 
J.  E.,  & Carr,  M.:  J.A.M.A.  166:1192,  1958.  (9)  Horan,  J.  M.:  Pediatrics  19:36,  1957.  (10)  Rawls,  G.  H.:  Am.  Surgeon 
23:1030,  1957.  (11)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gijnec.  ir  Obst.  105:224,  1957.  (12)  James,  U.:  Brit.  J.  Clin.  Bract. 
11:801,  1957.  (13)  Turnbull,  R.  B.,  Jr.:  J.A.M.A.  164:756,  1957.  (14)  Ross,  S.;  Puig,  J.  R.,  & Zaremba,  E.  A.,  in  Welch. 
H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803.  (15)  Leachman, 
R.,  & Yow,  E.  M.,  in  Conn,  H.  E:  Current  Therapy  1958,  W.  B.  Saunders  Company,  Philadelphia,  1958*  p.  51. 
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^Adapted  from  Godfrey  & Smith.'  Staphylococci  studied  were  strains  isolated  from  28  patients  in  a general  hospital. 
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TYPICAL  IMFERON  RESPONSES 


CHRONIC  BLOOD  LOSS: 


INTOLERANCE  TO  ORAL  IRON: 


LAKESIDE 


"Much  better- 
thank  you,  doctor” 

Proven  in  research 

1.  Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


COSA-TETRACYN* 

iLUOOSAmiME-POTEnTiATED  TETRACYCLINE 


CAPSULES 

(black  and  white) 

250  mg.,  125  mg. 

(for  pediatric  or  long- 
term therapy) 


ORAL.  SUSPENSION 

( orange-flavored ) 

125  mg.  per  tsp.  (5  cc.) 
2 oz.  bottle 


NEW!  PEDIATRIC  DROPS 

(orange-flavored)  5 mg.  per 
drop,  calibrated  dropper, 

10  cc.  bottle 


COSA  -TETRASTATIN*  COSA  -TETRACYDIN* 


glucosamine-potentiated  tetracycline  with  nystatin 

Antibacterial  plus  added  protection  against 
monilial  super-infection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetra- 
cyn  (with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.) 
Cosa-Tetracyn  (with  125,000  u.  nystatin),  2 oz. 
bottle 


glucosamine-potentiated  tetracycline-analgesic- 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the 
common  cold  and  prevention  of  secondary 
complications 

CAPSULES  (black  and  orange)  —each  capsule  con- 
tains; Cosa-Tetracyn  125  mg.;  phenacetin  120  mg.; 
caffeine  30  mg. ; salicylamide  150  mg.;  buclizine 
HCl  15  mg. 


KEFEEENCES:  1.  Carlozzi,  M.;  Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright, 
W.  W.,  and  Staffa,  A.  W. : Antibiotic  Med.  & Clin.  Therapy  6:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and 
Bartlett,  G.  R. : Glucosamine  and  leukemia,  Proc.  Soc.  Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.: 
Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet, T. ; Chesrow, 
E., _and  Barsky,  S. : Antibiotic  Med.  & Clin.  Therapy  6:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A., 
Bamford,  J.,  and  Bradley,  W. : Antibiotic  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev. 
1:15  (July)  1958. 


4m  Science  for  the  world's  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


*Trademark 


in  over  three  years  of  clinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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In  Biliary  Distress 

ZANCHOL 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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Exactly  how 

does  new  Halodrin*  restore  the 
"premenopausal  prime” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childbearing  years  between  puberty  and  menopause— the  years  when  her  hormone  production  is  highest. 

The  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  of 
exactly  how  hormones— in  the  form  of  Upjohn’s  new  Halodrin— restore  the  “premenopausal  prime.” 

The  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women. 


On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  prime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  times  as  potent  as  parenteral  estradiol.  Therefore,  the  replacement 
of  80  micrograms  of  endogenous  estradiol  production  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Each  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  micrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Each  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  (fluoxymesterone)— the  most 
potent  oral  androgen  known.  The  primary  purpose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menopause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years. 


COPYRIGHT  19Se,  THE  UPJOHN  COMPANY 
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htht-mde? 

Not  this  suit 
for  Santa It  just 
doesn't  give  the 
necessary  coverage  . . . 


and  speaking  of  coverage,  when 
it  comes  to  professional  liability 
insurance,  members  of  the  Colo- 
rado State  Medical  Society  have 
found  that  Empire  Casualty  Co. 
is  practically  tailor-made  for  their 
needs  — because  Empire  was  or- 
ganized by  Colorado  Physicians 
for  members  of  the  Colorado 
State  Medical  Society,  offering 
broad  malpractice  insurance 
coverage  at  competitive  rates. 

For  further  information  call 
or  write 


CARL  W.  OHLIN 

INSURANCE  DEPT. 


Operating  Management 


201  Security  Bldg. 


Denver,  Colo. 


AComa  2-8621 
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now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 

The  anesthetic-analgesic  eifect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

Pentazets 

antitussive— antibiotic  - anesthetic— analgesic  troches 


Dosage : Three  to  5 troches  daily  for  3 to  6 days. 
Supplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 
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If  you  were  to  examine  these  patients 


nJ 


f 

i’ 

I 


Upjolm 

The  Upjohn  Company,  Kalamazoo,  Michigan 


could  you 
detect 

the  uveitis  patient  on 

• Probably  not.  Not  without  a history. 

First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in  appearance, 
behavior  or  metabolism  sometimes  associated  with  corticotherapy. 

Even  your  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the  advantages 
of  Medrol  right  away.  Why  not  try  it? 

^TRADEMARK,  REG.  U.  S.  PAT.  OFF.  — METHYLPREONISOLONE,  UPJOHN 


(Erythromycin  Stearate,  Abbott) 


indications: 

In  infections  caused  by  staphylococci, 
streptococci  (including  enterococci)  and 
pneumococci.  Also,  against  organisms 
that  have  become  resistant  to  other  anti- 
biotics. ERYTHROCIN  should  be  used 
where  patients  are  allergic  to  penicillin  or 
other  antibacterials. 
dosage: 

Usual  adult  dose  is  250  mg.  every  six 
hours:  for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours.  Child’s  dose  may 
be  reduced  in  proportion  to  body  weight. 
suppiied: 

In  bottles  of  25  and  100  Filmtabs  (repre- 
senting 100  and  250  mg.  of  ERYTHROCIN 
activity).  Also,  in  cinnamon-flavored  oral 
suspension;  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 

® Filmtab— Film-ssaled  tablets,  Abbott;  pat.  appllsti  for. 


<S>  t»S0,  ABBOTT  LABORATORIES,  NORTH  CHICAQO,  ILLINOIS 


remarkable  effectiveness 
against  the  cocci- 
plus  a safety  record 
unmatched  in  systemic 
antibiotic  therapy 


Now,  after  more  than  six  years  of  extensive 
use,  there  has  not  been  a single  serious 
reaction  to  ERYTHROCIN.  Additionally,  the 
often-met  problem  of  resistance  has  re- 
mained unusually  low  with  ERYTHROCIN. 

Therapeutically,  you’ll  find  ERYTHROCIN 
highly  effective  against  the  majority  of  coc- 
cal  organisms.  Where  severe  viral  attacks 
occur,  ERYTHROCIN  may  well  be  the  wea- 
pon to  counteract  those 
dangerous  complications. 


'"•%D0d  M of 


Potassium 

809136  Penicillin  V 
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White  line  on  the  chart  shows  the  ranges  of  Filmtab 
COMPOCILLIN-VK,  while  the  gray  line  shows  the 
medians.  Note  the  high  ranges  and  averages  at  '/^ 
hour,  and  at  1 hour. 


Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 
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Now,  IN  BOTH  Filmtab  and  Oral  Solution,  patients 
get  high  penicillin  V blood  levels  with  Compocillin- 
VK.  Note  the  chart.  Concentrations  are  three  times 
higher  than  an  equivalent  dose  of  potassium  peni- 
cillin G. 

Compocillin-VK  is  indicated  whenever  you  desire 
oral  penicillin  therapy.  In  severe  infections,  oral 
penicillin  should  be  supplemented  by  parenteral 
therapy  to  obtain  the  maximum  therapeutic 
response. 

Indications: 

Against  all  organisms  sensitive  to  oral  penicillin 
therapy.  For  prophylaxis  and  treatment  of  complica- 
tions in  viral  conditions.  And  as  a prophylaxis  in 
rheumatic  fever  and  rheumatic  heart  disease. 

Dosage: 

Depending  on  the  severity  of  the  infection,  the  usual 
adult  dose  is  125  to  250  mg.  (200,000  to  400,000  units) 


every  four  to  six  hours.  For  children,  dosage  may  be 
reduced  in  proportion  to  body  weight. 

Supplied: 

In  Fiimtabs,  representing  125  mg.  (200,000  units)  of 
potassium  penicillin  V,  bottles  of  50  and  100.  In  250 
mg.  (400,000  units),  bottles  of  25  and  100. 

For  Oral  Solution,  Compocillin-VK  comes  in  dry 
granules  for  easy  reconstitution  with  water.  Cherry- 
flavored,  the  granules  come  in  40-cc.  and  80-cc. 
bottles.  Each  5-cc.  teaspoon  of  solution  represents 
125  mg.  (200,000  units)  of  potassium  penicillin  V. 


CoMPOCiLLiN-V®  Oral  Suspension  (Ready-Mixed), 
Hydrabamine  Penicillin  V,  Abbott,  comes  in  40-cc. 
and  80-cc.  bottles.  Each  tasty,  banana-flavored  5-,cc. 
teaspoonful  represents  180  mg.  (300,000  ~ 
units)  of  penicillin  V.  At  all  pharmacies,  vltmol}, 
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when 


cocca!  infections 
hospitalize 
L the  patient  A 


the  most  effective  antibiotic 

available  against  staphylococci 


(RISTOCETIN,  ABBOTT) 


PREPARED  FROM  PURE  CRYSTALS 

Provides  Outstanding  Clinical  Effectiveness  Against  Coccal 
Infections,  Including  Resistant  Staphylococci  and  Enterococci' 

Provides  Bactericidal  Action  Against  Coccal  Infections' 
Provides  Successful  Short-Term  Therapy  In  Endocarditis^ 
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Now,  after  just  12  months,  SPONTIN  has  become  an  outstand- 
ing drug  of  choice  against  resistant  staphylococci,  and  in 
other  serious  cocca!  infections. 

Six  papers  presented  at  the  Antibiotics  Symposium'  re- 
ported the  effectiveness  of  SPONTIN  against  resistant  staphy- 
lococcal infections.  Clinical  reponses  involved  enterococcal 
endocarditis,  staphylococcal  pneumonias  and  staphylococcal 
bacteremias.  Many  of  these  patients  were  going  downhill 
steadily— in  spite  of  treatment  by  other  antibiotics. 

Toxicity?  Careful  attention  to  dosage  recommendations  has 
practically  eliminated  toxicity  and  side  effects  as  serious  ob- 
stacles to  therapy.  Also,  recent  improvements  have  been 
made  in  the  manufacture  of  SPCNTIN;  the  drug  is  now  made 
from  pure  crystals.  A recent  report^  in  the  Journal  of  the 
American  Medical  Association  concluded,  ‘‘It  is  our  opinion 
that,  if  proper  precautions  are  observed,  ristocetin  is  a safe 
and  potent  agent  to  employ  in  the  treatment  of  staphylococcal 
infections.” 

If  you  do  not  have  the  revised  literature  on  this  lifesaving 
antibiotic,  please  contact  your  Abbott  Representative  soon; 
or  write  direct  to  Abbott  Laboratories,  North  Chicago,  Illinois. 

INDICATIONS:  Agai  nst  a wide  range  of  staphylococcal, 
streptococcal,  pneumococcal  and  enterococcal  infections.  A 
drug  of  choice  fortreating  serious  infections,  particuiarlythose 
caused  by  organisms  that  resist  all  other  antibiotics. 

DOSAGE:  Ad  ministered  intravenously.  In  pneumococcal, 
streptococcal  and  enterococcal  infections,  a dosage  of  25 
mg. /Kg.  will  usually  be  adequate.  Majority  of  staphylococcal 
infections  will  be  controlled  by  25  to  50  mg. /Kg.  per  day.  It  is 
recommended  that  the  daily  dosages  be  divided  into  two  or 
three  equal  parts  at  eight-  or  12-hour  intervals. 

SUPPLIED:  In  vials  containing  a sterile,  lyophilized  powder, 
representing  500  mg.  of  ristocetin  A activity. 

Be  sure  your  hospital  has  it  stocked. 

1.  Sixth  Annual  Symposium  on  Antibiotics,  Washington,  D.  C.,  Oct.  15,  16,  17,  1958. 

2.  Antibiotics  Annual.  1957-58,  p.  187-98. 

3.  J.A.M.A.,  167:1584,  July  26.  1958. 
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Now-All  cold  symptoms 
can  be  controlled 


This  new  timed-release  tablet  provides: 

• • . the  superior  decongestant  and  antihistaminic 
action  of  Triaminic 

• . . non-narcotic  cough  control  as  effective  as  with 
codeine,  but  without  codeine* s drawbacks 

,,,an  expectorant  to  help  the  patient  expel 
thickened  mucus 

. . . the  specific  antipyretic  and  analgesic  effect 
of  well-tolerated  APAP 

• . . the  prompt  and  prolonged  activity  of 
timed-release  medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate  . 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  . . 30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . . 325  mg. 


Tussagesic  timed-release  tablets  provide 
relief  in  minutes,  which  lasts  for  hours 

flrst^S  to  4 hours  of 
relief  from  the 
outer  layer 

fAert— 3 to  4 more  hours 
of  relief  from 
the  inner  core 


Also  available: 

for  those  who  prefer  liquid  medication  — 

Tussagesic  suspension 

In  each  5 ml.;  Triaminic,  25  mg.;  Dormethan, 
15  mg.;  terpin  hydrate,  90  mg.;  APAP,  120  mg. 


Dosage:  I tablet  in  the  morning,  mid-afternoon, 
and  evening,  if  needed.  Should  be  swallowed 
whole  to  preserve  the  timed-release  action. 
Suspension:  Adults— 1-2  tsp.  every  3-4  hours; 
Children  6-12  years  old— 1 tsp.  every  3-4  hours; 
Children  under  6— dosage  in  proportion. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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.1  arteriosclerosis  obliterans 
throntbonngntis  obliterans 
diabetic  vascular  disease 
^ Raynaud's  syndrome 
ischemic  ulcers 
night  leg  cramps 


brand  of  nylidrin  hydrochloride  N.N.R. 

Sends  comforting,  fresh  blood  where  blood  is  needed  most 
—to  distressed  muscles.i-s  Tissue  oxygenation  and  nutrition, 
and  muscle  metabolism  are  improved,  spasm  relaxed,  pain 
relieved. 

Arlidin  is  available  in  6 mg.  Scored  tablets,  and  5 mg.  per  cc. 
parenteral  solution.  See  PDR  for  dosage  and  packaging. 

Protected  by  U.S.  Patent  Numbers  2,661,372  and  2,661,373 

arlington-funk  laboratories 

division  of  U.  S.  VITAMIN  CORPORATION 

250  East  43rd  Street,  New  York  17,  N.  Y. 
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Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


for  Rauwiloid  IS  better  tolerated... 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

*Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med.2J:41 
(Jan.)  1958. 


Rauwiloid' 


Enhances  safety  when  more  potent  drugs 
are  needed. 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


NORTHRlDCe, 

CALIFORNIA 
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The  great  corticosteroid  era 

Opened  ten  years  ago 

with  the  introduction  of  cortone®  (cortisone). 

Today,  MERCK  sharp  & dohme  proudly 

presents  the  crowning 

achievement  of  the  first  corticosteroid 

decade— decadron  (dixamethasone) 

—a  new  and  unique  compound,  which 
brings  a new  order  of  magnitude 
to  corticosteroid  therapy 


In  Anti-Inflammatory  Potency 

DECADRON  “possesses  greater  anti-inflammatory  potency 
per  milligram  than  any  steroid  yet  produced, ”i  and  is  “the 
most  potent  steroid  thus  far  synthesized. ”2  Milligram  for 
milligram,  it  is,  on  the  average,  5 times  more  potent  than 
6-methylprednisolone  or  triamcinolone;  7 times  more  potent 
than  prednisone;  28  times  more  potent  than  hydrocortisone; 
and  35  times  more  potent  than  cortisone. 


anew 
order  of 
magnitude 


In  Dosage  Reduction 

Thanks  to  this  unprecedented  potency,  DECADRON  is 
“highly  effective  in  suppressing  the  manifestations  of 
rheumatoid  arthritis  when  administered  in  remarkably  small 
daily  milligram  doses. In  a number  of  cases,  doses  as  low 
as  0. 5-0.8  mg.  proved  sufficient  for  daily  maintenance.  The 
average  maintenance  dosage  in  rheumatoid  arthritis  is  about 
1.5  mg.  daily. 


in  Elimination  and  Reduction  of  Side  Effects 

Virtual  absence  of  diabetogenic  activity,  edema,  sodium 
or  water  retention,  hypertension,  or  psychic  reactions  has 
been  noted  with  DECADRON.*  2.2.^  Other  “classical" 
reactions  were  less  frequent  and  less  severe.  DECADRON 
showed  no  increase  in  ulcerogenic  potential,  and  digestive 
complaints  were  rare.  Nor  have  there  been  any  new  or 
“peculiar"  side  effects,  such  as  muscle  wasting,  leg  cramps, 
weakness,  depression,  anorexia,  weight  loss,  headache, 
dizziness,  tachycardia  or  erythema.  Thus  DECADRON 
introduces  a new  order  of  magnitude  in  safety, 
unprecedented  in  corticosteroid  therapy. 


In  Therapeutic  Effectiveness 

With  DECADRON,  investigators  note  “a  decided  intensification 
of  the  anti-inflammatory  activity"^  and  antirheumatic 
potency.*  Clinically,  this  was  manifested  by  a higher  degree 
of  improvement  in  many  patients,  previously  treated  with 
prednisteroids,2  and  by  achievement  of  satisfactory  control 
in  an  impressive  number  of  recalcitrant  cases.2* 


References: 

1.  Boland,  E.W.:  California  Med. 

88:417  (June)  1958. 
2.  Bunim,  J.J.,  et  al.:  Arthr.  & 
Rheum.  7:313  (Aug.)  1958. 
3.  Boland,  E.W.,  and  Headley, 
N.E.;  Paper  read  before  the  Am. 
Rheum.  Assoc.,  June  21,  1958, 
San  Francisco,  Cal. 
4.  Bunim,  J.J.,  et  al.:  Paper 
read  before  the  Am.  Rheum. 
Assoc.,  June  21,  1958,  San 
Francisco,  Cal. 


In  Therapeutic  Range 

More  patients  can  be  treated  more  effectively  with  DECA- 
DRON. Its  higher  anti-inflammatory  potency  frequently  brings 
relief  to  cases  resistant  to  other  steroids.  Virtual  freedom 
from  diabetogenic  effect  in  therapeutic  dosage  permits 
treatment  of  many  diabetics  without  an  increase  in  insulin 
requirements.  Absence  of  hypertension  and  of  sodium  and 
fluid  retention  allows  effective  therapy  of  many  patients  with 
cardiovascular  disorders.  Reduction  in  the  incidence  and 
severity  of  many  side  effects  extends  the  benefits  of  therapy 
to  numerous  patients  who  could  not  tolerate  other  steroids. 
And  a healthy  sense  of  well-being,  reported  by  nearly  all  pa- 
tients on  DECADRON,  assures  greater  patient  cooperation. 


To  treat  more  patients  more  effectively 
in  a|l  allergic  and  inflammatory  disorders 
amenable  to  corticosteroid  therapy 

DOSAGE  AND  ADMINISTRATION 

With  proper  adjustment  of  dosage, 
treatment  may  ordinarily  be 
changed  over  to  DECADRON 
from  any  other  corticosteroid 
on  the  basis  of  the  following 
milligram  equivalence: 

One  0.75  mg.  tablet  of  DECADRON  (dexamethasone)  replaces; 


4. 

4 

4 

One  4 mg. 

One  5 mg. 

One  20  mg. 

One  25  mg. 

tablet  of 

tablet  of 

tablet  of 

tablet  of 

methyiprednisolone  or 
triamcinolone 

prednisolone  or 
prednisone 

hydrocortisone 

cortisone 

I 


SUPPLIED: 

As  0.75  mg.  scored  penta- 
gon-shaped tablets:  also  as 
0.5  mg.  tablets  to  provide 
maximal  individualized 
flexibility  of  dosage  ad- 
justment. 

Detailed  literature  is  available  to  physicians  on  request. 

‘DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

©1958  Merck  & Co.,  Inc. 


Merck  Sharp  & Dohme  Philadelphia  i,  pa. 

Division  of  Merck  & Co.,  Inc. 


DEXAMETHASONE 


Pyribenzamine*  expectorant 

breaks  up  cough 

even  persistent  cough 


Patient,  factory  worker, 
age  43,  had  suffered  for 
months  with  persistent, 
dry  cough,  which  he  termed 
"smoker’s  hack." 


Cough  frequently 
interrupted  his  sleep, 
causing  him  to  be  nervous, 
irritable;  his  job  efficiency 
was  impaired. 


Chest  X-ray  was  negative 
and  the  plant  physician 
prescribed  PYRIBENZAMINE 
EXPECTORANT  with 
Ephedrine.  Patient  noticed 
almost  immediate  relief- 
a week  later  felt 
"considerably  better." 


Pyribenzamine  Expectorant  with  Ephedrine  provides  a unique  combination  of  antitussive  agents, 
which  work  three  ways  at  once  to  break  up  the  persistent  cough:  Pyribenzamine  relieves  histamine- 
induced  congestion  throughout  the  respiratory  tract;  ephedrine  relaxes  the  bronchioles  and  makes 
breathing  easier;  ammonium  chloride  liquefies  mucus,  relieving  dry  cough  and  promoting  productive 
expectoration. 


Supplied;  Pyribenzamine  Expectorant  with  Ephedrine,  containing  SO  mg.  Pyribenzamine  citrate  (equivalent  to  20  mg. 
Pyribenzamine  hydrochloride),  10  mg.  ephedrine  sulfate  and  80  mg.  ammonium  chloride  per  4-ml.  teaspoon. 
Also  available:  Pyribenzamine  Expectorant- with  Codeine  and  Ephedrine,  same  formula  as  above 
with  the  addition  of  8 mg.  codeine  phosphate  per  4-ml.  teaspoon  (exempt  narcotic). 


C I B A 


Pyribenzamine®  citrate  (tripelennamine  citrate  CIBA) 
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■ prompt,  aggressive 
antibiotic  action 

■ a reliable  defense  against 
monilial  complications 


both  are  often  needed  when 
bacterial  infection  occurs 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  My  costatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg.1250,000  u.),  bottles  of  16  and  100.  Half-strength  Capsules  (125  mg.l  125,000  u.),  bottles  of  26  and  200. 
Suspension  (125  mg.l  125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg.f  100,000  u.  per  cc.).  10  €c.  dropper  bottles. 

Sqjjisb 

‘sUMYCIH*®'  ANO  'mYCOSTATIN  ® ARC  SQUIBB  TRADEMARKS 


Squibb  Quality  — the  Priceless  Ingreoient 
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in  Rheumatoid  Arthritis 


*Using  combined  drug  therapy  with 

or  Araien®  as  maintenance  therapy. 
With  Plaquenil  or  Aralen  alone  62%  grade  1 and  II 
improvement.  (Scherbel,  A.L;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958,  Report  on  805  patients  with 
rheumatoid  arthritis  or  reiated  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantiaily 
after  first  six  months). 

2.  Patients  in  reiapse  after  proionged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg, 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg, 

(1  or  2 tablets)  daily. 

Write  for  Bookiet. 


New  York  18,  N.  Y. 


Aroftn  (brGftd  of  ehloroquin©) 

(brond  Qf  hydroxych f'OroQuiti,©),  tradsmafk-s  reg  U.S.  OP, 


FAST-ACTING  ORAL  BROAD-SPECTRUM  THERAPY  ■ The  modern  blue  and  yellow 

ACHROMYCIN  V Capsules,  combining  equal  parts  of  pure  crystalline  ACHROMYCIN  Tetracycline  HCI  and  Citric  Acid,  provide 
unsurpassed  oral  broad-spectrum  therapy. 

Speed  of  absorption  adds  new  emphasis  to  the  benefits  of  true  broad-spectrum  action,  minimum  side  effects  and  wide  range 
effectiveness  that  have  established  ACHROMYCIN  as  an  antibiotic  of  choice  for  decisive  control  of  infection. 


REMEMBER  THE  y WHEN  SPECIFYING  ACHROMYCIN  V.  New  blue  and  yellow 

capsules  (sodium-free)— 250  mg.  with  250  mg.  citric  acid,  and  100  mg.,  with  100  mg.  citric  acid. 


ACHROMYCIN  V dosage;  Recommended  basic  oral  dosage  is  6-7  mg.  per  lb.  body  weight  per  day.  In  acute,  severe  infections 
often  encountered  in  infants  and  children,  the  dose  should  be  12  mg.  per  lb.  body  weight  per  day.  Dosage  in  the  average  adult 
should  be  1 Gm.  divided  into  four  250  mg.  doses. 


ACHROMYCIN*  V capsules 

LEDERLE  LA  BO  RATO  R I ES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 
*Reg.  U.  S.  Pat.  Off. 
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PREVENT 

both  cause  and  fear  of 

ANGINA 

Miltrate' 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN^  PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 

“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate/'. . .appears  to  be  more  effective 
than  [PETN]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”^ 


proven 

safety 

for 

long-term 

use 


Miltrate  is  recommended  for  'prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied;  Bottles  of  50  tablets. 

Each  tablet  contains;  200  mg.  Miltown  + 10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  Pot  clinical  supply  and  literature,  write  Dept.  5dC 

1,  Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  Am.  J,  Card.  1:595,  March  1958. 

2.  ShapirOf  S.:  Observations  o»i  the  use  of  meprobamate  in  cardiovascular  disorders.  Angiology  S:50^,  Dec.  1957, 

ijjf  WALLACE  LABORATORIES,  New  SjMrmcicfc.iV.J. 
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provides  dependable,  fast,  effective  therapy 


dependable  action 

because  all  patients  show  therapeutic 
blood  concentrations  of  penicillin  with 
recommended  dosages. 

quick  deployment 

of  the  bacteria-destroying  antibiotic. 
Within  five  to  fifteen  minutes  after  ad- 
ministration, therapeutic  concentrations 
appear  in  the  general  circulation. 

higher  blood  levels 

than  with  any  other  penicillin  given 


orally.  Bactericidal  concentrations  are 
assured.  Infections  resolve  rapidly. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  Tablets,  scored,  of  125  and  250 
mg.  (200,000  and  400,000  units). 

New  V-Cillin  K,  Pediatric:  In  bottles 
of  40  and  80  cc.  Each  5-cc.  teaspoonful 
provides  125  mg.  V-Cillin  K. 

V-Cillin®  K (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

833233 
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AO  THEIR  FRANK  ASTONISHMENT  AND  DISMAY, 

all  members  of  the  staff  of  a prominent  hos- 
pital in  Salt  Lake  City  recently  received  a 
letter  (possibly  edict  would  be  a more  accu- 
rate description)  signed  by  the  “Chairman 

of  the  Executive 
Committee”  and  the 
“Chairman  of  the 
Pharmacy  Commit- 
tee” which  reads  in 
part  as  follows: 

“We  will  require  that  all  drug  orders  for 
narcotics,  sedatives  and  hypnotics,  anti-co- 
agulants and  antibiotics  administered  orally 
or  parenterally  shall  be  automatically  dis- 
continued after  48  hours  unless  (1)  the  order 
indicates  the  exact  number  of  doses  to  be 
administered,  (2)  an  exact  period  of  time  for 
the  medication  is  specified,  or  (3)  the  attend- 
ing physician  re-orders  the  medication.” 

There  follows  in  the  letter  what  appears 
to  be  a sample  list  of  some  20  or  30  drugs 
subject  to  such  48-hour  cancellation.  The  list 
is  obviously  incomplete,  but  for  all  its  short- 
ness it  provides  an  amusing  incongruity  by 
informing  the  doctor  that  orders  for  pheno- 
barbital  (dosage  not  specified) , alone  among 
the  barbiturates,  are  exempt  from  cancella- 
tion. We  charitably  assume  the  authors  of 
this  exemption  have  no  monetary  motive  to 
promote  the  use  of  phenobarbital,  but  our 
assumption  leaves  us  with  the  feeling  that 
the  basis  for  this  particular  decision  is  known 
only  to  themselves  and  God. 

A little  reflection  makes  it  obvious  that 
the  above  edict  is  incompatible  with  sound 
medical  practice,  which  requires  that  the 
doctor  be  in  unquestioned  charge  of  his 
patient  and  have  his  orders  carried  out  ac- 
curately with  no  quibble  or  confusion.  The 
necessity  for  exact  compliance  with  the  doc- 
tor’s plan  of  treatment  is  so  evident  to  all 
logical  minds  that  it  has  even  been  incor- 
porated in  our  heritage  of  common  sayings, 
such  as  “You  are  the  doctor,”  and  “These  are 
the  doctor’s  orders.” 


It  is  hard  to  conceive  a more  nightmarish 
or  stupid  condition  for  doctors  and  patients 
than  one  where  the  physician  must  try  to 
guess  which,  among  thousands  of  possible 
medications,  some  hospital  committee  may 
decide  to  cancel  out.  If  such  a situation  is  to 
prevail,  then  presumably  one  of  the  doctor’s 
major  occupations  will  be  to  peruse  and 
memorize  endless  lists  of  committee  decisions 
to  know  which  of  his  orders  will  be  allowed 
by  his  masters  to  run!  The  size  and  complex- 
ity of  this  task  may  be  imagined  when  one 
recalls  that  new  drugs  are  said  to  reach  the 
open  market  at  the  approximate  rate  of  one 
each  day,  and  furthermore,  such  an  item  as 
a pharmaceutical  manufacturer’s  capsule  may 
have  ingredients  falling  into  several  cate- 
gories. 

As  is  characteristic  of  creeping  tyranny, 
some  illusion  of  freedom  of  action  for  the 
doctor  is  offered  by  the  proviso  that  medica- 
tions may  be  written  to  extend  beyond  48 
hours  by  specifying  an  “exact  number  of 
doses.”  This  is,  however,  absurd  since  the 
physician  himself  does  not  know,  when  he 
writes  for  a given  medication,  how  long  it 
is  to  run.  His  decision  depends  on  therapeutic 
response,  as  determined  by  experienced  and 
perceptive  daily  observation.  It  is  an  ideo- 
logical monstrosity  to  compel  the  doctor  to 
write  “to  run  for  one  week”  or  to  fall  into 
the  habit  of  appending  “xlO”  or  “x20”  when 
he  can  actually  have  no  precise  number  of 
doses  in  mind,  but  is  merely  trying  to  protect 
his  patient  against  the  chaos  and  hazard  of 
arbitrary  interruption  of  his  plan  of  treat- 
ment. 

The  advocates  of  hospital  control  of  medi- 
cation support  their  standpoint,  of  course,  by 
allegation  of  instances  where  medications 
may  have  run  longer  than  intended.  This  is  an 
occasional  and  trifling  evil,  in  no  way  com- 
parable to  the  chaos  which  will  be  brought 
about  by  automatic  termination  of  medical 
orders.  As  has  always  been  understood,  any 
suspicion  of  toxic  effects  from  medication 
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calls  for  immediate  discussion  with  the  doctor 
who  wrote  the  order.  Competent  nurses  and 
interns  have  historically  fulfilled  this  func- 
tion very  satisfactorily.  To  invoke  the  capri- 
cious remedy  of  automatic  cancellation  might 
well  be  compared  to  cutting  off  one’s  head 
to  cure  dandruff. 

In  hunting  the  source  of  the  above-quoted 
radical  and  astonishing  manifesto  which  com- 
pels automatic  cancellation  of  medical  orders, 
we  find  it  attributed  to  a recommendation  of 
the  Joint  Commission  on  Accreditation  of 
Hospitals,  a body  that  has  already  made  itself 
more  notorious  than  respected  in  this  vicinity 
by  its  high-handed  disaccreditation  of  all 
four  major  hospitals  in  Salt  Lake  City  in 
1954 — an  act  which  no  competent  local  ob- 
server has  ever  been  able  to  understand  or 
condone  after  comparison  of  our  status  at 
that  time  with  hospitals  in  other  cities  which 
received  approval. 

This  new  recommendation  by  the  Joint 
Commission  on  Accreditation  of  Hospitals  is 
the  equivalent,  on  the  smaller  scale  of  the 
medical  world,  of  the  abuse  of  power  by 
tyranny  posing  as  benevolence  which  is  the 
social  cancer  of  our  time.  Lenin,  Mussolini, 
and  Hitler,  for  example,  all  posed  as  bleed- 
ing-hearts whose  tender  solicitude  for  the 
common  man  constrained  them  to  invoke  a 
two-point  program  of:  (1)  ruthless  suppres- 
sion of  traditional  and  basic  freedoms  and 
(2)  vast  increase  of  their  own  power.  Auto- 
matic cancellation  of  the  doctor’s  orders  is 
not  only  dangerous  and  chaotic  for  the 
patient  but  also  outrageously  insulting  to  the 
medical  profession. 

If  the  doctor  is  to  be  portrayed  by  “ac- 
creditors” and  hospital  administrators  as  an 
incompetent,  careless,  bungling  character 
from  whom  the  hospital  must  protect  pa- 
tients, then  the  implication  is  clear  that  soon 
hospitals  may  be  questioning  the  right  of 
doctors  to  practice  medicine  independently  at 
all.  Such  a concept  is  gross  libel  of  the  doctor. 
Through  long,  arduous  training  and  by  virtue 
of  keen  personal  interest  in  patients  who 
have  freely  chosen  him,  he  is  the  only  one 
who  has  any  logical  or  moral  right  to  decide 
what  medication  his  patients  shall  receive 
and  how  long  such  medication  shall  run. 

A prominent  member  of  our  hospital  staff 
informs  me  of  a conversation  with  the  recent 


hospital  inspector  concerning  the  increasing 
trend  toward  restrictions  and  controls  of 
medical  practice.  The  inspector  expounded 
his  viewpoint  that  doctors  must  cease  to 
think  of  “my  patient”  and  recognize  the 
patient  as  being  really  under  the  jurisdiction 
of  the  whole  institutional  organization. 

There  is  only  one  appropriate  commen- 
tary for  such  a remark.  It  is  to  express 
amazement  that  a man  can  grow  up  in  Amer- 
ica and  think  so  much  like  a Russian!  The 
essence  of  the  Red  system  is  tyranny  by 
committees.  The  very  word  “soviet”  means 
committee.  In  the  American  tradition  of  free- 
dom, a patient  chooses  his  physician  or  sur- 
geon and  calls  him  “my  doctor”  as  long  as 
he  wants  it  that  way.  The  doctor  has  never 
had  the  slightest  control  over  a patient  who 
wants  to  dismiss  his  adviser  and  appoint 
another.  Under  such  a tradition,  the  patient 
is  a free  man  who  picks  medical  advisers  as 
he  sees  fit.  Not  many  years  ago,  the  person 
who  questioned  this  right  would  have  been 
thought  bereft  of  common  sense. 

We  are  in  a bad  state,  indeed,  if  the  time 
has  come  when,  in  spite  of  having  picked  a 
doctor  of  his  choice,  the  patient  who  goes 
to  a hospital  comes  willy-nilly  under  the 
control  of  numerous  shadowy  authoritarians, 
most  of  whom  he  has  never  met  and  some 
of  whom  he  would  reject  if  he  came  to  know 
them.  Such  a condition  is  not  progress,  for 
the  patient  has  lost  his  most  precious  asset — 
freedom — and  has  become  a serf! 

R.  P.  Middleton,  M.D.* 


*Editor,  Utah  section  of  the  Rocky  Mountain  Medical  Journal. 


^K^ur  Journal  staff  is  in  the  process  of 
compiling  the  1959  Rocky  Mountain  Medical 
Directory.  We  need  your  help  if  we  are  to 
make  this  publication  of  value  to  you.  Please 

cooperate  with  the  edi- 
torial office  by  ac- 
Directory,  1959  curately  complet- 
ing the  directory  card 
mailed  to  you  within  the  past  month  and 
returning  it  promptly.  The  information  is 
important  to  us  if  we  are  to  serve  your  needs 
properly.  Thank  you! 
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The  doctor  and  the  press* 


Alexander  Warden,  Great  Falls,  Montana 


An  entertaining  and  thought- 
provoking  insight  into  our  ethics 
and  traditions  from  the  publisher  s 
viewpoint.  Have  a look 
at  ourselves.  Doctor! 


After  an  introduction  like  that,  I can  hardly 
wait  to  hear  what  I have  to  say.  However,  at 
my  overweight  age,  discretion  warns  that 
toastmasters  aren’t  supposed  to  tell  the  truth. 
They  just  try  to  tranquilize  the  victim  be- 
fore they  toss  him  to  the  lions. 

When  my  good  friend  John  Layne,  who 
will  henceforth  be  suspect  in  personal  mat- 
ters, asked  me  to  talk  to  you  tonight,  I backed 
water  quickly  into  the  haven  of  ineptitude 
as  an  expert  speaker.  He  said  you  didn’t  want 
an  expert.  This  signaled  a tack  over  to  the 
position  that  you  must  want  a good  speaker. 
Smilingly,  he  proclaimed  that  you  didn’t 
want  a good  speaker.  These  volleys  of  self- 
deprecation  and  checkmating  reassurances 
went  on  until  here  I am. 

This  isn’t  a new  subject,  either  to  you  or 
to  me.  Nor  is  it  in  order  to  offer  any  panacea 
for  a relationship  which  has  a somewhat 
stormy  case  history.  My  only  excuse  is  a 
feeling  that  our  relationship  is  now  of  mount- 
ing importance  to  both  of  us  for  desired 
progress  in  our  common  aim  of  service  to 
mankind.  A generation  or  two  ago,  the  fact 
that  doctors  and  newspapers  looked  on  each 
other  as  natural  antagonists,  eyed  each  other 
with  mutual  distrust,  wasn’t  of  great  im- 
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portance.  We  were  only  hurting  each  other. 
The  situation  was  a matter  of  casual  regret 
to  some  sober  thinkers  on  both  sides,  but 
mainly  in  those  periods  of  quiet  between 
rhubarbs. 

In  those  days  of  bicycle  pace,  some  re- 
porters looked  upon  doctors  as  aggravating 
barriers  between  them  and  the  news,  as 
nuisances  to  be  circumvented.  Doctors  were 
envisioned  as  hiding  behind  the  various  re- 
finements of  their  Hippocratic  oath.  There 
was  a word  called  “ethics”  which  sounded 
like  an  epithet  in  the  mouth  of  a reporter. 
He  didn’t  know,  or  care  if  he  did,  that  the 
physician-patient  relationship  has  been  the 
foundation  of  the  great  medical  tradition 
from  antiquity.  He  didn’t  comprehend  that 
the  doctor’s  knowledge  of  his  patient  was 
held  as  sacred  as  the  confessional,  and  was 
older  in  tradition. 

So  surely  it  was  not  within  his  ken  that 
doctors  have  taken  vows  since  the  beginning 
of  recorded  writing.  Centuries  before  the  300 
B.  C.  era  of  Hippocrates,  such  a code  was 
chiseled  on  stone  tablets  in  2200  B.  C.  by 
Hammurabi,  the  king  of  Babylon.  For  them- 
selves, many  doctors  were  convinced  that 
reporters  were  leering  sensation-seekers  bent 
on  fracturing  the  privacy  of  the  doctor- 
patient  relationship.  They  were  hatchet  men 
out  to  wreck  reputations.  Publishers  might 
be  looked  on  as  social  equals  by  the  medical 
profession,  but  their  reporter  hirelings  ought 
to  be  put  away  like  bloodhounds  with  rabies. 
Yet  it  was  always,  and  always  will  be,  the 
reporter  and  not  the  publisher  who  is  the 
news  contact. 

Insulated  within  the  ethical  ivory  tower 
of  their  own  standards,  doctors  knew  nothing 
of  the  canons  of  journalism  except  that,  if 
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any  existed,  they  certainly  must  be  at  strange 
variance  with  their  own  concepts.  So  here 
were  rather  wide  areas  of  misunderstand- 
ings, partially  due  to  mutual  ignorance.  A 
bad  climate  for  nurturing  the  feeble  germ 
of  cooperation.  Each  was  dedicated  to  live 
and  perform  by  his  own  standards.  Such  is 
the  way  of  all  men.  There  is  the  story  of  the 
young  Montana  cattle  rancher  who  took  a 
load  of  critters  to  Chicago.  There  he  met  a 
lovely  and  cultured  girl  and,  after  a whirl- 
wind courtship,  they  were  married.  The 
bridegroom  had  grown  up  in  the  cattle  busi- 
ness. He  knew  it  down  to  the  last  pigging 
string.  But  he  had  never  enjoyed  the  ad- 
vantages of  higher  education  and  was  some- 
what blind  to  social  amenities.  As  the  honey- 
mooning couple  entered  the  nuptial  chamber, 
he  started  to  barge  in  ahead  of  the  bride. 
“Just  a minute,”  she  said.  “There  are  a lot  of 
things  you  have  to  learn  and  we  are  going 
to  start  right  now.  You  can  carry  me  through 
that  door.”  He  gathered  her  up  but  stumbled 
over  the  sill  and  dropped  her.  Starting  to 
pick  her  up,  he  found  she  had  a broken  leg. 
So,  of  course,  he  shot  her.  By  his  standards, 
that  was  the  only  thing  he  could  do. 

There  is  an  old  Indian  prayer  that  says, 
“Oh  Great  Spirit,  Maker  of  Men,  forbid  that 
I judge  any  man  until  I have  walked  for  two 
moons  in  his  moccasins.”  And  there  is  a 
Chinese  proverb  that  says,  “The  first  part  of 
the  night,  think  of  your  own  faults;  the  latter 
part,  think  of  the  faults  of  others.” 

Changed  thinking 

Today,  there  is  real  encouragement  in  the 
changed  thinking  of  both  the  doctor  and  the 
press.  Areas  of  misunderstandings  are  shrink- 
ing, and  there  is  a stimulating  atmosphere 
making  for  better  cooperation.  The  news- 
paper has  accepted,  and  honors,  the  inalien- 
able rights  of  privacy  of  the  doctor-patient 
relationship.  It  realizes  your  professional  mis- 
sion of  the  saving  of  life  and  the  health 
of  the  people,  performed  even  against  the 
handicap  that  man  is  the  only  animal  that 
eats  when  he  is  not  hungry  and  drinks  when 
he  is  not  thirsty. 

As  for  the  legal  rights  of  the  patient,  be 
assured  that  the  responsible  newspaper  has 
them  constantly  in  mind  against  the  hazard 
of  libel  and  damage  actions.  It  may  be  noted 


here  that,  so  far  as  protection  to  a newspaper 
is  concerned,  the  libel  laws  of  the  State  of 
Montana  are  as  woefully  weak  as  the  skim 
milk  on  a hospital  diet.  It  could  have  been 
some  cynical  Montana  newspaper  man  who 
cracked  that  while  the  mistakes  of  a lawyer 
languish  in  durance  vile,  and  those  of  a 
doctor  are  six  feet  under,  those  of  a news- 
paper just  face  unfriendly  juries. 

Likewise,  we  find  doctors  with  a growing 
respect  for  the  right  of  the  public  to  know. 
Please  note  that  this  means  freedom  of  in- 
formation, not  freedom  of  the  press,  which 
some  publishers  sometimes  confuse  with  an 
unbridled  license  to  which  they  have  no 
right.  You  have  recognition  of  this  also  in 
your  own  Principles  of  Medical  Ethics  where- 
in the  doctor  is  warned  that  “Refusal  to 
release  material  may  be  considered  a refusal 
to  perform  a public  service.” 

Newspapers  have,  of  course,  virtue  of  use- 
fulness outside  the  field  of  public  service. 
At  one  time,  in  different  parts  of  London, 
separate  conventions  were  going  on,  one  of 
journalists  and  the  other  of  fish  mongers. 
Came  the  following  message,  “Fraternal 
greetings  to  Journalists  by  the  Fish  Fryers  of 
Great  Britain.  Our  work  is  wrapped  up  in 
yours.”  After  all,  you  can’t  wrap  a fried  fish 
in  a television  or  radio  set. 

But  perhaps  the  biggest  factor  in  forcing 
better  relations  is  the  highly  dramatic  and 
exciting  parade  of  progress  in  the  medicine 
of  our  time.  A recent  issue  of  LIFE  did  a 
notable  picture  story  on  this.  LIFE  talked, 
charted,  and  pictured  such  factors  as  the  rap- 
idly increasing  number  of  oldsters  spawned 
by  life-extending  treatments  which  in  turn 
bring  into  sharp  focus  the  degenerative  dis- 
eases which  advancing  years  bring,  such  as 
arthritis,  cancer,  and  heart  complications. 
LIFE  noted  the  successes  of  having  trained 
medical  guns  on  childhood  diseases  such  as 
diphtheria  and  smallpox,  now  virtually  elim- 
inated. LIFE  cheered  the  electronics  and 
wonder  drugs.  Great  helps,  these,  in  both 
observation  to  aid  diagnosis,  and  in  treat- 
ment. 

So,  there’s  so  much  of  the  new  that  the 
choice  now  becomes  not  between  news  and 
no  news,  but  a choice  between  authentic 
news  prepared  with  the  active  cooperation 
of  physicians  and  news  of  questionable  ac- 
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curacy.  News  there  will  be.  It  may  even  be 
another  crazy  wrinkle  in  the  wild  spree  of 
England’s  socialized  medicine  experiment.  It 
hasn’t  been  enough  for  this  great  humani- 
tarian scheme  to  provide  patients  with  false 
teeth,  toupees,  spectacles,  girdles,  and  falsies. 
Now  it’s  free  gin.  A doctor  in  Middlesex  pre- 
scribed gin  with  a mixture  of  morphine  and 
cocaine.  The  town  council  ruled  gin  was  not 
a medicine,  but  the  Ministry  of  Health  Ap- 
peals Board  disagreed  and  decreed  that  doc- 
tors must  prescribe  it.  The  many  devout 
disciples  of  this  distillate,  known  throughout 
England  as  “Mother’s  Ruin,”  must  have  hailed 
so  progressive  a step  in  their  country’s  cradle- 
to-the-grave  program. 

Health  news  first 

Some  of  you  still  have  faith  in  the  Gallup 
polls,  despite  the  fact  that  they  don’t  always 
elect  the  President  of  these  United  States. 
A recent  survey  listed  the  five  top  sectors 
of  newspaper-reader  interest.  First  on  the 
list  was  health  news  of  medical  science  and 
practice.  Below  this,  in  order,  were: 

2.  Education — what  children  were  study- 
ing. 

3.  Pocketbook — a people’s  financial  page. 

4.  Personal  views,  i.  e.,  what  people  think 
on  local  problems. 

5.  People,  i.  e.,  personality  profiles. 

In  summary.  Dr.  Gallup  says,  “Health  is 
certainly  one  of  the  great  and  continuing 
interests  of  the  public.  And  health  problems 
and  the  way  medical  science  is  solving  them 
could  and  should  be  covered  in  an  endless 
series  of  special  articles.” 

Some  critics  feel  nothing  should  be  said 
about  a new  therapeutic  until  it  has  been 
“fully  proved.”  But  when  is  a drug  fully 
proved?  Probably  there  is  no  such  animal 
as  an  immortal  and  immutable  medical  truth. 
Sulfanilamide  was  not  without  untoward  side 
effects,  and  ultimately  was  largely  replaced 
by  other  and  better  chemotherapeutic  reme- 
dies. Yet  in  the  meantime  it  saved  lives  and 
prevented  suffering.  Just  because  it  had  some 
drawbacks,  should  it  have  been  kept  under 
wraps  in  the  limbo  of  premature  reporting? 

Today’s  incurable  disease  may  respond  to 
treatment  tomorrow.  Surely  the  suffering 
patient  is  entitled  to  hope,  and  to  get  every 
scrap  of  encouragement  he  can.  May  I sug- 


gest that  this  is  all  the  more  important  for 
that  commanding  percentage  of  bedfast  pa- 
tients whose  own  emotional  instability  is  the 
basis  of  their  hospitalization. 

But  while  for  sure  there  is  encouraging 
improvement  in  doctor-press  relations,  there 
are  still  problems.  There’s  no  Utopia  shining, 
even  on  the  distant  horizon.  There’s  no  golden 
formula.  The  doctor  still  leans  too  heavily 
on  a code  of  ethics  somewhat  inflexible  and 
inadequate  in  his  rapidly  changing  medical 
world.  Liberalizing  interpretations  come 
from  your  national  medical  societies,  but 
slowly,  by  the  yardstick  of  surging  demand. 

There  is  still  the  border-line  case  for  the 
individual  doctor,  which  he  can  decide  only 
according  to  his  own  good  conscience.  Will 
news  of  his  case  of  the  moment  bring  charges 
of  seeking  personal  publicity,  or  is  release  of 
this  information  in  the  best  interests  of  the 
public  and  his  profession?  In  what  judgment 
will  he  be  held  by  colleagues,  who  individ- 
ually are  not  always  fair?  The  doctor  has  a 
dilemma. 

In  our  own  publishing  experience  we  find 
examples.  Some  years  ago  we  carried  a story 
about  an  Air  Force  plane  making  a mercy 
flight  to  St.  Louis  with  a Sand  Coulee  man 
who  had  something  stuck  in  his  bronchial 
tube.  The  morning  the  story  appeared  a local 
doctor  stormed  in  to  say  that  the  mercy  flight 
was  a joke,  that  there  were  local  doctors 
with  the  instruments  and  skill  to  handle  this. 
We  agreed  that  this  well  might  be,  but  ap- 
parently no  one  in  Sdnd  Coulee  knew  it. 

About  a month  ago  we  carried  a story 
about  a woman  who  underwent  surgery  for 
a blood  vessel  tumor  of  the  brain,  with  a 
technic  wherein  she  was  placed  in  refrigera- 
tion. We  were  told  that  this  was  the  first 
time  this  “deep-freeze”  technic  had  been 
used  in  Montana.  In  came  a violent  letter 
from  a doctor  in  a small  town  fulminating 
at  what  he  termed  an  advertisement  for  the 
Great  Falls  hospital.  We  in  this  case  tried 
to  explain  that  we  were  simply  emphasizing 
treatments  and  surgical  skills  available  in 
Montana,  so  that  patients  didn’t  have  to 
travel  across  the  country  to  big-name  clinics. 
You  see,  at  times  we  can’t  win,  either.  May 
we  suggest  that  you  not  worry  too  much 
about  those  few  doctors  suspected  of  being 
publicity  hounds.  We  know  them  much  better 
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than  you  do.  While  they  are  afraid  of  you, 
their  peers,  they  court  us  without  shame. 

We  of  the  Fourth  Estate  have  our  prob- 
lems, too.  We  need,  wherever  we  can,  to 
humanize  our  stories.  After  all,  men,  not 
ghosts,  do  these  things.  And,  devoid  of  any 
personalities,  a news  story  can  become  a 
drab  technical  recital,  perhaps  adequate  for 
a medical  journal  but  ill-suited  indeed  for 
the  columns  of  a daily  newspaper.  So  natur- 
ally, whether  it’s  an  individual  or  teams  of 
men.  we  want  to  use  names  wherever  we 
can.  We  have  to  answer  the  reader’s  ques- 
tions of  who,  what,  when,  where,  and  some- 
times why.  Again,  we  are  generally  working 
against  deadlines  that  are  compelling  time 
elements.  This  doesn’t  give  Montana  news- 
papers the  leisurely  checkup  time  which 
magazines,  or  metropolitan  papers  with  medi- 
cal specialists  have.  For  example,  we  are 
working  on  a spot  news  story  of  a man  who 
is  lying  in  the  hospital  after  having  been 
shot  by  the  police.  We  have  to  get  the  facts 
and  get  them  fast.  The  city  desk  is  screaming, 
“What’s  the  guy’s  name,  and  where  was  he 
shot?  What  happened?”  Time  is  of  the  es- 
sence. The  reporter  can’t  tell  the  city  desk 
he’ll  get  the  story  tomorrow  morning;  that 
is,  not  without  being  told  that  he  can  also 
get  a new  job  tomorrow  morning. 

So,  under  this  pressure,  when  a doctor  is 
reported  “unavailable,”  the  reporter  gets  the 
story  as  he  can,  from  the  hospital  or  the 
police,  or  confused  and  contradictory  wit- 
nesses, but  he  gets  it.  And  if  it’s  wrong,  some 
of  the  blame  may  be  at  the  door  of  an  “un- 
available” doctor. 

Rumors  or  facts 

Most  newspapers  aren’t  going  to  involve 
the  doctor  by  name  in  the  story,  and  we  don’t 
rush  around  sticking  cameras  in  dying  peo- 
ple’s faces,  but  we  do  need,  and  think  we 
are  entitled  to  have,  vital  information.  And 
remember,  rumors  are  always  worse  than 
facts,  and  outrace  them.  Speaking  of  pres- 
sures on  reporters  recalls  the  yarn  about  the 
famous  Damon  Runyan  when  he  was  up  in 
Shelby  back  in  ’23  covering  the  Dempsey- 
Gibbons  fight.  He  was  splitting  the  use  of  a 
wire  with  another  writer  and  was  in  a frenzy 
after  having  torn  up  half  a dozen  lead  para- 
graphs when  it  was  his  turn  to  use  the  cir- 


cuit. The  other  writer,  an  easy-going  gent, 
remarked,  “Just  one  small  word  after  an- 
other, Damon.” 

There’s  another  basic  reason  why  there 
is  no  great  day  coming  when  all  will  be 
sweetness  and  light.  Scratch  the  veneered 
facade  of  the  doctor — or  the  newspaperman — 
and  underneath  is  that  same  old  Adam  with 
all  his  human  frailties.  Not  school  of  medi- 
cine nor  school  of  journalism  can  effect  any 
miraculous  metamorphosis  in  human  nature. 
More  than  degrees  or  creeds  are  needed  to 
squelch  in  the  human  breast  the  cankers  of 
selfishness,  greed,  and  the  green  god  of  jeal- 
ousy. There  has  always  been,  and  always 
shall  be,  jealousy  between  individual  doctors, 
lawyers,  merchants,  and,  let’s  substitute 
newspapermen  for  thieves.  No  jealousy  be- 
tween reporters?  Some  of  you  may  be  old 
enough  to  remember  when  Dr.  Lanstrum’s 
Record-Herald  and  Bill  Campbell’s  Independ- 
ent used  to  fight  so  fiercely  in  this  town, 
with  no  holds  barred. 

Spokesmen 

There’s  a sizable  school  of  your  col- 
leagues inclined  to  bypass  the  hazard  of 
personal  error  by  relying  on  written  codes 
spelling  out  procedures  for  news  releases,  to 
be  executed  by  committees,  with  spokesmen. 
A pious  idea,  although  some  unbeliever  has 
said  that  if  all  the  committees  in  the  world 
were  laid  end-to-end  it  would  be  a good  idea. 

Colorado  has  a high-sounding  code.  De- 
catur developed  a widely-publicized  bill  of 
fare.  Perhaps  they  are  working.  Certainly 
they  didn’t  worsen  relations.  But  I am  one 
of  little  faith  in  their  efficacy.  Like  most  sets 
of  rules,  no  sooner  are  they  posted  than  ex- 
ceptions outnumber  the  rules.  Again,  who 
reads  all  the  fine  print?  Both  the  Colorado 
and  Decatur  codes  cover  seven  pages  of 
single-spaced  typing.  To  quote  you  one  of 
the  early  paragraphs  from  the  Decatur  docu- 
ment: “The  press  usually  is  a corporation 
whose  control,  legally,  is  by  its  board  of 
directors  and  its  officers.  In  carrying  out  its 
functions,  it  is  departmentalized.”  That  stuffy 
statement  has  all  the  import  of  saying  that 
it  gets  dark  at  night. 

Keeping  in  mind  the  deadlines  of  a news- 
paper, probably  no  committee  or  authorized 
spokesman  can  function  with  enough  speed. 
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Something  happens,  and  there’s  no  time  to 
get  a committee  together  to  ponder.  Call  the 
spokesman?  Where  is  he?  Probably  hunting 
elk  up  in  the  Sun  River  country,  and  won’t 
be  back  until  Monday.  Excellent  in  theory, 
but  too  slow  in  practice. 

Nearing  my  close,  as  Lady  Godiva  said  as 
she  was  finishing  her  ride,  let’s  touch  base  a 
moment  on  another  subject  that  has  bred  a 
wealth  of  caustic  comment  from  you  gentle- 
men. How  about  some  of  the  proprietary 
medical  advertising  in  our  columns?  How  do 
we  rationalize  accepting  the  advertising  for 
some  of  these  nostrums  or  quack  remedies? 
Well,  we’re  not  too  proud  of  it.  We  just  need 
the  business  to  live  and  be  useful.  To  be  use- 
ful, a newspaper  must  be  financially  success- 
ful and,  according  to  one  eminent  publisher, 
a kept  newspaper  is  as  unsatisfactory  as  a 
kept  woman. 

Years  ago,  my  father’s  partner  provided 
his  only  son  with  a fine  medical  education  at 
Johns  Hopkins  and  then  set  him  up  in  prac- 
tice in  Great  Falls  with  all  the  furniture  and 
shining  instruments  that  adorn  your  profes- 
sion. After  some  time  had  elapsed,  the  son 
came  to  the  father  with  critical  comment  on 
the  medical  advertising  appearing  in  The 
Tribune.  The  father’s  answer  was,  “Well, 
Willy,  you  may  be  right,  but  don’t  forget  that 
Lydia  Pinkham  put  you  through  Johns  Hop- 
kins.” That’s  about  all  the  excuse  we  have 
for  carrying  this  advertising.  We  do  lean  on 
the  fact  that  if  a nostrum  is  legal  to  sell,  and 
passed  by  the  vigilant  Pure  Food  and  Drug 


people,  we  have  the  right  to  advertise  it.  We 
have  no  obligation  to  run  such  advertising, 
for  any  newspaper  has  the  right  to  turn  down 
any  advertising  without  giving  any  reason. 
Of  course,  we’re  not  the  only  offenders.  Tele- 
vision and  radio  are  full  of  it,  so  we  have 
evil  companions  in  media. 

No  utopia 

So,  enough  of  the  subject.  There’s  no 
Utopia  ahead,  but  we’re  making  progress. 
We’re  living  in  a more  benevolent  climate, 
grounded  in  increasing  mutual  respect  and 
trust.  We  realize  that  we  each  have  principles 
and  traditions  and  prerogatives  which  cannot 
be  ignored.  So  we  are  on  a higher  plateau  of 
general  understanding  which  should  not  be 
punctured  by  the  problems  remaining. 

Where  do  we  go  from  here?  On  to  higher 
plateaus  by  a path  where  the  pace  can 
quicken  for  feet  now  familiar  with  the  com- 
mon-sense way.  No  sense  in  tacking  up  the 
signposts;  neither  you  nor  we  need  them. 
To  venture  one  concrete  word  of  advice  for 
the  future,  please  don’t  rock  the  boat  when 
you  are  called  by  a reporter.  Don’t  have  your 
wife  or  office  girl  report  you  as  “unavail- 
able.” If  you  think  you  have  to  tell  us  to  go 
to  hell,*  please  tell  us  so  yourself.  We  will 
like  it  better  that  way.  • 

*Mr.  Warden  didn’t  want  us  to  delete  this  word,  because  that’s 
exactly  what  he  meant  when  he  said  it.  And  he’s  dead  right. 
This  publication  hereby  follows  the  Saturday  Evening  Post 
and  other  high  class  publications,  breaks  with  stuffy  tradition, 
and  discreetly  welcomes  this  word  to  our  columns.  Thanks 
also  to  Mr.  Warden  for  warning  against  its  over-use  for,  as  he 
says,  “After  a guy  gets  there,  where  then  is  he  going  to  tell 
everybody  to  go?” — Ed. 


Blue  Shield — what  have  we  proved? 

The  earliest  statewide  pre-payment  plans  for 
medical  care  were  started  just  20  years  ago,  and 
this  seems  like  an  appropriate  time  for  us  physi- 
cians to  tote  up  our  achievements  in  creating  and 
sponsoring  the  mechanism  we  call  Blue  Shield. 

What,  essentially,  have  we  accomplished 
through  Blue  Shield? 

Most  obvious  is  the  fact  that  through  our  Blue 
Shield  Plans,  we  are  helping  one  out  of  every 
four  people  in  the  U.S.A.  to  prepay  for  basic 
medical  service. 

Through  these  Plans,  we  physicians  have  set 
the  pace  and  pattern  for  the  evolution  of  the  entire 
voluntary  medical  care  insurance  program  in  the 
U.S.A. 

Through  Blue  Shield,  we  have  proved  that 
medical  care  can  be  prepaid  by  voluntary  coopera- 


tion of  doctor  and  patient  on  a nationwide  scale — 
with  free  choice  of  physician  for  the  patient, 
fee-for-service  for  the  doctor,  and  a private  con- 
fidential relationship  between  them — and  that  the 
American  people  like  it  that  way. 

Through  Blue  Shield,  we  have  shown  that 
patients  and  doctors  don’t  need  any  outside  agency 
to  bring  them  together,  and  that  no  one  but  the 
patient  himself  needs  to  profit  from  prepaying  his 
medical  care  costs. 

Through  Blue  Shield,  it  is  fair  to  say  that  we 
doctors  have  given  our  fellow  countrymen  perhaps 
the  most  convincing  demonstration  of  the  past  20 
years  that,  working  together  voluntarily,  we  can 
solve  even  our  most  urgent  and  complex  social 
problems  within  the  framework  of  our  private 
enterprise  system  in  the  U.S.A. 
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Pumps  or  ice? 


Current  status  of  open  intra-cardiac  surgery* 

Henry  Swan,  M.D.,  Denver 


W hen  surgical  repair  of  congenital 
defects  can  be  accomplished  in  less 
than  ten  minutes,  hypothermia 
is  the  method  of  choice.  Mortality 
is  noiv  only  two  per  cent 
in  two  of  the  five  categories. 

In  1882,  THE  GREAT  BiLLROTH  Stated  that  the 
surgeon  who  would  dare  to  operate  upon  the 
heart  would  lose  the  respect  of  his  colleagues. 
In  1896,  Sir  Stephen  Paget  flatly  stated  that 
“no  new  method  and  no  new  discovery  can 
overcome  the  natural  difficulties  that  attend 
a wound  of  the  heart.”  Yet  in  the  1900’s, 
surgical  repair  of  traumatic  cardiac  injuries 
was  successfully  undertaken.  By  the  1930’s, 
the  thickened  constrictive  pericardium  was 
removed.  In  the  1940’s,  congenital  heart  le- 
sions, one  after  another,  became  amenable 
to  operative  cure  or  amelioration.  Most  of 
these  operations,  however,  involved  maneu- 
vers which  were  actually  outside  the  heart, 
as  in  patent  ductus,  coarctation,  and  “blue 
baby”  shunts.  In  the  late  ’40’s,  the  heart  was 
actually  entered,  digitally,  in  the  treatment 
of  acquired  heart  disease. 

Finally,  in  the  last  four  years,  two  differ- 
ent technics  have  been  developed  which 
have  permitted  direct  vision  surgery  in  the 
open  heart.  Obviously,  in  so  short  a time, 
neither  technic  can  be  considered  to  have  ar- 
rived at  its  final  stage  of  development.  Al- 
though both  are  in  their  infancy,  both  can 

•From  the  Department  of  Surgery,  University  of  Colorado 
School  of  Medicine,  Denver.  Presented  at  the  87th  Annual 
Session  of  the  Colorado  State  Medical  Society,  September  24- 
27,  1957,  Denver. 


now  be  said  to  have  achieved  the  stature  of 
proven  merit.  Since  hypothermia  was  de- 
veloped first,  it  is  not  surprising  that  it  has 
matured  to  a degree  of  safety  which  is  cur- 
rently much  greater  than  that  of  cardiopul- 
monary by-pass.  This  is  not  to  imply,  how- 
ever, that  an  equal  degree  of  safety  may  not 
eventually  be  attained  by  the  pump-oxygen- 
ator.  Hypothermia  has,  in  addition,  the  ad- 
vantage of  being  simpler  and  less  expensive, 
but  it  has  the  distinct  disadvantage  that  the 
period  of  operative  time  within  the  heart  is 
definitely  limited.  A team  doing  heart  sur- 
gery at  the  present  time,  therefore,  should 
be  adept  at  both  technics,  choosing  one  or 
the  other  in  terms  of  the  specific  problem 
presented  by  the  patient. 

After  four  years’  experience  in  the  lab- 
oratory and  the  clinical  operating  room,  we 
now  consider  the  risk  of  hypothermia  itself 
to  be  essentially  negligible,  provided  that 
certain  specific  precautions  and  limitations 
are  carefully  observed. 

Precautions  and  limitations 

1.  The  lowest  temperature  reached  dur- 
ing the  operation  should  not  exceed  30°  C. 

2.  Cooling  is  by  immersion  in  water  to 
which  ice  is  added.  Atropine  preopera  lively 
is  avoided. 

3.  Throughout  the  entire  procedure,  hy- 
perventilation is  enforced. 

4.  Intravenous  glucose  is  given  through- 
out the  period  of  hypothermia. 

5.  The  first  two  units  of  blood  given  are 
freshly  drawn,  heparinized,  in  plastic  bags. 

6.  A bilateral  sternal  splitting  incision  is 
used  in  every  case  to  afford  adequate  ex- 
posure of  the  heart. 
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7.  Careful  positioning  of  the  patient  is 
made  so  that  the  cardiotomy  is  uppermost, 
to  help  avoid  coronary  air  embolism. 

8.  Neostigmine  1:4,000  is  given  by  coro- 
nary perfusion  after  the  circulation  has  been 
stopped,  to  slow  the  heart  and  lower  its 
metabolic  needs. 

9.  The  base  of  the  aorta  is  always  clamped 
to  prevent  coronary  blood  flow. 

10.  The  period  of  circulatory  occlusion 
must  not  exceed  six  minutes.  If  more  time  is 
necessary,  two  six-minute  occlusions  may  be 
made,  ten  to  fifteen  minutes  apart. 

With  these  precautions  observed,  the  two 
major  hazards  of  hypothermia,  namely  car- 
diac arrhythmias  and  disturbances  in  the 
clotting  mechanism,  are  avoided,  and  the  risk 
of  hypothermia  per  se  is  reduced  to  almost 
zero.  Thus,  whereas  in  our  first  100  patients, 
twenty-two  had  serious  cardiac  arrhythmias 
of  which  thirteen  were  fatal,  in  the  second 
100  the  figures  were  nine  and  five,  respec- 
tively, and  in  the  last  sixty-seven  cases  they 
were  one  and  zero.  Similarly,  in  the  first 
100  cases  six  patients  died  of  a disturbance 
in  clotting  mechanism,  in  the  second  100 
five,  while  in  the  last  sixty-seven  none  have 
succumbed  to  this  complication. 

Cases  suitable  for  hypothermia 

On  the  basis  of  these  experiences,  there- 
fore, it  is  our  current  opinion  that  any  open 
cardiac  procedure  which  can  be  completed 
in  ten  minutes  or  less  should  be  done  under 
hypothermia,  since  it  is  a safe,  effective,  rela- 
tively simple,  and  inexpensive  technic.  Oper- 
ations requiring  longer  than  ten  minutes  will 
require  the  currently  less  perfected  method 
of  pump-oxygenation. 

Examples  of  operations  which  are  ideally 
suited  for  hypothermia  are  the  following: 

1.  Pulmonary  valvular  stenosis. 

2.  Pulmonary  infundibular  stenosis. 

3.  Atrial  septal  defect,  secundum. 

4.  Atrial  septal  defect  combined  with  pul- 
monary valvular  stenosis  (Trilogy  of  Fallot) . 

5.  Congenital  aortic  stenosis. 

Our  total  experience  in  the  treatment  of 
these  lesions  by  open  operation  during  hypo- 
thermia is  briefly  presented  to  illustrate  the 
use  of  this  technic  in  these  conditions.  No 
doubt  others  have  had  similar  experiences. 


although  to  date  they  have  not  been  pub- 
lished. 

In  pulmonary  obstruction  occurring  in 
patients  with  intact  cardiac  septa,  our  results 
are  presented  in  Table  1. 

TABLE  1 

Pulmonic  stenosis  with  intact  septa 


Type  Total  Cured  or  improved  Deaths 

Valvular  34  34  0 

Infundibular  4 4 0 


The  degree  of  restoration  of  normal  hemo- 
dynamics following  adequate  plastic  repair 
of  the  stenotic  pulmonary  valve  is  most  grat- 
ifying. The  majority  of  these  patients  yield 
postoperative  catheterization  studies  which 
lie  within  normal  limits. 

Septal  defect 

Atrial  septal  defect  of  the  secundum  va- 
riety is  also  a lesion  well  suited  to  repair  in 
this  fashion.  Under  direct  vision  it  is  rela- 
tively simple  to  manage  the  multiple  varia- 
tions in  pulmonary  venous  return  which  oc- 
cur in  association  with  the  septal  defect.  Our 
experience  with  this  operation  encompasses 
eighty-six  patients,  with  seven  deaths,  all  of 
which  occurred  in  the  first  half  of  the  series. 
There  have  been  no  deaths  in  the  last  forty- 
three  patients,  and  a curative  procedure  was 
performed  in  all. 

The  combination  of  atrial  septal  defect 
with  pulmonary  valvular  stenosis  (the  so- 
called  Trilogy  of  Fallot)  is  not  as  uncommon 
as  sometimes  thought.  We  have  seen  sixteen 
patients  with  this  disease.  We  at  first  thought 
that  repair  of  the  pulmonary  stenosis  alone 
would  suffice,  but  as  our  experience  has  in- 
creased we  have  come  to  the  opinion  that 
repair  of  both  lesions  is  necessary  to  achieve 
adequate  results.  In  the  last  four  patients, 
both  procedures  were  done  at  a single  sitting, 
and  two  of  our  earlier  patients  were  reoper- 
ated to  close  the  septal  defect.  Others  of  our 
earlier  patients  may  also  need  to  have  the 
second  stage  performed  in  the  future.  The 
results  therefore  in  these  sixteen  patients 
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are:  total  cure  in  six,  partial  cure  in  seven, 
and  three  are  dead. 

Fifteen  patients  with  aortic  stenosis  have 
had  open  surgery  under  hypothermia.  Twelve 
had  valvular  stenosis,  while  three  had  sub- 
valvular stenosis.  The  avoidance  of  coronary 
air  embolism  when  the  mouths  of  the  coro- 
nary arteries  are  exposed  to  air  presents  a 
definite  but  not  insuperable  technical  prob- 
lem. There  have  been  three  deaths,  in  this 
group.  The  remainder  appear  to  be  much 
improved.  The  avoidance  of  regurgitation  by 
extreme  accuracy  in  the  placement  of  the  in- 
cisions into  the  commissures  can  be  achieved 
by  the  direct  vision  approach. 

Results 

In  summary,  in  these  five  categories  of 
congenital  heart  disease,  open  direct  vision 
operation  has  been  performed  during  circu- 
latory arrest  under  hypothermia  in  155  pa- 
tients with  thirteen  deaths.  As  our  experi- 
ence has  increased,  of  course,  the  mortality 
has  declined,  and  we  think  that  for  pulmonic 
stenosis  and  atrial  septal  defect  the  current 
risk  is  approximately  2 per  cent  by  this 
method. 

On  the  other  hand,  many  cardiac  opera- 
tive procedures  must  inevitably  take  longer 
than  ten  minutes  of  intra-cardiac  time.  The 
congenital  lesions  involving  the  ventricular 
septum,  transposition  of  the  great  vessels, 
and  total  valvular  replacemient  are  obvious 
examples.  Possibly  replacement  of  diseased 
coronary  vessels  with  grafts  or  other  types 
of  prostheses  may  fall  into  this  category.  For 
these  procedures,  some  form  of  pump-oxy- 
genator is  currently  essential. 

Pump-oxygenators 

Total  body  perfusion  is  beset  with  many 
difficulties,  since  important  and  often  lethel 
changes  in  the  body  metabolism,  circulatory 
dynamics,  clotting  mechanism,  or  the  blood 
itself  are  induced.  A wide  variety  of  com- 
binations of  pumping  devices  and  oxygenat- 
ing systems  have  been  tried.  Some  solve  one 
problem  only  to  increase  another.  Certainly, 
at  the  present  time,  no  machine  can  be  con- 
sidered to  be  beyond  the  experimental  stage, 
although  several  types  are  in  active  clinical 


use  with  success. 

Our  first  experience  with  pump-oxygena- 
tion  was  with  the  De  Wall  bubble  oxygen- 
ator. After  an  extensive  laboratory  and  a 
brief  clinical  trial,  we  abandoned  the  instru- 
ment, believing  that  in  our  hands  the  damage 
to  the  blood  was  excessive  and  the  flow  rates 
achieved  were  marginal.  More  recently,  we 
have  turned  to  a modification  of  the  Gibbon- 
type  machine,  combining  screen  oxygenators 
with  De  Bakey-type  pumps.  After  many  lab- 
oratory modifications,  this  instrument  has 
now  been  used  in  thirteen  clinical  cases  of 
interventricular  septal  defect.  From  a purely 
technical  point  of  view,  the  by-pass  pro- 
cedures were  essentially  satisfactory,  and 
adequate  oxygenation  and  flow  rates  were 
achieved.  No  hemolysis  was  induced,  but 
definite  alterations  in  the  clotting  mechan- 
isms were  shown  to  have  occurred.  These 
were  first,  an  increased  fibrinolysis  activity, 
and  second,  an  increased  anticoagulant  dif- 
ferent from  heparin.  In  one  case  these 
changes  were  productive  of  a severe  bleeding 
dyscrasia  which  eventually  proved  fatal  to 
the  patient. 

Thus,  the  pump-oxygenator  we  have  is 
still  far  from  a perfect  instrument,  but  the 
results  in  the  eleven  surviving  patients  have 
been  gratifying.  These  patients,  of  course, 
were  the  sickest  patients  on  our  list,  with 
elevated  pulmonary  artery  pressures  and  in- 
crease in  pulmonary  arterial  resistance.  The 
only  other  death  in  this  group  occurred  in 
a patient  who  suffered  heart  block  at  the 
time  of  the  repair  and  then  underwent  arrest 
in  the  early  postoperative  period. 

Summary 

In  summary,  then,  we  believe  that  hypo- 
thermia should  be  used  for  open-heart  pro- 
cedures which  can  be  accomplished  in  ten 
minutes  or  less,  because  of  the  simplicity 
and  great  safety  of  the  technic  as  currently 
employed.  Pump-oxygenation,  with  the  De 
Bakey  pump.  Gibbon-screen  combination,  is 
sufficiently  advanced  to  warrant  further  clin- 
ical trial  for  operations  requiring  more  than 
ten  minutes.  No  doubt,  as  experience  dictates 
modifications,  cardiac  by-pass  per  se  will  be- 
come increasingly  safe.  • 
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Carcinoma  of  the  ovary* 


Walter  J.  Grund,  M.D.,  and  Roy  G.  Holly,  M.D.,  Omaha 


Vigorous  early  treatment, 
preferably  total  hysterectomy 
and  bilateral  salpingo-oophorectomy 
plus  intraperitoneal  radiation 
therapy,  are  necessary  to  improve 
the  cure  rate  in  this  disease. 


Ovarian  carcinoma  ranks  third  in  frequency 
of  occurrence  among  the  group  of  female 
generative  tract  malignancies  and  accounts 
for  approximately  15  per  cent  of  all  pelvic 
cancerh  More  emphasis  has  been  directed 
toward  the  two  more  common  pelvic  cancers 
— cervical  and  endometrial — so  that  today 
the  survival  rates  are  better  than  were  ob- 
tained twenty  years  ago.  An  increasing  sur- 
vival has  not  been  realized  in  the  treatment 
of  ovarian  carcinoma,  for  which  reason  it  is 
well  to  focus  more  attention  on  some  of  the 
problems  related  to  this  malignancy. 

A great  number  of  reports  can  be  found 
in  the  medical  literature  dealing  with  cancer 
of  the  ovary.  Practically  all  of  these  reveal 
the  same  dismal  end  results.  Early  recogni- 
tion remains  a major  problem.  There  is  no 
greater  percentage  of  early,  hence  poten- 
tially curable,  cases  today  than  were  re- 
ported twenty  years  ago^^  In  over  60  per 
cent  of  our  cases  the  tumor  was  completely 
inoperable  when  the  patient  was  first  seen. 
A second  problem  is  that  of  proper  therapy. 
Surgical  removal  of  all  the  internal  genitalia 


•^From  the  Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Nebraska  College  of  Medicine,  Omaha.  Dr.  Grund 
is  a Trainee  at  the  National  Cancer  Institute.  Presented  at  the 
Omaha  Obstetrical  and  Gynecological  Society,  May  21,  1958. 
An  extensive  reference  list  has  been  omitted  because  of  space 
limitations.  They  are,  however,  included  with  the  author’s 
reprints. 
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must  be  considered  the  keystone  of  adequate 
treatment.  The  value  of  deep  x-ray  in  some 
ovarian  carcinomas  has  been  established,  al- 
though perhaps  more  palliative  than  cura- 
tive9'i5>i®>2i.23, 24,32, 33  tMrd  proWem  con- 

cerns the  peritoneal  dissemination  which  is 
associated  with  the  disease  in  a majority  of 
cases  and  the  methods  and  agents  available 
for  combating  this  type  of  spread.  Elkins  and 
KeetteP-  have  demonstrated  that  malignant 
cells  may  be  disseminated  throughout  the 
peritoneal  cavity  even  though  the  ovarian 
carcinoma  is  intact  and  well  encapsulated. 
Radioactive  colloidal  gold  (AW®*) , radio- 
active chromic  phosphate  and  the  nitrogen 
mustard  compounds  all  show  promise  in  pre- 
venting this  mode  of  spread  if  only  employed 
early  enough  in  the  course  of  the  disease. 

Method  of  management 

Considering  these  points  and  recognizing 
that  the  field  of  ovarian  carcinoma  encom- 
passes many  different  pathologic  entities 
each  with  its  own  characteristics  and  malig- 
nancy potential,  it  should  be  possible  to 
standardize  more  clearly  our  method  of  man- 
agement. 

All  cases  at  the  University  of  Nebraska 
Hospital  from  1946  through  1956  have  been 
reviewed  in  order  to  establish  a baseline  of 
results  for  comparison  with  patients  treated 
since  that  time.  This  report  consists  of  a 
summary  of  the  eleven-year  experience  and 
an  outline  of  our  current  management  of 
carcinoma  of  the  ovary.  This  series  is  com- 
posed of  fifty-one  cases  with  histologically 
proven  diagnoses.  Microscopic  sections  were 
reviewed  by  one  of  us  (WJG)  and  the  orig- 
inal diagnoses  confirmed. 

Table  1 lists  the  age  incidence.  Forty-two 
per  cent  of  these  cases  were  40  to  59  years 
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TABLE  1 
Age  incidence 

Mean  59.9  years 

Youngest  .27  years 

Oldest  82  years 

Ages  40-59  years 42%  of  cases 


of  age.  In  most  reported  series  about  two- 
thirds  of  the  cases  of  ovarian  cancer  occur 
within  this  age  groups.  The  youngest  patient 
in  our  series  was  27  years,  the  oldest  82  years. 
Approximately  25  per  cent  of  ovarian  tumors 
occurring  before  the  menopause  are  malig- 
nant; whereas,  about  50  per  cent  after  the 
menopause  are  cancerous.  In  general,  malig- 
nant tumors  of  the  ovary  found  previous  to 
the  menopause  are  less  apt  to  be  highly  ana- 
plastic than  those  after  the  menopause. 

Infertility  is  said  to  be  of  significance^^ 
Parity  was  not  mentioned  in  seventeen  of 
our  cases.  Of  the  thirty-four  cases  in  which 
it  was  listed,  there  were  nine  nulligravidas 
and  three  other  patients  who  had  had  one  or 
two  abortions  but  no  term  pregnancies.  Ster- 
ility is  present  in  about  30  per  cent  of  pa- 
tients with  this  disease. 


TABLE  2 

Presenting  symptoms 


Abdominal  pain 53% 

Abdominal  swelling  (including 

palpable  mass)  .,...47% 

Bloating,  anorexia,  nausea, 

vomiting,  other  GI  symptoms 27% 

Weight  loss  20% 

Menstrual  disturbances  19% 

Leg  pain  or  swelling.. 6% 

Urinary  symptoms 6% 

Mass  in  groin 2% 


Table  2 lists  the  presenting  symptoms. 
These  are  the  common  complaints  in  the 
same  frequency  usually  reported.  Generally, 
pain  is  not  present  until  the  disease  spreads 
through  the  capsule  of  the  ovary®®.  Anorexia 
and  weight  loss  are  quite  definitely  associ- 


ated with  advanced  disease.  Abnormal  vag- 
inal bleeding  is  present  in  about  one-fifth  of 
cases,  and  this  is  the  same  in  both  pre-  and 
postmenopausal  patients.  Ascites  is  here  in- 
cluded in  abdominal  swelling.  The  present- 
ing symptoms  of  the  few  surviving  patients 
were  too  variable  to  gain  any  impressions. 
Duration  of  symptoms  was  frequently  not 
listed,  and  no  attempt  was  made  to  tabulate 
what  information  could  be  obtained. 


TABLE  3 

Double  primaries 


Adenocarcinoma  of  endometrium 3 

Adenocarcinoma  of  sigmoid  colon 2 

Adenocarcinoma  of  thyroid  1 

Squamous  carcinoma  of  cervix 1 


7 


Table  3 lists  the  double  primaries.  Other 
primary  sites  of  malignancy  were  present  in 
seven  of  our  patients.  It  is  sometimes  diffi- 
cult to  decide  whether  two  separate  carci- 
nomas are  present  or  if  one  is  metastatic. 
This  is  especially  true  when  concurrent  tu- 
mors are  found  in  the  endometrium  or  sig- 
moid colon  along  with  the  ovarian  lesion. 
Kottmeier  has  stated  that  18.6  per  cent  of 
ovarian  carcinoma  is  associated  with  cancer 
of  the  uterine  fundus^®. 

Histologic  types  of  the  tumors  along  with 
the  number  of  patients  in  each  category  who 
are  living  today  are  shown  in  Table  4.  Four- 
teen cases  or  28  per  cent  could  not  be  classi- 
fied by  histologic  type.  These  “type  unde- 
termined” cases  were  either  operated  else- 
where, or  a tissue  diagnosis  of  the  original 
tumor  was  not  obtained  because  the  disease 
was  too  far  advanced.  The  diagnosis  was 
made  on  the  basis  of  abdominal  and  pelvic 
findings  plus  positive  paracentesis  fluid,  node 
biopsy,  peritoneoscopy  or  a history  of  having 
had  histologically  proven  ovarian  cancer  at 
the  last  operation.  None  of  the  patients  in 
this  category  survived — in  fact,  all  of  them 
lived  less  than  five  months  after  their  first 
examination. 

Only  four  histologic  types  are  included 
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TABLE  4 
Histologic  types 


No. 

surviving 

today 

Primary  solid 
adenocarcinoma  

.16  cases  (31%) 

1 

Serous 

cystadenocarcinoma  . 

.16  cases  (31%) 

7 

Pseudomucinous 
cystadenocarcinoma  . 

. 3 cases  ( 6%) 

2 

Granulosa  cell 
carcinoma  

. 2 cases  ( 4%) 

1 

Type  not  determined. 

.14  cases  (28%) 

0 

51 

11 

in  this  eleven-year  experience.  In  almost  all 
reported  series,  serous  cystadenocarcinoma 
comprises  the  majority  of  cases.  Indeed,  ac- 
cording to  Gunnar  Teilum,  this  tumor  repre- 
sents 80  per  cent  of  all  malignant  ovarian 
tumors^^.  In  Gardner’s  series,  56  per  cent 
were  serous  cystadenocarcinoma  and  30  per 
cent  solid  carcinoma^h  Seven  of  the  eleven 
patients  who  are  living  today  had  this  type 
of  neoplasm.  Both  of  the  granulosa  cell  tu- 
mors listed  were  clinically  and  microscop- 
ically malignant. 

Utilizing  the  descriptions  on  the  charts 
and  the  operation  reports,  an  attempt  was 
made  to  stage  all  of  our  cases  using  Heyman’s 
Classification  which  is  as  follows: 

Stage  lA — Surgical  removal  of  all  primary 
tumor. 

Stage  IB — Surgical  removal  of  all  primary 
and  all  visible  metastases. 

Stage  IIA — Ascites  with  malignant  cells  or 
malignant  cells  spilled  at  operation. 

Stage  IIB — Partial  or  total  removal  of  all 
primary  but  visible  metastases  remaining. 

Stage  III — Recurrent  malignant  tumor  fol- 
lowing therapy. 

Stage  IV — Inoperable  tumor,  distant  metas- 
tases. 

All  tumors  were  staged  as  of  the  first 
operation  (or  examination  if  operation  were 
impossible)  at  the  University  of  Nebraska 
Hospital.  Thus,  patients  who  were  operated 
elsewhere  and  who  were  inoperable  on  ad- 
mission here  are  classified  as  Stage  IV  rather 
than  III. 

Table  5 lists  the  number  of  patients  in 


each  category  and  the  number  living  today. 
Since  the  survey  extends  through  1956,  five- 
year  survivals  cannot  be  calculated.  All  but 
one  of  the  patients  in  Stages  lA  and  IB  are 
living.  The  patient  who  did  not  survive  was 
one  in  whom  an  early  ovarian  carcinoma  was 
discovered  incidentally  at  autopsy  after  she 
had  expired  from  malnutrition  and  compli- 
cations following  a fractured  pelvis.  As  men- 
tioned in  the  introduction,  thirty-three  pa- 
tients or  64  per  cent  were  inoperable  when 
first  seen.  Nineteen  of  these  or  37  per  cent 
were  too  far  advanced  to  attempt  an  ex- 
ploratory celiotomy.  Currently  there  are 
eleven  patients  still  living,  six  of  them  hav- 
ing survived  for  more  than  five  years.  As 


TABLE  5 

Stage  of  disease  and  survival 


stage 

No.  patients 

Per  cent 

No.  patients 
living  today 

lA 

5 

10 

4 

IB 

2 

4 

2 

IIA 

4 

8 

3* 

IIB 

7 

14 

It 

III 

0 

0 

0 

IV 

33 

64 

1 

51 

100 

11 

*Oiie  patient  in  stage  IIA  survived  more  than  five 
years  but  died  of  the  carcinoma. 

tone  patient  in  stage  IIB  survived  more  than  five  ? 
years  but  died  of  the  carcinoma. 


stated  in  the  footnotes,  two  other  patients 
lived  longer  than  five  years  but  succumbed 
to  their  original  disease.  The  remainder  of 
survivals  are  four  and  one-half,  four,  two, 
one  and  one-half,  and  one  year  postoperative. 
Three  of  this  latter  group  present  interesting 
individual  problems. 

One  of  these  patients  originally  received 
adequate  radium  and  deep  x-ray  therapy 
for  a Stage  I carcinoma  of  the  cervix  in  1951. 
In  1955  she  presented  with  abdominal  en- 
largement which  was  found  to  be  caused  by 
a large  pseudomucinous  cystadenocarcinoma. 
A subtotal  hysterectomy  with  bilateral  sal- 
pingo-oophorectomy  and  external  and  in- 
ternal pelvic  node  dissection  were  carried 
out;  the  cyst  was  ruptured  during  the  process. 
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There  was  a concurrent  adenocarcinoma  of 
the  endometrium  found.  In  1956  recurrent 
adenocarcinoma  was  found  at  the  apex  of 
the  vaginal  vault  and  an  anterior  exentera- 
tion was  performed.  The  ureters  were  re- 
implanted into  a pouch  of  ileum.  The  patient 
is  alive  and  free  of  tumor  eighteen  months 
after  the  last  operation. 

The  second  patient  was  initially  operated 
on  in  1947  at  the  age  of  30  years.  A unilateral 
oophorectomy  was  performed  for  a granulosa 
cell  carcinoma.  The  tumor  recurred  on  the 
other  side  and  was  considered  inoperable  at 
the  time  of  laparotomy  elsewhere  in  1952. 
She  received  2500  roentgens  to  each  of  two 
pelvic  portals  and  1500  mg.  hrs.  of  radium 
in  the  cervical  canal  and  vaginal  vault.  Her 
pelvis  has  remained  free  from  disease  up  to 
the  present  time.  This  is  the  one  Stage  IV 
carcinoma  patient  in  the  group  who  is  living 
today. 

The  third  patient  is  a 27-year-old  white 
nulligravida  who  had  had  a previous  right 
oophorectomy  for  localized  papillary  serous 
cystadenocarcinoma  in  February,  1954.  She 
was  seen  thirty-four  months  later  complain- 
ing of  constant  dull  lower  abdominal  pain. 
Her  pelvis  felt  normal  on  examination;  how- 
ever, culdoscopy  revealed  papillations  on  the 
normal-sized  left  ovary.  She  subsequently 
had  a total  hysterectomy  and  left  salpingo- 
oophorectomy  followed  by  150  millicuries  of 


TABLE  6 

Type  of  surgery  performed 

No.  patients 

Surviving  today 

Hysterectomy  with 
bilateral  salpingo- 

oophorectomy  

.„.12 

8 

Bilateral  salpingo- 
oophorectomy  

....  6 

1 

Anterior  pelvic  , 

exenteration  

....  1 

1 ■■ 

. Celiotomy  only  

..-13 

1 

Node  biopsy  

....  4 

0 

Paracentesis  

....  5 

0 

Peritoneoscopy  

....  1 

0 

No  operation  

....  9 

0 

51 

11 

t 

intraperitoneal  radioactive  gold  (Au^®®). 
When  last  seen  there  was  no  evidence  of 
pelvic  carcinoma. 

Table  6 lists  the  types  of  surgery  per- 
formed. One  patient  who  received  a bilateral 
salpingo-oophorectomy  had  a Stage  IV  lesion 
with  liver  metastases,  making  the  procedure 
only  a palliative  resection  in  this  case.  All 
cases  listed  below  the  interrupted  line  are 
Stage  IV.  The  one  survivor  in  this  stage  was 
explained  above.  Several  patients  had  been 
subjected  to  incomplete  operations  elsewhere 
and  the  remainder  of  the  internal  genitalia 
was  resected  at  the  University  of  Nebraska 
Hospital.  In  all  cases  where  a bilateral  salpin- 
go-oophorectomy had  been  performed,  the 
uterus  was  present  and  left  undisturbed.  The 
only  patient  in  this  group  who  survived  had 
a Stage  lA  lesion  and  received  deep  x-ray 
therapy.  Two  patients  in  our  series  had  pre- 
viously had  abdominal  hysterectomies,  both 
more  than  15  years  prior  to  developing  the 
ovarian  carcinoma. 


r 

TABLE  7 

• Total  treatment 

:i 

No.  patients  Surviving  today 

Surgery  plus  deep 
x-ray  

..12 

7 

Surgery  only 

..  3 

2 

Deep  x-ray  only 

..12 

1 

Surgery  plus  gold 

..  1 

1 

Surgery  plus  deep 
x-ray  and  gold 

..  2 

0 

Surgery  plus  deep 
x-ray  plus  ThioTEPA  1 

0 

Gold  only  or  gold 
plus  x-ray  

..  7 

0 

ThioTEPA  only  

..  1 

0 

No  treatment  other 
than  diagnosis 

..12 

0 

51 

11 

Table  7 lists  the  total  treatment  admin- 
istered to  these  fifty-one  patients.  Only  two 
survivors  did  not  received  radiation  therapy 
of  some  variety,  and  one  of  these  was  the 
patient  on  whom  the  anterior  pelvic  exen- 
teration was  done.  The  other  one  had  a 
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localized  pseudo-mucinous  tumor.  In  only- 
one  patient  was  radioactive  gold  used  in  a 
prophylactic  and  curative  capacity  rather 
than  for  palliation  or  for  prevention  of  as- 
cites. 

Discussion  of  present  concepts 
of  the  diagnosis  and  treatment 
of  ovarian  carcinoma 

Diagnostic  accuracy  is  notoriously  poor 
in  ovarian  cancer  and  is  little  better  than  50 
per  cent  in  those  series  in  which  it  has  been 
measured^^'^^  A high  index  of  suspicion  is 
always  necessary.  In  general,  our  indications 
for  abdominal  exploration  agree  with  the 
recommendations  of  Barter  and  Parks®*.  That 
is,  we  operate  on  all  patients  with  an  ovarian 
tumor  of  eight  centimeters  or  more,  any 
persistent  ovarian  enlargement  of  six  centi- 
meters, and  any  palpable  enlargement  at 
all  in  the  postmenopausal  age  group.  We  are 
more  likely  to  culdescope  or  perform  a col- 
potomy  on  the  woman  under  30  years;  where- 
as, a suspicious  adnexal  mass  in  the  older 
female  would  deserve  an  immediate  lapa- 
rotomy. 

Ancillary  aids  in  the  diagnosis  include 
an  abdominal  x-ray  which  may  reveal  calci- 
fied psammoma  bodies  of  a serous  cystadeno- 
carcinoma  as  well  as  confirm  the  presence 
of  hepatomegaly  and  ascites.  A chest  x-ray 
may  be  of  additional  value  if  hydrothorax  is 
present.  If  bilateral  solid  adnexal  masses  are 
found  on  examination,  the  gastrointestinal 
tract  should  be  thoroughly  evaluated  and  a 
preoperative  bowel  preparation  be  admin- 
istered in  the  event  that  Krukenberg  tumors 
be  found  at  operation. 

Usually  an  exploratory  celiotomy  is  es- 
sential to  establish  the  correct  diagnosis.  It 
will  be  the  infrequent  patient  who  cannot 
tolerate  this  procedure  if  poor  hydration  and 
anemia  are  corrected.  An  inguinal  node 
biopsy  under  local  anesthesia  may  reveal  an 
anaplastic  adenocarcinoma  in  the  patient 
with  advanced  disease  upon  whom  a pelvic 
examination  is  alone  sufficient  to  make  the 
diagnosis.  A positive  node  indicates  probable 
peritoneal,  omental  and  liver  metastases®. 
Preoperative  radiation  and  possibly  one  of 
the  alkylating  agents  may  provide  good  palli- 
ation for  the  patient  in  this  situation.  Several 


series  include  two  or  three  patients  with 
inoperable  tumors  at  the  first  operation  in 
whom  all  disease  was  resectable  after  deep 
x-ray®^’®^.  Kottmeier  recommends  testoster- 
one propionate  100  milligrams  every  other 
day  as  an  adjunct  to  the  x-ray.  He  suggests 
that  the  celiotomy  be  performed  at  the  time 
of  the  roentgen  edema  which  is  ten  to  four- 
teen days  after  x-ray  is  stopped^®.  We  have 
had  little  experience  with  the  nitrogen  mus- 
tard compounds  such  as  triethylene  mela- 
mine (TEM)  and  triethylene  thiophosphora- 
mide  (thioTEPA) . Good  palliation  with  their 
use  has  been  reported  with  little  difficulty 
in  maintaining  treatment  at  hematopoietic 
tolerance*. 

If  an  exploratory  celiotomy  is  performed, 
a definite  plan  should  be  followed  at  opera- 
tion. An  adequate  incision  is  essential.  If  the 
tumor  can  be  recognized  as  an  obvious  malig- 
nancy or  if  it  even  appears  suspicious,  peri- 
toneal fluid  is  collected  immediately  for  cell 
block  and  pap  smear  before  blood  can  satu- 
rate it.  Should  there  be  no  fluid,  a small 
amount  of  saline  is  used  to  wash  the  surface 
of  the  tumor  and  the  walls  of  the  cul-de-sac. 
This  is  then  re-collected  and  submitted  to 
the  pathologist.  Of  twenty  patients  with 
ovarian  cancer  reported  by  Elkins  and  Keet- 
tel,  thirteen  had  positive  washings^®.  More 
important  is  the  fact  that  five  of  the  positive 
smears  were  in  patients  with  apparently  lo- 
calized encapsulated  tumors.  The  next  pro- 
cedure is  a thorough  search  of  the  entire  ab- 
domen for  metastatic  spread.  Careful  note 
is  made  of  the  size  and  location  of  metastases 
in  order  that  radiation  may  be  most  effec- 
tively aimed. 

Even  in  our  small  series,  the  results  speak 
well  for  making  the  minimum  surgical  pro- 
cedure a total  hysterectomy  and  bilateral 
salpingo  - oophorectomy.  We  agree  with 
Schmitz  that  age  should  not  be  considered 
in  the  treatment  of  cancer®^.  In  his  series, 
22  per  cent  of  grossly  normal  appearing 
ovaries  contained  carcinoma  if  there  were 
cancer  in  the  other  ovary.  It  is  the  early 
malignancy  that  deserves  the  radical  ap- 
proach. The  high  incidence  of  uterine  in- 
volvement has  been  mentioned.  If  peritoneal 
metastases  are  present  as  many  as  possible 
are  resected.  A significant  number  of  cases 
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occur  in  which  there  is  complete  regression 
of  metastases  after  excision  of  the  primary. 
This  is  especially  true  in  serous  cystadeno- 
carcinomas.  Resection  of  the  omentum  may 
reduce  the  amount  of  ascites.  In  doubtful 
cases  it  is  important  for  an  experienced  in- 
dividual to  open  the  tumor  in  the  operating 
room  while  the  abdomen  is  still  open.  Finally, 
a polyethylene  tube  should  be  left  in  place 
if  it  is  intended  to  use  intraperitoneal  nitro- 
gen mustard,  radioactive  gold  or  radioactive 
colloidal  chromic  phosphate. 

The  recognition  that  ovarian  cancer  may 
be  a generalized  peritoneal  disease  before  it 
overtly  breaks  through  the  capsule^-'®^  is  a 
major  advance.  We  now  employ  radioactive 
gold  or  a similar  substance  in  all  early  cases 
(Stages  I and  II A of  Heyman) . Postoperative 
irradiation  is  added  if  the  disease  is  further 
advanced,  with  the  greatest  dose  directed  to 


The  usual  confusion  and  panic  of 
disasters,  whether  civilian  or 
military  in  type,  can  be  reduced  by 
practical  medical  planning.  Here 
is  a realistic  vietv  of  a great  challenge 
and  obligation  of  our  profession.  It  is 
applicable  to  any  large  community. 

There  are  no  recognized  authorities  in  the 
handling  of  mass  casualties  of  the  magnitude 
of  millions,  such  as  would  result  in  an  atomic 
war.  This  phase  of  the  field  can  hardly  be 
discussed,  however,  until  after  we  learn  how 
to  handle  all  types  of  local  disasters  which 
are  impending  or  now  present. 

•From  the  Department  of  Surgery,  Universitj'  of  Colorado 
Medical  School.  Presented  to  the  Denver  County  Medical 
Society  on  May  7,  1957. 


the  regions  of  most  residual  tumor.  In  the 
far  advanced  case,  nitrogen  mustard  has  been 
reported  to  be  almost  as  effective  as  gold  in 
reducing  ascites”  and  should  be  tried  before 
the  patient  is  put  to  the  expense  and  incon- 
venience of  radioactive  substances.  A second- 
look  operation  probably  has  a definite  place 
in  some  cases  of  ovarian  carcinoma. 

Summary 

A series  of  fifty-one  cases  of  primary  car- 
cinoma of  the  ovary  treated  at  the  University 
of  Nebraska  Hospital  from  1946  through  1956 
is  presented  and  discussed.  Our  present  con- 
cepts of  treatment  of  this  disease  are  out- 
lined and  commented  upon.  Vigorous  treat- 
ment of  the  early  case  is  urged,  and  the  em- 
ployment of  cytology  and  of  an.  intraperi- 
toneal radioactive  substance  or  nitrogen  mus- 
tard should  be  practically  routine.  • 


Disaster  planning* 


J.  Cuthbert  Owens,  M.D.,  Denver 


Past  planning 

The  American  College  of  Surgeons’  Com- 
mittee on  Trauma  stated  in  1952  that  practi- 
tioners handle  individual  cases  of  trauma 
poorly;  if  so,  what  would  these  physicians  do 
if  they  were  called  upon  to  treat,  under  ad- 
verse conditions,  50,  100,  or  10,000  patients? 
Even  physicians  with  previous  military  ex- 
perience have  been  observed  to  function  poor- 
ly in  the  small  civilian  disasters  of  the  past 
decade^.  We  must  not  only  emphasize  again 
and  again  the  basic  principles  of  trauma;  we 
must  also  formulate  plans  for  the  handling 
of  great  numbers  of  patients. 

Things  move  fast  these  days,  and  casual- 
ties are  plural,  not  singular.  We’re  not  satis- 
fied with  “bumping  off”  one  person  at  a time. 
It  seems  that  in  this  jet  age,  when  planes  fly 
at  2,000  feet  per  second,  satellites  do  18,000 
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miles  per  hour,  and  a space  ship  is  predicted 
to  go  25,000  miles  per  hour,  the  man  who 
wants  to  shoot  his  wife  doesn’t  stop  there  but 
directs  his  bullets  also  at  the  children  and 
at  the  neighbors,  and  the  psychopath  with 
a rifle  sits  on  a building  and  sprays  the  popu- 
lation with  buckshot.  We  integrate  the  con- 
cept of  multiple  casualties  in  our  curriculum 
at  the  medical  school;  we  emphasize  trauma 
as  frequently  as  possible  in  our  teaching, 
and  we  discuss  not  one  hunter  asphyxiated 
by  carbon  monoxide  at  the  lodge,  but  ten; 
not  one  passenger  injured  in  an  automobile 
accident,  but  many  persons  involved. 

Moving  the  injured 

A critic  has  stated  that  it  is  safer  to  be 
wounded  in  battle  than  to  be  injured  on  a 
city  street.  Can  every  hospital  equal  the  mor- 
tality rate  of  the  Korean  campaign — -less  than 
2.4  per  cent  of  all  accident  victims  who  were 
alive  on  arrival^?  In  civilian  disasters,  we 
find  injured  people  in  shock  removed  from 
the  scene  of  an  accident — people  whom  a 
surgeon  wouldn’t  move  from  one  bed  to  an- 
other. 

In  surveying  the  Worcester,  Massachu- 
setts, tornado  of  1953,  the  National  Research 
Council  discovered  that  compound  fractures 
had  been  primarily  reduced  and  closed,  pene- 
trating injuries  had  been  treated  conserva- 
tively, patients  still  in  shock  had  been  oper- 
ated on,  and  traumatic  wounds  had  been 
primarily  closed,  with  a resulting  400-plus 
wound  infections  out  of  1,500  injured.  Two 
hospitals  admitted  most  of  the  490  patients, 
while  the  two  others  stood  half-empty.  En- 
trances and  exits  were  blocked  with  traffic; 
relatives  and  friends  of  patients  milled  about 
the  wards  and  corridors,  adding  to  the  con- 
fusion. Blood  and  plasma  were  already  on 
hand  or  shipped  in  immediately  from  Boston, 
60  miles  away,  but  1,120  units  were  drawn  in 
excess  of  need,  and  because  of  lack  of  re- 
frigerator space  most  of  this  had  to  be  con- 
verted, later,  into  gamma  globulin-’ 

At  Waco,  Texas,  in  the  tornado  of  1953, 
unauthorized  individuals  with  absolutely  no 
first-aid  experience  set  up  their  own  units 
for  treatment.  A secretary  with  no  medical 
background  even  got  into  a pharmacy  and 
dispensed  medications,  including  narcotics. 


Among  the  503  treated  at  hospitals,  there 
were  seven  gas  gangrene  infections®’  ®. 

Urgent  problems  of  disaster  defense  noted 
in  these  and  other  emergencies  included  lack 
of  communication;  lack  of  knowledge  of 
plans  previously  made;  lack  of  needed  com- 
mand functions  and  medical  control  func- 
tions; and  failure  to  implement  plans  of  or- 
ganization (medical  and  police)  at  the  dis- 
aster site. 

During  World  War  II,  England  built  its 
defense  organization  while  reeling  under  the 
attacks  of  the  Luftwaffe,  with  a terrible  loss 
of  life  and  property;  before  that  conflict, 
England  hadn’t  had  enemy  troops  on  its 
shores  for  almost  a thousand  years,  and  the 
need  for  advance  planning  had  not  been 
dramatized.  Japan  started  organizing  for  dis- 
aster in  the  twenties,  but  public  support  was 
lacking  because  the  Japanese  believed  their 
country  would  never  be  bombed  or  invaded. 
When  the  atom  bomb  was  dropped  at  Hiro- 
shima, 90  per  cent  of  the  200  doctors  were 
killed  or  injured;  70,000  pipes  were  opened 
and  the  reservoirs  were  emptied;  80,000 
people  were  killed  and  90,000  injured.  In 
Nagasaki,  where  there  were  73,000  deaths 
and  78,000  people  injured,  all  evidences  of 
civilization  disappeared  after  the  bomb,  and 
sanitation  was  non-existent®. 

Enemy  troops  have  not  invaded  our  shores 
for  more  than  ninety  years,  but  disaster  plan- 
ning, like  insurance  against  fire  or  theft, 
would  be  worthwhile  even  if  the  need  never 
arose. 

Planning  medical  care 

If  we  dwell  on  possible  destruction  with- 
out being  specific  about  planning  for  medical 
care,  the  average  person’s  reaction  is  apathy 
or  denial  of  the  possibility — “Okay,  if  it  kills 
me,  it  kills  me;  why  worry  about  it?”  To 
combat  this  attitude,  we  need  to  make  more 
concrete  plans,  to  organize  our  hospitals,  and 
to  talk  about  ways  and  means  of  training, 
stockpiling,  triage,  methods  of  treatment, 
and  procedures  for  evacuationh  If  we  know 
how  to  handle  the  small  or  moderate  number 
of  casualties,  we  shall  be  better  equipped  to 
meet  a large-scale  disaster.  The  public  de- 
pends on  the  medical  profession  for  leader- 
ship— not  in  terms  of  bravery,  but  in  terms 
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of  being  at  the  right  place  at  the  right  time 
and  doing  the  right  thing.  Leadership  de- 
pends primarily  on  communication — obtain- 
ing the  needed  information  and  telling  the 
people  what  to  do,  on  the  basis  of  plans 
thoroughly  organized  and  well  implemented 
in  advance. 

Present  planning 

In  disaster  planning,  we  must  define 
terms,  stick  to  facts  and  avoid  emotionalism, 
give  definite  information  to  counteract  the 
defeatist  and  lethargic  attitudes  which  stem 
from  not  knowing  what  needs  to  be  done, 
and  try  to  arrive  at  a proper  estimate  of  the 
problem,  so  that  we  may  make  adequate 
flexible  plans. 

For  hospital  accreditation,  the  American 
Hospital  Association  requires  a manual,  or 
working  guide,  for  personnel  who  will  par- 
ticipate as  a medical-care  team  in  each  hos- 
pital®. This  is  not  to  be  a “paper  plan”  in  the 
dead  file,  but  a detailed  organization — a liv- 
ing plan  with  a working  corps  to  activate 
it,  so  definite  that  everyone  will  know  im- 
mediately what  he  is  to  do,  and  where  he  is 
to  report  or  be  available  for  call.  The  hospital 
must  be  in  a state  of  constant  readiness.  I 
have  heard  glowing  reports  of  excellent  dis- 
aster plans — in  fact,  five  separate  plans  with- 
in a single  hospital — but  on  investigation  it 
developed  that  even  the  Chief  of  Surgery 
didn’t  know  his  duty  station.  These  were 
only  high-sounding  “paper  plans”! 

An  adequate  disaster  plan  must  be  tailored 
to  the  specific  catastrophe,  with  several  mod- 
ifications differing  from  one  another  pri- 
marily in  terms  of  medical  objectives.  The 
management  of  any  individual  injury  will  be 
entirely  different  if  ten  people  are  hurt  than 
if  10,000  are  injured.  Medical  disaster  plans 
must  be  fitted  to  specific  and  clearly  defined 
objectives;  these,  in  turn,  determine  priori- 
ties of  treatment,  methods  of  treatment,  and 
personnel  needed.  Triage  (i.  e.,  sorting,  by 
the  most  qualified  surgeons,  preferably  with 
past  combat  experience)  is  the  most  impor- 
tant single  aspect  of  successful  medical  treat- 
ment of  large  numbers  of  casualties;  it  lowers 
mortality  and  morbidity  and  leads  to  smooth 
functioning  of  the  organization;  if  it  is  lack- 
ing, the  structure  disintegrates. 


If  only  one  individual  were  injured,  the 
regular  hospital  personnel  could  accept  him 
and  provide  good,  or,  we  hope,  ideal  medical 
care  with  its  normal  personnel  and  facilities. 
The  hospital  could  handle  five  such  patients 
arriving  at  once.  However,  if  ten  injured 
people  came  in  at  one  time,  employees  would 
have  to  be  called  in  from  their  homes,  and 
the  medical  staff  would  have  to  be  augment- 
ed. If  the  number  were  50,  additional  sup- 
plies would  have  to  be  sought,  convalescent 
patients  evacuated,  all  personnel  out  of  the 
hospital  would  have  to  be  called,  and  physi- 
cians who  do  not  normally  treat  injuries  (in- 
ternists, pediatricians,  et  cetera)  would  have 
to  participate.  As  the  number  creeps  upward, 
more  and  more  ancillary  workers  must  be 
activated,  but  the  objective  remains  the  same: 
to  give  the  patient  early,  adequate,  definitive 
care. 

Finally,  however,  a point  is  reached  when 
this  objective  is  no  longer  practical;  the 
breaking  point  is  reached  in  the  medical  ca- 
pacity to  treat  the  injured.  Now  not  everyone 
can  receive  medical  care;  a choice  must  be 
made  as  to  whether  each  wounded  person 
will  or  will  not  be  treated.  The  objective  has 
changed;  no  longer  do  we  aim  at  providing 
adequate  definitive  care  for  everyone;  now 
we  must  plan  to  expend  the  total  available 
medical  effort  and  supplies  so  that  they  will 
achieve  the  greatest  saving  of  life  and  will 
maximally  promote  the  recuperative  strength 
of  the  population.  These  latter  situations  will 
be  primarily,  if  not  exclusively,  the  product 
of  war,  and  medical  care  now  becomes  an 
arm  of  national  defense.  Triage  decisions  will 
be  based  on  an  entirely  different  set  of  prin- 
ciples. 

Community  disaster 

At  the  University  of  Colorado  Medical 
Center,  we  began  to  develop  plans  to  clarify 
our  response  to  a community  disaster.  A 
Disaster  Committee  was  appointed  (1)  to  co- 
ordinate the  development  of  the  hospital’s 
disaster  plan  per  se  and  with  the  over-all 
community  plan,  and  (2)  to  guide  and  super- 
vise implementation  of  the  hospital’s  disaster 
plan  in  periodic  tests.  The  Medical  Staff  Dis- 
aster Committee  was  appointed  to  draw  up 
a detailed  plan,  including  assignment  of 
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every  physician,  hospital  employee,  and 
member  of  the  volunteer  personnel,  around 
a definite  corps-  charged  with  responsibility. 
Each  department  was  informed  of  its  duties; 
each  worked  out  its  own  additional  plan  and 
supplied  further  information  needed  for  the 
final  plan.  Small  groups  ironed  out  supply 
problems  and  command  responsibilities,  leav- 
ing the  plan  flexible  enough  to  meet  any 
situation,  but  bearing  in  mind  provision  for 
two  major  types  of  action,  that  is  (1)  evacu- 
ation, or  movement  of  in-patients  from  one 
area  to  another,  and  (2)  expansion  of  treat- 
ment and  patient-care  areas  for  casualty 
care. 

Live  plan 

Information  on  hospital  disaster  plans  is 
available  from  many  sources;  the  most  useful 
to  us  was  from  the  office  of  the  Federal  Civil 
Defense  Administration.  The  type  of  plan  is 
unimportant;  the  salient  point  is  to  have  a 
plan,  a live  plan.  Every  physician  should  be 
included  in  some  hospital’s  plan,  and  should 
know  what  he  would  do — right  now!  A first 
draft  of  a hospital  disaster  plan  is  a time- 
consuming  endeavor,  but  the  results  are 
gratifying  indeed.  Someone  familiar  with 
your  hospital  who  has  also  an  outside  interest 
should  act  as  advisor.  Even  in  drills  by  the 
trained  personnel  of  the  armed  forces,  flaws 
are  detected  which  can  be  corrected  before 
the  need  arises.  We  have  developed,  according 
to  the  principles  of  triage  set  forth  earlier, 
three  plans  with  our  institution  intact,  plus 
a fourth  which  can  be  incorporated  into  the 
community  plan,  for  use  in  case  of  evacua- 
tion. 

Plan  A assumes  a small  community  dis- 
aster, in  which  Colorado  General  Hospital 
and  Denver  Veterans  Administration  Hos- 
pital, acting  independently,  are  responsible 
for  adequate  definitive  care  of  10  to  50  people 
within  12  hours  of  admission.  Many  will  be 
treated  and  released;  the  rest- — not  more  than 
20 — will  be  hospitalized.  Any  disaster  causing 
more  than  50  casualties  would  tax  the  facili- 
ties and  the  abilities  of  the  regular  staff; 
therefore  we  would  immediately  undertake 
implementation  of  Plan  B. 

Plan  B assumes  a community  disaster  in 
which  the  Colorado  General  and  Veterans 

for  December,  1958 


Administration  Hospitals  remain  intact,  in 
which  from  100  to  500  injured  people  would 
be  given  definitive  care  at  these  two  hospitals 
within  24  hours. 

Plan  C assumes  a nuclear  disaster  in 
which  all  elements  of  the  University  of  Colo- 
rado Medical  Center,  including  the  impro- 
vised mobile  hospital,  act  in  coordination  to 
save  the  maximum  number  of  lives;  to  treat 
as  many  people  as  possible;  to  provide  first 
aid,  relief  of  pain,  and  instruction  to  patients 
as  to  how  to  treat  themselves;  and  to  promote 
evacuation.  The  severely  injured  will  not  be 
treated  in  the  first  phase.  Minor  injuries  will 
not  be  treated.  Airway  obstruction,  respira- 
tory distress,  and  acute  superficial  hemor- 
rhage will  receive  first  priority.  Hospitaliza- 
tion will  be  reserved  for  non-transportabie ' 
patients.  All  definitive  therapy  will. await  the 
second  phase. 

Plan  D assumes  a nuclear  disaster  in 
which  the  Medical  Center  no  longer  remains 
intact,  and  incorporates  its  personnel  with 
the  over-all  local,  state,  and  national  disaster 
programs.  The  only  supplies  available  would 
be  those  stored  beyond  the  impact  area.  Here 
information  furnished  by  the  Civil  Defense 
Committee  of  the  Denver  and  State  Medical 
Societies,  regarding  evacuation,  rallying 
points,  and  duties,  is  utilized. 

These  plans,  except  for  Plans  C and  D, 
are  as  similar  as  possible,  differing  only  in 
the  number  of  personnel  and  the  number  of 
casualties,  and  therefore  in  the  use  of  person- 
nel in  the  treatment  of  casualties;  however, 
the  objective  is  always  the  same.  We  believe 
this  similarity  would  facilitate  our  handling 
of  the  magnitude  of  nuclear  disaster.  Every 
phase  of  the  functioning  of  the  hospital  is  put 
into  writing,  and  an  attempt  is  made  to  an- 
ticipate unexpected  developments. 

Mockup  exercises 

A few  of  the  problems  noted  in  observing 
mockup  exercises  in  other  cities,  and  some 
which  would  be  inherent  in  the  local  Denver 
situation  are: 

1.  Assignment  of  staff  members  to  one 
specific  hospital,  when  they  are  members  of 
the  staff  of  more  than  one  hospital.  Men  who 
are  on  service  at  our  University  Hospitals  at 

51 


the  time  when  a disaster  occurs  have  been 
incorporated  in  our  plans. 

2.  Supplies  needed  in  hospitals  which  do 
not  recognize  that  stockpiling  is  imperative: 
Specifically,  some  private  hospitals  have  in- 
sufficient anesthetic  equipment,  such  as  en- 
dotracheal tubes.  An  adequate  number  of  cut- 
down  sets  is  seldom  available,  and  surgeons 
frequently  find  themselves  required  to  sup- 
ply instruments  which  would  be  extremely 
important  in  a multiple-casualty  problem. 
Blood  banks  are  maintained  in  some  hos- 
pitals, but  others  rely  completely  upon  an 
independently  organized  source. 

3.  Traffic  control:  Unless  admission  rooms 
were  moved  to  more  readily  available  sites, 
two-way  traffic  would  be  necessary  in  some 
hospitals. 

4.  Transportation  for  personnel:  In  cer- 
tain hospitals,  workers  have  been  unable  to 
get  to  their  stations — for  example,  the  New 
England  floods,  and  the  Erie,  Pennsylvania, 
snow-storm.  In  such  cases,  physicians  would 
have  to  remain  in  their  residential  areas  to 
give  medical  care,  and  could  not  get  to  cen- 
tralized hospitals. 

5.  Lack  of  supply  of  utilities  (e.  g.,  water, 
electricity,  gas) : Few  hospitals  in  this  city 
have  independent  electrical  power.  Some  ele- 
vators can  be  manually  controlled,  in  the 
absence  of  electricity,  and  in  some  hospitals 
stretchers  can  be  carried  up  stairways.  It 
might  be  necessary  to  arrange  that  all  bed 
casualties  would  be  cared  for  on  the  ground 
floor. 

6.  Education  of  physicians  regarding  dis- 
aster: Doctors  in  all  fields  of  medicine  should 
learn  how  to  treat  burns,  shock,  and  trauma 
in  general.  Surgeons  do  not  perform  opera- 
tive procedures  at  the  time  of  mass  casual- 
ties; they  only  advise. 

Future  planning 

It  is  inconceivable  at  present  that  we 
could  train  everyone  to  fit  into  a disaster 
plan,  but  we  should  intensify  our  efforts  to 
develop  a corps  of  well-trained  individuals 
who  could  assume  leadership  for  an  expand- 
ing plan.  If  an  emergency  arose  before  the 
plans  were  completed,  this  corps  could  func- 
tion efficiently  enough  to  lead  other  avail- 
able personnel. 


In  our  future  planning,  we  should  have  a 
roster  of  active  M.D.’s,  dentists,  osteopaths, 
veterinarians,  nurses,  technicians,  and  all  in- 
dividuals who  have  been  in  medical  work  in 
the  past,  not  only  in  this  community  but  also 
in  the  metropolitan  area,  outside  the  city,  so 
that  the  city  can  rely  on  trained  men  in  the 
smaller  towns. 

Every  medical  society  in  the  state  should 
devote  at  least  one  evening  each  year  to  dis- 
aster defense,  and  this  educational  program 
should  be  enlarged  so  that  other  societies, 
both  medical  and  laity,  would  have  similar 
annual  programs.  Training  cannot  include 
every  individual,  but  one  member  of  each 
family  should  have  first-aid  training,  prefer- 
ably, or  at  first  one  home  in  each  block,  one 
block  in  each  specified  area,  or  one  unit  in 
each  organization. 

Triage  is  not  taught  in  any  civilian  ac- 
tivity at  present,  but  if  emphasis  were  placed 
on  this  knowledge  the  number  of  lives  saved 
would  far  outweigh  the  amount  of  time  spent 
in  education.  Collecting  stations  should  be 
designated,  in  buildings  known  to  at  least 
half  of  the  population — not  at  “John’s  Res- 
taurant,” for  example,  but  at  the  Bears’  Sta- 
dium, or  Denver  University  Arena. 

Improvised  hospitals 

Two-hundred-bed  hospitals  are  now  being 
supplied  by  the  Federal  Civil  Defense  Ad- 
ministration to  medical  schools  around  the 
country,  and  to  cities  which  request  them. 
The  improvised  hospital  weighs  13  y2  tons, 
has  288  separate  items  requiring  2,000  cubic 
feet  of  storage  space,  and  may  be  set  up  in 
15,000  square  feet.  The  FCDA  plans  to  supply 
more  than  6,000  of  these  hospitals  to  various 
sections  of  the  country.  All  equipment  and 
supplies  necessary  for  a 200-bed  hospital  are 
included,  but  there  is  no  provision  for  hous- 
ing it;  each  is  to  be  set  up  in  a stadium,  audi- 
torium, or  school.  The  City  of  Denver  is 
scheduled  to  receive  50  of  these  hospitals. 

This  hospital  is  a useful  tool  in  our  study 
of  regional  and  national  planning.  We  need 
to  supplement  it  with  organized  live  plans, 
both  for  the  medical  profession  and  for  the 
laity. 

Conclusion 

We  must  recognize  that  there  is  no  reason 
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to  hope  that  there  will  be  any  relaxation  in 
world  tensions  in  the  foreseeable  future,  or 
to  expect  that  floods,  tornadoes,  earthquakes, 
and  other  civilian  disasters  will  cease.  We 
should  not  rely  on  the  military — we  cannot 
escape  the  obligation  to  make  our  own  plans 
for  emergencies,  of  whatever  magnitude. 
There  is  no  fixed  federal  plan  or  military 
program  to  which  our  medical  society  or  hos- 
pital must  subscribe.  Each  medical  institu- 
tion must  organize  whatever  plan  it  deems 
most  effective  for  its  own  hospital,  then  com- 
bine it  with  the  over-all  community  plan.  • 
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Health  factors 

vital  in  global  aviation* 

Horace  P.  Marvin,  M.D.,  Denver 


Authoritative  insight  into  one  of 
the  world’s  most  timely  subjects — 
man’s  conquest  of  space. 

Factors  of  safety,  disease,  oxygen 
and  other  physiologic  requirements, 
mental,  emotional  and  nutritional 
conditions  are  all  considered. 
Selection  of  appropriate 
personnel  is  mandatory. 


In  global  aviation,  flight  safety  is  increas- 
ingly dependent  upon  physical  and  mental 
fitness  of  personnel  who  operate  and  main- 
tain high  performance  aircraft.  Before  long, 
intercontinental  bombers  will  be  flying  at 
three  times  the  speed  of  sound,  and  com- 


•Presented  at  the  Fourth  American  Congress  of  Occupational 
Medicine,  University  of  Mexico,  Mexico  D.  F.,  February  17, 
1958.  Dr.  Marvin  is  a Colonel,  U.  S.  A.,  Retired. 


mercial  planes  will  cross  the  continent  in 
three  to  four  hours.  In  spite  of  an  increasing 
number  of  electronic  aids,  it  requires  highly 
trained  humans  to  operate  them.  Pilot  effi- 
ciency and  flight  safety  go  hand  in  hand. 

Stout  hearts  and  alert  minds  are  exceed- 
ingly vital  in  both  military  and  commercial 
aviation.  In  no  other  occupation  or  profes- 
sion do  health  factors  play  so  vital  a role. 
And,  when  emergencies  develop  or  forced 
landing  is  necessary,  safety  is  definitely  en- 
hanced if  crew  members  are  physically,  men- 
tally and  emotionally  fit.  With  thousands  of 
lives  involved,  it  seems  appropriate  to  con- 
sider various  health  factors  related  to  flight 
safety. 

Air  accidents 

First,  let  us  consider  the  most  important 
factors  contributing  to  aviation  accidents  or 
near-accidents.  According  to  Webb\  “An  in- 
adequate response  of  man  enters  into  about 
70  per  cent  of  the  military  aircraft  acci- 
dents.” Maintenance  errors  and  supervisory 
errors  are  contributory  in  about  10  per  cent. 
In  commercial  aviation  it  is  estimated  that 
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pilot  error  is  chiefly  responsible  for  one-third 
to  one-half  of  accidents. 

In  an  analysis  of  2,374  pilot  error  accidents 
Mosely^  reported  57  per  cent  due  to  inade- 
quate neuromuscular  reaction,  24  per  cent  to 
faulty  or  erroneous  perception  and  19  per 
cent  to  faulty  or  erroneous  decision.  Although 
pilot  error  is  occasionally  unavoidable,  suf- 
ficient attention  to  health  factors  will  aid  in 
reducing  this  human  frailty,  thereby  saving 
countless  lives  as  well  as  expensive  planes 
and  equipment. 

Factors  in  flight  safety 

Subsonic  and  supersonic  speeds  exert  tre- 
mendous stress  on  the  bodies  and  minds  of 
flight  personnel.  In  high  speed  aviation  the 
demand  for  quick  reactions  and  split-second 
decisions  is  incomparable.  Moreover,  global 
aviation  sometimes  requires  human  bodies 
and  minds  to  function  at  temperatures  vary- 
ing from  torrid  to  frigid. 

Flying  presents  other  stresses  such  as  alti- 
tude, humidity,  acceleration,  deceleration, 
weather,  noise,  motion  and  carbon  monoxide. 
In  high  performance  aircraft,  blackouts,  red- 
outs, and  grey-outs  are  a frequent  hazard. 
Fatigue  contributes  to  degradation  of  per- 
formance. Vertigo  is  common  wherein  pilots 
lose  spatial  orientation.  Hypoxia  poses  a fre- 
quent hazard.  Inflight  fires  and  noxious 
fumes  in  the  form  of  smoke  or  hydrocarbon 
exhausts  are  dangers  that  must  be  antici- 
pated. 

Disease  factors  in  global  aviation 

Schreuder  and  Constantino-^  emphasize 
the  need  for  constant  health  precautions  in 
global  aviation.  A complete  immunization 
program  for  flight  personnel  is  imperative. 
Both  commercial  and  military  planes  land  in 
areas  where  shigellosis,  salmonellosis  and 
amebiasis  are  endemic.  In  world  wide  avia- 
tion, flight  personnel  and  passengers  are  ex- 
posed to  such  diseases  as  typhus,  dengue, 
sandfly  fever,  malaria,  yellow  fever,  small- 
pox and  schistosomiasis.  And  viral  hepatitis 
is  now  world-wide  and  increasingly  preva- 
lent. Flight  personnel  should  receive  periodic 
instruction  in  health  education,  sanitation, 
disease  prevention  and  first  aid,  including 
artificial  respiration. 


Selection  of  aviation  personnel 

Schreuder  and  Constantino®  wisely  advise 
that,  “In  the  interest  of  flight  safety  it  is 
mandatory  that  in  the  selection  of  members 
of  an  air  crew,  particularly  pilots  and  flight 
engineers,  no  substandard  individuals  are  ac- 
cepted. By  a system  of  interviewing,  voca- 
tional aptitude  tests,  psychologic  tests,  and 
a rigid  physical  examination,  only  those  who 
meet  certain  high  standards  are  qualified.” 

According  to  these  writers,  not  only 
should  we  consider  an  applicant’s  present 
findings  “but  also  an  evaluation  of  his  pro- 
jected physical  and  mental  condition.”  We 
must  attempt  to  eliminate  those  who  “will 
break  down  in  later  life  because  of  person- 
ality, behavior,  or  psychoneurotic  disorders.” 
Not  only  must  we  consider  safety  but  also 
the  high  cost  of  training  flight  personnel. 

Coronary  heart  disease 

Coronary  disease  is  one  of  our  more 
serious  problems.  We  know  that  coronary 
atherosclerosis  often  begins  at  an  early  age 
and  may  result  in  sudden  heart  attacks,  even 
in  those  25  to  40  years  of  age.  We  are  aware 
that  pilots  have  had  coronary  thromboses 
which  resulted  in  fatal  aircraft  accidents.  In 
1940  Marvin  and  HalP  reported  abnormal 
findings  and  made  recommendations  follow- 
ing the  first  electrocardiographic  survey  of 
U.  S.  air  force  officers  over  45  years  of  age. 

Although  E.C.G.’s  may  be  normal  in  the 
presence  of  coronary  artery  disease,  yet  they 
are  often  informative  and  are  now  part  of 
the  yearly  check-up  for  all  U.  S.  air  force 
officers  age  40  and  older.  In  my  opinion, 
E.C.G.’s  should  be  a part  of  annual  physical 
examinations  of  all  flight  personnel  after  age 
25.  Even  if  no  abnormalities  are  noted,  this 
establishes  an  E.C.G.  norm  for  future  refer- 
ence and  comparison  purposes.  Electrocardio- 
grams may  offer  the  only  clue  to  serious 
coronary  atherosclerosis  and  impending  coro- 
nary thrombosis. 

Hypoxia 

KratochviP  states  that  “under  present  day 
operational  conditions  in  the  United  States 
Air  Force,  the  most  potent  threat  to  the  air- 
crew member’s  physiologic  well  being  is 
hypoxia.”  Although  combat  aircraft  attained 
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only  moderate  altitudes  in  World  War  II,  yet 
we  had  110  deaths  and  more  than  10,000  cases 
of  unconsciousness  due  to  hypoxia.  It  usually 
results  from  insufficient  oxygen  supply,  mask 
leaks  or  faulty  oxygen  regulation.  Hypoxia 
produces  fatigue,  rapid  pulse,  headache, 
breathlessness  and  anxiety.  In  more  serious 
cases  sensory  impairment,  euphoria,  dimin- 
ished vision,  loss  of  fine  motor  control,  tre- 
mors, anorexia  and  dizziness  are  common. 
Kratochvil  warns  of  the  continued  “problem 
of  keeping  crew  members  alert  for  this 
danger.” 

Physiologic  day-night  cycle 

Strughold®,  eminent  authority  on  space 
medicine,  invites  attention  to  the  interesting 
“physiologic  day-night  cycle  . . . firmly  estab- 
lished in  man.”  During  this  cycle  there  are 
“rhythmic  changes  in  respiration,  circulation, 
digestion,  body  temperature  and  electroen- 
cephalograms.” He  points  out  that,  at  speeds 
of  600  miles  per  hour,  plane  crews  and  pas- 
sengers can  leave  home,  cross  numerous 
meridians  in  one  day  and  arrive  at  a destina- 
tion which  has  a time  difference  of  12  hours. 
Nevertheless,  their  “metabolic  clocks”  will 
behave  as  though  they  were  still  at  home. 
Several  days  may  be  required  for  physiologic 
re-adaptation.  Strughold  believes  this  pre- 
sents certain  implications  and  poses  certain 
questions  for  the  entire  medical  pT-ofession. 

Other  physical  factors 

Pilots  and  crew  members  of  high  per- 
formance aircraft  may  become  ill  or  incapaci- 
tated while  in  the  air.  Various  factors  includ- 
ing excessive  G-forces  may  precipitate  or 
contribute  to  cerebrovascular  accidents,  spon- 
taneous pneumothorax,  ruptured  viscus,  aero- 
embolism, excruciating  toothache,  internal 
hemorrhage  or  intestinal  obstruction.  Sudden 
barometric  changes  often  affect  eyes,  ears  or 
sinuses.  Such  drugs  as  the  tranquilizers  and 
antihistamines  lessen  pilot  efficiency  and  are 
serious  hazards  to  flight  safety. 

Physicians  realize,  more  and  more,  that 
inadequate  rest,  excessive  smoking,  improper 
diet,  dehydration,  colds  and  alcohol  are  not 
only  deterrents  to  mental  alacrity  but  also 
decrease  physical  efficiency.  It  is  not  suffi- 
cient to  be  satisfied  that  flight  and  mainte- 
nance personnel  are  not  ill,  every  effort 


should  be  exerted  toward  achievement  of 
the  highest  level  of  physical  and  mental  fit- 
ness at  all  times. 

In  the  interest  of  flight  safety,  the  United 
States  Armed  Forces  Institute  of  Pathology 
is  making  a detailed  study  of  postmortem 
findings  of  air  accident  victims.  These  find- 
ings are  being  correlated  with  aircraft  acci- 
dents to  give  invaluable  information  for 
future  use  by  all  physicians.  Whatever  find- 
ings are  gleaned  from  this  study,  one  fact  is 
certain,  the  safety  of  passengers  and  crew 
members  is  enhanced  if  flight  personnel  are 
in  top  condition. 

Mental  and  nervous  factors 

Medical  authorities  agree  that  epilepsy  is 
responsible  for  occasional  air  accidents.  It  is 
readily  understandable  that  even  a transitory 
petit  mal  attack  can  prove  disastrous.  Avia- 
tion applicants  must  be  screened  carefully  to 
eliminate  schizophrenics,  epileptics  and  those 
with  other  nervous  and  mental  conditions. 
Once  accepted  for  flight  duty,  constant  vigi- 
lance is  necessary  to  detect  early  signs  or 
symptoms  of  instability  or  nervous  illness.  It 
is  axiomatic  that  flight  personnel  require 
plenty  of  rest  and  sleep.  We  are  prone  to  for- 
get that  nervous  ailments  are  often  insidious 
in  onset.  Mental  health  ana  high  morale  are 
essential  for  flight  efficiency  and  safety. 

Emotional  factors 

In  the  realm  of  emotional  disturbances  lies 
one  of  our  greatest  hazards  to  safety  in  auto- 
mobiles as  well  as  in  planes.  As  human  beings 
we  are  subject  to  varying  degrees  of  elation, 
depression,  anger,  anxiety,  boredom,  tension, 
fear  and  distraction.  Our  thoughts  and  actions 
are  motivated,  at  least  in  part,  by  our  state 
of  mind.  It  is  impossible  to  relegate  serious 
worries  and  frustrations  to  the  waste  basket 
whether  we  are  performing  surgery,  playing 
golf,  driving  a car  or  piloting  a plane. 

Major  worries,  if  continued,  lead  to  de- 
creased efficiency,  anxiety  states  and  psycho- 
somatic illness.  Some  of  the  finest  physical 
specimens,  men  with  keen  minds  and  seem- 
ingly stable  nervous  systems,  have  suc- 
cumbed to  protracted  stress.  To  prevent  such 
catastrophies  is  another  challenge  to  the 
medical  profession. 
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Nutrition  factors 

At  the  May,  1957,  meeting  of  the  U.  S. 
Aero-Medical  Association,  Capt.  J.  A.  Moore, 
M.C.,  U.  S.  Navy,  emphasized  correct  nutri- 
tion as  essential  to  flight  safety.  Pilots  and 
air  crews  are  more  efficient  if  they  eat  an 
adequate  breakfast,  a high  protein  diet,  less 
fats  and  carbohydrates,  proper  amounts  of 
vitamins  and  minerals,  four  or  five  small 
meals  daily,  and  drink  adequate  fluids.  De- 
hydration lessens  stamina.  Obesity  must  be 
avoided.  Regular  health  check-ups  and  weight 
control  are  necessary. 

Research  in  aviation  personnel  has  dem- 
onstrated that  proper  food  and  drink:  (1)  has 
a soothing  effect,  (2)  imparts  a feeling  of 
well-being,  (3)  increases  mental  and  physical 
efficiency,  (4)  reduces  nervousness,  (5)  less- 
ens irritability,  (6)  reduces  drowsiness,  and 
(7)  lessens  fatigue.  Proper  nutrition  also 
results  in  blood  pressure  decrease,  an  increase 
in  G-tolerance  and  improvement  in  person- 


ality and  general  appearance.  These  nutri- 
tion facts  apply  to  all  of  us,  regardless  of  oc- 
cupation or  profession. 

Summary 

Flight  safety  in  global  aviation  is  in- 
creasingly dependent  upon  human  factors. 
Of  paramount  importance  is  the  health  status 
of  pilots,  crews  and  maintenance  personnel. 
Pilot  error  is  our  greatest  concern  in  aircraft 
accidents. 

The  many  factors  so  vital  to  aviation  safe- 
ty have  been  briefly  presented.  To  insure 
this  safety  the  medical  profession  has  a se- 
rious responsibility  in  the  selection  of  flight 
personnel,  and  in  supervising  the  mainte- 
nance of  a high  state  of  physical,  mental  and 
emotional  fitness  at  all  times.  Such  fitness 
will  decrease  pilot  error  and  improve  effi- 
ciency, thus  saving  many  lives. 

The  problem  of  flight  safety  in  global 
aviation  presents  a solemn  challenge  to  the 
medical  profession.  • references  on  12J 


Leptospirosis  among  Indians 

in  the  Dakotas* 


William  L.  Jellison,  M.D.,  Ph.D,,  Herbert  G.  Stoenner,  D.V.M.,  and 
George  M.  Berg,  M.D.,  Hamilton,  Mont.,  and  Fort  Yates,  N.  D. 


Flu-like  symptoms  following 
swimming  in  contaminated 
river  water  led  to  the 
diagnosis  of  leptospirosis. 


During  the  summer  of  1956,  a small  focal 
outbreak  of  leptospirosis  occurred  among 
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members  of  a swimming  party  on  the  Stand- 
ing Rock  Indian  Reservation,  North  Dakota 
and  South  Dakota.  Blood  samples  from  pa- 
tients had  been  sent  to  the  Rocky  Mountain 
Laboratory  for  tests  for  antibodies  against 
various  rickettsias  and  the  common  encepha- 
litis viruses.  A clue  to  the  etiology  of  the 
outbreak  was  recognized  in  December,  1956, 
while  histories  of  possible  cases  of  encephali- 
tis were  being  reviewed.  An  epidemiologic 
note  that  had  accompanied  a blood  sample 
from  patient  H.  J.  O.  contained  the  state- 
ment, “Went  swimming  in  Grand  River; 
bitten  by  insects;  about  five  other  swimmers 
came  down  with  a similar  illness.”  Serologic 
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Results  of 

TABLE  1 

agglutination-lysis  tests  on  serums  of  patients 

Patient 

Onset 

Date  of  sample 

Reciprocal  of  titer  against 
Pomona  Ictero.  Canicola 

each  serotype* 

Batoviae  Autumn. 

H.  J.  O. 

7-22-56 

7-30-56 

10 

10 

0 

0 

0 

8-  6-56 

500 

10 

0 

0 

0 

F.  W. 

7-25-56 

7-30-56 

10 

10 

10 

0 

0 

5-14-57 

500 

10 

100 

100 

100 

F.  C. 

7-27-56 

5-14-57 

500 

0 

0 

0 

100 

K.  U.  A. 

8-26-56 

8-26-56 

0 

0 

10 

0 

0 

9-  4-56 

5,000 

10 

500 

0 

100 

5-14-57 

100 

10 

10 

0 

100 

R.  H.  H. 

Summer  ’56 

5-14-57 

0 

0 

0 

0 

100 

*A11  serums  were  negative  for  antibodies  against  three  additional  serotypes 

listed  on  Page  2. 

tests  indicated  this  patient  had  had  lepto- 
spirosis. A review  of  other  undiagnosed  ill- 
ness that  had  occurred  on  the  reservation 
during  the  summer  of  1956  revealed  addi- 
tional cases  of  leptospirosis. 

To  clarify  the  epidemiology  of  the  disease 
in  this  area,  the  reservation  was  visited  in 
May,  1957,  when  members  of  the  swimming 
party  were  interviewed  and  additional  blood 
specimens  were  obtained.  Serums  were  ex- 
amined by  the  agglutination-lysis  test  (1)  for 
antibodies  against  the  following  serotypes: 
Leptospira  pomona,  L.  icterohemorrhagiae, 
L.  canicola,  L.  hebdomadis,  L.  sejroe,  L.  bata- 
viae,  L.  ballum,  and  L.  autumnalis.  These 
results  are  summarized  in  Table  1. 

The  outbreak  of  three  or  more  cases  oc- 
curred in  a group  of  ten  young  men  who  had 
been  swimming  a few  days  previously  in  the 
Grand  River  near  Wakpala,  South  Dakota. 
Dates  of  onset  of  three  cases  were  recorded 
as  July  22,  July  25,  and  July  27.  The  men 
had  been  swimming  together  on  July  22; 
however,  some  individuals  had  swum  in  the 
river  previously  but  specific  dates  were  not 
recalled.  During  the  visit  on  May  14,  1957, 
blood  specimens  were  obtained  from  seven 
of  the  ten  men  in  the  group.  Four  still  re- 
tained significant  levels  of  antibody  against 
leptospiras.  Three  of  the  four  seropositive 
men  had  been  ill  and  the  fourth,  who  pos- 
sessed titers  of  1:100  against  L.  autumnalis 
and  L.  pomona  had  not  been  ill  when  the 


others  were  affected.  The  remaining  three 
men  who  had  not  been  ill  were  sero-negative 
for  leptospiras.  One  member  known  to  have 
had  a similar  illness  at  the  same  time  could 
not  be  reached.  Two  additional  cases  of  lepto- 
spirosis occurred  near  Little  Eagle,  South 
Dakota,  which  is  on  the  Grand  River  about 
fifteen  miles  upstream  from  the  swimming 
site  near  Wakpala. 

Brief  clinical  data  on  three  proved  cases 
and  two  probable  cases  were  obtained  from 
records  of  the  U.  S.  Public  Health  Service 
Hospital,  Fort  Yates,  North  Dakota: 

CASE  REPORTS 

H.  J.  O.,  17-year-old  male  from  Wakpala,  was 
a member  of  the  swimming  party.  Onset  was 
July  22,  1956.  If  the  disease  was  contracted  while 
swimming  in  the  river,  exposure  must  have  oc- 
curred sometime  previously.  However,  an  accurate 
history  of  such  exposure  could  not  be  obtained 
from  the  patient  because  of  his  uncommunicative 
nature.  Symptoms  were  headache,  pain  on  move- 
ment of  eyes,  intermittent  fever,  extreme  general- 
ized weakness,  joint  pains,  some  nuchal  rigidity, 
and  pain  in  the  calves.  The  clinical  diagnosis  was 
“rickettsial  disease  of  undetermined  nature.”  The 
rapid  rise  in  agglutinin  titer  is  considered  diag- 
nostic of  leptospirosis  (Table  1). 

F.  W.,  18-year-old  male  from  Wakpala,  was  a 
member  of  the  swimming  party.  Onset  was  about 
July  25,  1956.  The  patient  complained  of  pain  on 
movement  of  the  eyes,  photophobia,  and  fever. 
He  was  admitted  to  the  hospital  July  28.  Other 
symptoms  noted  during  the  course  of  illness  were 
intermittent  aching  of  the  right  ankle  and  gen- 
eralized weakness.  The  patient  stated  he  had  been 
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in  good  health  prior  to  abrupt  onset  of  symptoms. 
Contrary  to  medical  advice,  he  left  the  hospital 
July  30  before  recovery  was  complete.  A signifi- 
cant rise  in  antibody  titer  is  considered  diagnostic 
(Table  1). 

F.  C.,  18-year-old  male  from  Wakpala,  had 
been  swimming  in  Grand  River  several  times 
prior  to  onset  of  symptoms.  Onset  was  about  July 
27.  The  main  symptoms  when  admitted,  July  31, 
were  constant  frontal  headache  and  fever.  The 
patient  improved  rapidly  when  treated  sympto- 
matically and  was  discharged  August  6.  He  still 
possessed  antibodies  against  leptospira  when  bled 
on  May  14,  1957. 

K.  U.  A.,  9-year-old  female,  became  ill  on 
August  26,  1956.  Signs  and  symptoms  recorded  on 
admission  were  chills,  fever,  vomiting,  petechiae 
over  chest  with  a few  on  the  arms,  thighs,  and 
neck.  Clinical  diagnosis  was  “rickettsial  disease 
similar  to  spotted  fever.”  A history  of  insect  or 
tick  bite  could  not  be  obtained.  Antibodies  against 
L.  pomona  developed  abruptly  during  early  con- 
valescence and  were  still  detectable  May  14,  1957 
(Table  1).  K.  U.  A.  lives  with  her  family  on  the 
bank  of  Grand  River  near  the  village  of  Little 
Eagle.  Exposure  to  river  water  during  the  summer 
and  even  its  use  for  domestic  purposes  is  quite 
probable.  On  May  14,  1957,  blood  samples  were 
taken  from  her  mother  and  a sister.  They  had  not 
experienced  an  illness  suggestive  of  leptospirosis 
and  their  serums  were  free  of  antibodies  against 
leptospiras. 

R.  H.  H.,  34-year-old  female  from  Little  Eagle, 
was  ill  in  the  summer  of  1956  (date  unrecorded). 
She  had  been  swimming  the  day  prior  to  onset. 
Symptoms  were  chills,  slight  fever,  headache  and 
a “heavy  cold.”  She  remained  in  bed  for  three 
days  at  home  but  she  was  not  admitted  to  the 
hospital.  Recovery  was  uneventful.  A blood  sample 
taken  May  14,  1957,  had  a titer  of  1:100  against 
L.  autumnalis. 

On  May  13  and  14,  1957,  blood  samples  were 
taken  from  nine  other  residents  who  had  not  had 
an  illness  suggestive  of  leptospirosis.  Only  one, 
a 38-year-old  male  who  had  experienced  an  upper 
respiratory  infection  during  February  and  March, 
1957,  was  seropositive;  he  had  a titer  of  1:100 
against  L.  autumnalis.  Although  these  antibodies 
probably  are  unrelated  to  his  most  recent  illness, 
this  person  undoubtedly  had  previously  experi- 
enced infection  with  leptospiras. 

Discussion 

In  the  United  States,  similar  outbreaks  of 
leptospirosis  among  swimmers  have  been  de- 
scribed by  Schaeffer-,  Williams  et  al.^  and 
Cockburn  et  al.*  The  occurrence  of  another 
outbreak,  although  small,  emphasizes  the 
hazard  of  swimming  in  natural  streams  con- 
taminated with  urine  of  leptospiral  carriers. 


Of  ten  men  in  the  group,  four  experienced 
an  acute  illness  suggestive  of  leptospirosis. 
Serologic  tests  on  available  serums  from 
three  patients  confirmed  a diagnosis  of  lepto- 
spirosis and  another  member  of  the  party 
who  had  not  been  ill  possessed  antibodies 
against  leptospiras.  Two  additional  cases  at 
Little  Eagle,  South  Dakota,  also  were  associ- 
ated with  the  same  river,  but  at  a site  fifteen 
miles  upstream. 

Although  most  of  the  patients  developed 
antibodies  predominantly  against  L.  pomona, 
two  persons  were  seropositive  chiefly  against 
L.  autumnalis.  Since  the  organism  infecting 
these  people  could  not  be  identified  without 
isolating  and  typing  the  leptospira,  it  was 
impossible  to  determine  which  serotypes 
were  present.  If  L.  pomona  were  the  offender, 
then  contamination  of  the  stream  with  urine 
of  cattle,  which  are  prevalent  on  the  reserva- 
tion, or  swine  is  suggested.  The  presence  of 
leptospirosis  among  livestock  on  the  reserva- 
tion has  not  been  established.  On  the  other 
hand,  contamination  of  the  stream  by  wild 
carnivores,  such  as  raccoons  and  skunks,  can- 
not be  excluded.  Both  L.  pomona  and  L. 
autumnalis  have  been  isolated  from  wild  ani- 
mals taken  near  Newton,  Georgia.® 

Interestingly  enough,  a water  sample 
taken  on  September  19,  1957,  from  the  Grand 
River  near  Little  Eagle,  South  Dakota,  con- 
tained pathogenic  leptospiras.  One  of  two 
young  guinea  pigs  inoculated  with  this 
sample  had  developed  a titer  of  1:5,000 
against  L.  pomona  thirty-five  days  later. 
However,  the  animal  died  after  cardiac  punc- 
ture and  the  carcass  was  discarded  acciden- 
tally without  attempted  isolation  of  lepto- 
spiras from  its  tissues.  The  presence  of  lepto- 
spiras in  the  Grand  River  more  than  a year 
after  the  original  outbreak  suggests  more 
than  a temporary  contamination  of  the 
stream. 

Summary 

An  outbreak  of  leptospirosis,  involving  at 
least  three  of  a group  of  ten  men,  occurred 
after  they  had  been  swimming  in  the  Grand 
River  near  Wakpala,  South  Dakota.  Two 
additional  cases  of  leptospirosis,  associated 
with  the  same  stream,  also  are  described.  • 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight  —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet More  ambition 

while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 

other  social  affairs.” 

Third  Degree  Burn  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 


G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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to  relieve 


CHLOROTHIAZIDE 


ii 


■ ■ ■ ■ 


FINNERTY,  F.  A,  Buchholz,  J.  H.  and  Tuckman,  J.:  J.A.M.A.  168:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,,  . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 


DOSAGE:  one  or  two  500  mg.  tablets  of  DiURlL  once  or  twice  a day. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 

OlURiL  is  a trademark  of  Merck  & Cp.,  Idc, 


©1958  Merck  & Co.,  Inc; 


IVIERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION  FOR  MIM  OIURIL 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

The  86th  Congress  convenes  January  7 with  a 
top-heavy  Democratic  majority  in  both  House  and 
Senate.  This,  in  turn,  will  find  all  Congressional 
committees,  including  those  dealing  with  health 
bills,  with  a higher  proportion  of  Democrats. 

Because  legislation  rarely  gets  to  the  floor  for 
a vote  unless  some  committee  sends  it  there,  the 
makeup  of  committees  is  of  considerable  impor- 
tance in  any  Congress.  It  will  be  doubly  so  in 
the  86th  Congress,  where  so  many  new  personali- 
ties and  new  ideas  promise  to  abound. 

In  the  Senate  during  the  85th  Congress  when 
the  line-up  was  49  Democrats  to  47  Republicans, 
committees  were  fairly  evenly  divided — generally 
only  one  more  Democrat  than  Republican.  With 
the  ratio  in  the  Senate  increased  to  62  to  34,  com- 
mittee composition  may  run  as  much  as  10  to  5 or 
9 to  6 in  favor  of  the  majority  party.  The  Re- 
organization Act  of  1946  assures  each  Senator 


of  two  committee  assignments,  which  means  26 
new  places  have  to  be  found  on  Senate  committees 
in  January. 

The  party  ratio  for  House  committees  likewise 
will  run  high  in  favor  of  the  Democrats. 

Each  party  and  each  branch  of  Congress  has 
its  own  way  of  naming  members  to  the  many 
committees. 

In  the  Senate,  the  Democrats  make  appoint- 
ments through  a standing  15-man  group  known 
as  the  Democratic  Steering  Committee.  Its  chair- 
man is  Majority  Leader  Lyndon  Johnson  and 
other  members  are  Senators  Mansfield,  Hennings, 
Chavez,  Ellender,  Frear,  Russell,  Hayden,  Holland, 
Humphrey,  Pasture,  McClellan,  Robertson  and 
Johnston  of  South  Carolina. 

The  Republicans  in  the  Senate  make  their 
appointments  through  a five-man  Committee  on 
Committees  which  in  the  last  Congress  was  made 
up  of  Senators  Knowland,  Bricker,  Saltonstall, 
Bridges  and  Dirksen. 

In  the  House,  the  selection  of  Democratic  mem- 
bers is  done  by  the  majority  members  of  the 
Ways  and  Means  Committee  which  sits  as  a Com- 
mittee on  Committees.  The  Republicans  have  a 
different  approach.  When  Congress  convenes,  each 
state  delegation  meets  and  names  a representative 
to  a Committee  on  Committees;  he  has  as  many 
votes  on  the  committee  as  there  are  Republicans 
in  his  delegation.  Chairman  of  the  committee  is 


Annual  Clinical  Conference 

C^Licaao  irletlica.{ ^ocieti 


MARCH  2,  3,  4 and  5,  1959 


Palmer  House,  Chicago 


DAILY  HALF-HOUR  LECTURES  by 
Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general 
practitioner  and  specialist 

PANELS  on  Timely  Topics 

INSTRUCTIONAL  Courses 


TEACHING  Demonstrations 

MEDICAL  Color  Telecasts 

SCIENTIFIC  EXHIBITS  worthy  of 
real  study  and  helpful  and  time-saving 
Technical  Exhibits 


• The  Chicago  Medical  Society  Annual  Clinical  Conference 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan 
now  to  attend  and  make  your  reservation  at  the  Palmer  House. 
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nasal  and  paranasal  congestion 

and  control  secondary  invaders 


Now,  a single  unique  preparation, 

Trisulfaminic,  can  provide  dramatic 
relief  from  congestion,  and  at  the  same 
time  protect  the  patient  from  secondary 
bacterial  invaders.  Often  within  min- 
utes of  the  first  dose,  congestion  begins 
to  clear;  the  patient  can  breathe  again. 

Trisulfaminic  is  particularly  valuable 
for  the  “almost  well”  patient  who  is  re- 
covering from  influenza  but  is  left  with 
congested  nasal  and  bronchial  passages. 
And  for  patients  with  purulent  rhinitis, 
sinusitis  or  tonsillitis,  combination  ther- 
apy with  Trisulfaminic  offers  a most 
realistic  approach  to  total  treatment. 

Oral  Decongestant  Action.  Through 
the  action  of  Triaminic,  nasal  patency 


is  achieved  rapidly  and  dramatically. 
Adequate  ventilation  helps  eliminate 
mucus-harbored  pathogens.  And  be- 
cause Trisulfaminic  is  administered 
orally,  there  is  no  problem  of  rebound 
congestion,  no  pathological  change 
wrought  in  the  nasal  mucosa. 

Wide-Spectrum  Action,  Secondary  bac- 
terial infections,  which  are  always  a 
threat  in  upper  respiratory  involve- 
ment, are  forestalled  by  the  wide-spec- 
trum  effectiveness  of  triple  sulfona- 
mides. This  added  antibacterial  protec- 
tion makes  Trisulfaminic  highly  useful 
in  treating  the  debilitated  patient  who 
is  prone  to  lingering  or  frequently 
recurring  colds. 


Trisulfaminic 

TRIAMINIC  PLUS  TRIPLE  SULFAS 


Each  Tablet  and  each  5 ml.  teaspoonful  of 
Suspension  contains: 


Triaminic®  25  mg. 

(phenylpropanolamine  HCl . 12.5  mg.; 

pheniramine  maleate  6.25  mg.; 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines  U.S.P 0.5  Gm. 


Dosage:  Adults~-2  to  4 tablets  or 
teaspoonfuls  initially,  followed  by  2 
tablets  or  teaspoonfuls  every  4 to  6 
hours  until  the  patient  has  been 
afebrile  for  3 days.  Children  8 to  12 
years— 2 tablets  or  teaspoonfuls 
initially,  followed  by  1 tablet  or 
teaspoonful  every  6 hours.  Younger 
children— dosage  in  proportion. 


SMITH -DORSEY  • a diviaion  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Minority  Leader  Joseph  Martin. 

The  House  Ways  and  Means  Committee,  which 
undoubtedly  will  be  considering  legislation  of  im- 
port to  physicians  (hospitalization  of  the  aged 
under  Social  Security  and  tax  deferrals  on  money 
paid  into  annuities),  has  for  several  years  been 
divided  15  Democrats  to  10  Republicans.  This 
ratio  may  change  to  17  to  8.  In  any  event,  seven 
members  will  not  serve  in  the  new  Congress.  One 
was  lost  through  death,  four  through  decisions 
not  to  run  for  re-election  to  the  House  and  two 
to  defeat  at  the  polls. 

The  Senate  Finance  Committee,  which  will  be 
handling  much  the  same  legislation  as  Ways  and 
Means,  has  been  divided  eight  to  seven.  It  is  cer- 
tain that  three  Republicans  will  not  serve  again; 
two  retired  from  the  Senate  and  one  was  defeated 
in  the  recent  elections. 

House  Interstate  Committee,  another  group  of 
importance  to  the  profession  because  of  its  interest 
in  federal  aid  to  medical  schools  and  Hill-Burton 
amendments  among  other  things,  has  lost  the  three 
top  ranking  Republicans  and  the  only  physician 
serving  on  a cornmittee  dealing  with  health.  Either 
they  did  not  seek  re-election  or  they  were  defeated 
at  the  polls. 

Senate  Labor  Committee,  which  has  jurisdic- 
tion over  most  of  the  major  health  proposals  in 
the  Senate  outside  of  Social  Security,  loses  three 
Republican  members.  Its  present  lineup  of  eight 


to  seven  will  be  changed  too,  probably  to  10  to 
five. 

Physician  members  of  the  86th  Congress  num- 
ber four.  This  is  one  less  than  in  the  85th  Congress. 
Returned  again  were  Drs.  Walter  Judd  of  Minne- 
sota and  Thomas  Morgan  and  Ivor  Fenton,  both 
of  Pennsylvania.  Defeated  were  Drs.  Will  Neal  of 
Virginia  and  A.  L.  Miller  of  Nebraska. 

One  new  doctor  has  been  added.  He  is  Dr. 
Thomas  Dale  Alford,  a board  ophthalmologist  of 
Little  Rock,  Ark.,  where  he  has  been  in  active 
practice  since  1948.  Dr.  Alford,  42,  was  educated 
in  Arkansas  schools  and  received  his  medical  de- 
gree from  the  University  of  Arkansas.  He  served 
in  the  Army  Medical  Corps  during  World  War  II. 

Dr.  Morgan,  who  has  been  acting  chairman  of 
the  House  Foreign  Affairs  Committee  since  last 
summer,  is  slated  to  become  chairman  when  the 
new  Congress  is  formally  organized.  He  will  thus 
be  the  first  physician  chairman  in  the  136  years 
of  the  committee. 


Arizona  Cancer  Seminar 

Announcement  has  been  made  of  the  7th  An- 
nual Cancer  Seminar  sponsored  by  the  Arizona 
Division  of  the  American  Cancer  Society  for 
January  22-24,  1959,  at  Paradise  Inn,  Phoenix, 
Arizona.  For  program  information  write  Dr. 
Edward  H.  Bregman,  543  E.  McDowell,  Phoenix. 


G-E  molded  cassettes  cost  less 

last  longer! 


Molded-rubber  frame  cushions  jolts,  keeps  front  and  back  of 
cassette  in  true  alignment.  Built-in  glass-fiber  pad  gently  squeezes 
screens  and  film  for  uniform  contact  always.  “Slide-easy”  latches 
release  at  light  finger  pressure,  resist  accidental  opening.  Molded- 
rubber  seal  prevents  entry  of  light.  Exclusive  rubber  hinge 
thoroughly  proved  in  Vi-million  flexings  that  left  it  bonded  as 
firmly  as  at  time  of  manufacture! 


PRICES:  5x7— $14.00 


61/2X  81/2-$16.50 
7x17— $23.50 


8x10— $18.00 
10x12— $20.00 


11x14— $23.25 
14x17— $25.25 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  ■ Phone  2-5871 


RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.  E.  • Phone 
BILLINGS 


3-3585 


DALLAS 

1616  Oak  Lawn  Ave.  • Riverside  1-1563 
DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 
SALT  LAKE  CITY 
215  S.  4th,  E.  • EMpire  3-2701 


W.  D.  SHAW,  2005  Yellowstone  • Phone  9-9660 

COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 
EL  PASO 

T.  B.  MOORE,  5417  Timber  Wolf  Dr.  • PR  8-1352 
MISSOULA 

J.  W.  TREDIK,  429  South  5th  E.  • Phone  9-0055 
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IN  OFFICE  SURGERY  J 

. ..... . 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCi  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCI  solution 

(brend  @f  lidoccine*) 


PAT,  N©.  MAOi:  IN  ll.S.A. 
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ORGANIZATION 


Gottsche  Rehabilitation  Center 
cornerstone  ceremony 

On  October  1,  1958,  a cornerstone  laying  cere- 
mony was  held  in  Thermopolis,  Wyoming,  for  the 
Gottsche  Rehabilitation  Center  and  the  Hot 
Springs  County  Memorial  Hospital. 

Dr.  Benjamin  Gitlitz,  Thermopolis,  President- 
Elect,  Wyoming  State  Medical  Society,  partici- 
pated in  the  ceremony  and  made  some  remarks 
concerning  the  history  of  the  joint  project.  A 
dedication  program  will  be  held  June  27,  1959.  It 
is  anticipated  at  this  latter  time  both  institutions 
will  be  well  under  way  in  their  operation. 

Wyoming’s  first  conference  on 
physicians  and  schools 

On  October  1,  1958,  preceding  a state- wide 
teachers  meeting  in  Cheyenne,  a school  health 
conference  was  held.  One  hundred  seventy-five 
persons  attended  the  meeting  which  was  held  at 
Carey  Junior  High  School  on  a one-evening  sched- 
ule lasting  from  5:00  to  10:30  p.m.  Present  in  addi- 
tion to  16  physicians  were  educators  (including 
school  administrators),  dentists,  nurses,  health, 
physical  education  and  recreation  teachers,  public 
health  personnel  and  interested  lay  persons.  The 
featured  speaker  was  Fred  V.  Hein,  Ph.D.,  Ameri- 
can Medical  Association,  Consultant  in  Health  and 
Fitness.  Dr.  I,.  H.  Wilmoth,  Lander,  President, 


Wyoming  State  Medical  Society,  presided  during 
the  dinner  and  introduced  the  various  group  rep- 
resentatives. The  meeting  was  sponsored  by  the 
Wyoming  State  Medical  Society,  the  Wyoming 
Department  of  Education  and  the  Wyoming  De- 
partment of  Public  Health.  Nine  participant  groups 
discussed  various  aspects  of  school  health  and 
summary  of  their  deliberations  was  given  by  Dr. 
Hein.  The  meeting  was  termed  an  over-all  success 
and  it  was  the  feeling  of  the  group  that  it  should 
be  repeated  in  two  years  with  emphasis  on  holding 
local  meetings  of  a similar  type  in  the  coming 
year.  Wyoming  physicians  attending  were  as  fol- 
lows: 

L.  H.  Wilmoth,  Lander,  President,  Wyoming 
State  Medical  Society. 

F.  A.  Barrett,  Cheyenne,  Vice  President,  Wy- 
oming State  Medical  Society. 

E.  C.  Pelton,  Laramie,  Albany  County  Medical 
Society. 

R.  L.  Fernau,  Riverton,  Fremont  County  Medi- 
cal Society. 

H.  B.  Rae,  Torrington,  Goshen  County  Medical 
Society. 

S.  J.  Giovale,  Cheyenne,  Laramie  County  Medi- 
cal Society. 

G.  H.  Joder,  Cheyenne,  Laramie  County  Medi- 
cal Society. 

L.  J.  Stadnik,  Cheyenne,  Laramie  County  Medi- 
cal Society. 

R.  M.  Fowler,  Casper,  Natrona  County  Medical 
Society. 

W.  Hart,  Casper,  Natrona  County  Medical  So- 
ciety. 

J.  J.  Batty,  Sheridan,  Sheridan  County  Medical 
Society. 

R.  E.  Kunkel,  Thermopolis,  Northwest  Wy- 
oming Medical  Society. 

E.  C.  Ridgway,  Cody,  Northwest  Wyoming 
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HYCOMINE 

Syrup 

siPiLinni  [Sk 


cough  sedative  / antihistamine  / expectorant 

• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate  5 mg.! 

(Warning:  May  be  habit-forming)  V 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.  May  be  habit-forming. 
Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 

U.  S.  Pat.  2,630,400 
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Medical  Society. 

C.  R.  Reinstein,  Cheyenne,  Wyoming  Depart- 
ment of  Public  Health. 

J.  E.  Simons,  Cheyenne,  Wyoming  Department 
of  Public  Health. 

F.  D.  Yoder,  Cheyenne,  Wyoming  Department 
of  Public  Health. 


Obituaries 

M.  G.  DANSKIN 

Melville  George  Danskin,  M.D.,  died  October 
11  in  a Billings  hospital.  Dr.  Danskin  was  born 
in  Tolo,  Iowa,  October  9,  1883.  He  graduated  from 
Cedar  Falls  (Iowa)  State  Teachers  College  in 
1902  and  after  teaching  for  two  years  undertook 
his  medical  education.  In  1909  he  received  his 
M.D.  degree  from  Northwestern  University  Medi- 
cal School.  He  moved  to  Glendive,  Montana,  for 
the  general  practice  of  medicine  in  1911,  where 
he  practiced  until  he  retired  in  1953.  Dr.  Danskin 
served  as  Mayor  of  Glendive  for  two  terms  and 
was  the  Dawson  County  Health  Officer  for  many 
years.  Dr.  Danskin  was  a member  of  numerous 
committees  of  this  Association  and  during  1943-44 
served  as  Vice  President. 

A.  J.  MOVIUS,  SR. 

Arthur  .James  Movius,  Sr.,  M.D.,  died  October 
21  in  a hospital  at  LaJolla,  California.  Dr.  Movius 
was  born  in  Odessa,  Minnesota,  August  11,  1878. 
In  1904  he  received  his  M.D.  degree  from  the 
University  of  Minnesota  Medical  School.  In  1905 
Dr.  Movius  moved  to  Bridger,  Montana,  where  he 
practiced  for  several  years,  after  which  he  moved 
to  Billings  and  became  a partner  in  the  Billings 
Clinic.  He  retired  from  practice  in  Montana  in 
1946  and  shortly  thereafter  moved  to  California. 


Dr.  Movius  was  a member  of  this  Association,  the 
American  Medical  Association  and  the  American 
College  of  Surgeons. 


Proceedings  of  the 
House  of  Delegates 
Montana  Medical  Association 

80th  Annual  Meeting 
September  11-13,  1958 
Billings 

FIRST  SESSION 
September  11,  1958 

The  first  session  of  the  80th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  John  A.  Layne, 
M.D.,  President,  at  8:45  a.m.,  September  11,  in 
the  lodge  room  of  the  Shrine  Auditorium,  Billings. 
The  invocation  was  then  offered  by  Rev.  A.  J. 
Zarek. 

Secretary  T.  R.  Vye,  M.D.,  announced  that  all 
delegates  seated  had  presented  proper  credentials 
and  that  a quorum  was  present. 

It  was  moved  by  L.  W.  Brewer,  M.D.,  that  the 
reading  of  the  minutes  of  the  11th  Interim  Session 
held  in  Helena  on  March  28  be  dispensed  with 
inasmuch  as  these  minutes  were  published  in  the 
July,  1958,  issue  of  the  Rocky  Mountain  Medical 
Journal.  This  motion  was  seconded  and  carried. 
It  was  then  moved  by  Dr.  Brewer  that  the  minutes 
of  the  11th  Interim  Session  be  approved  as  pub- 
lished. This  motion  was  seconded  and  carried. 

Nominating  Committee  report 

The  Chairman  of  the  Nominating  Committee, 


Taylor  Hearing 
Center 

Denver’s  Oldest  Hearing  Aid  Dealer 
NOW  TWO  OFFICES  TO  SERVE  YOU 

413  16th  Street,  Denver 

between  Glenarm  and  Tremont  Place 

MAin  3-1920 

and 

8 West  Ellsworth,  Denver 

RAce  2-4551 


Aids 


EYEGLASS  HEARING  AIDS 

4 TRANSISTORS 

$175.00 

Price  is  exclusive  of  frame  fronts  and  lenses,  which,  to- 
gether with  other  professional  services,  are  available  only 
through  your  ophthalmologist,  optometrist  or  optician. 
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‘‘Deprol^ 


Clinically  confirmed 
in  over  2,500 
documented 
case  histories^’^ 


CONFIRMED  EFFICACY 

Deprol  ► acts  promptly  to  control  depression 
without  stimulation 

► restores  natural  sleep 

► reduces  depressive  rumination  and  crying 


DOCUMENTED  SAFETY 


Deprol  is  unlike  amine-oxidase  inhibitors 

► does  not  adversely  affect  blood  pressure 
or  sexual  function 

► causes  no  excessive  elation 

► produces  no  liver  toxicity 

► does  not  interfere  with  other  drug  therapies 

Deprol  is  unlike  central  nervous  stimulants 

► does  not  cause  insomnia 

► produces  no  amphetamine-like  jitteriness 

► does  not  depress  appetite 

has  no  depression-producing  aftereffects 

► can  be  used  freely  in  hypertension  and 
in  unstable  personalities 


Dosage:  Usual  start- 
ing dose  is  1 tablet 
q.i.d.When  necessary, 
this  dose  may  be  grad- 
ually increased  up  to 
3 tablets  q.i.d. 

Composition:  Each 
tablet  contains  400 
mg.  meprobamate  and 
1 mg.  2-diethylamino- 
ethyl  benzilate  hydro- 
chloride (benactyzine 
HCl). 

SuppUed:  Bottles  of 
50  scored  tablets. 


I.  Alexander,  L.:  Chemotherapy  of  depression — Use  of  meprobamate  combined  with  benactyzine  (2.diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1,  1958.  2.  Current  personal  communications;  in  the  files  of  Wallace  Laboratories. 

tTKAOe-MARK  Ml® 

eo-746»  Literature  and  samples  on  request  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


George  M.  Donich,  M.D.,  presented  the  names  of 
the  following  members  of  this  Association  as  the 
nominees  of  the  committee  for  the  offices  indi- 
cated: 

President-Elect:  L.  W.  Brewer,  M.D.,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  M.D.,  Butte. 

Secretary-Treasurer:  T.  R.  Vye,  M.D.,  Billings. 

Assistant  Secretary-Treasurer:  W.  E.  Harris,  M.D.,  Liv- 
ingston. 

Delegate  to  the  American  Medical  Association:  Paul  J. 
Cans,  M.D.,  Lewistown. 

Alternate  Delegate  to  the  American  Medical  Association: 
S.  C.  Pratt,  M.D.,  Miles  City. 

Executive  Committee:  John  A.  Layne,  M.D.,  Great  Falls, 
and  Edward  S.  Murphy,  M.D.,  Missoula. 

President  Layne  announced  that  he  would  call 
for  additional  nominees  to  these  offices  immedi- 
ately preceding  the  election  which  was  to  be  held 
at  a subsequent  session. 

Raymond  F.  Peterson,  M.D.,  Delegate  to  the 
American  Medical  Association,  read  a report  upon 
the  actions  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  annual  meeting  in 
San  Francisco  during  June.  This  report  was  re- 
ferred by  President  Layne  to  the  Reference  Com- 
mittee on  Officers,  Meetings  and  Administration 
for  study. 

Report  of  the  Secretary-Treasurer 

T.  R.  Vye,  M.D.,  read  the  following  report  of 
the  Secretary-Treasurer  which  was  referred  by 
President  Layne  to  the  Reference  Committee  on 
Officers,  Meetings  and  Administration  for  study: 


In  reporting  the  activities  of  the  office  of  the  Secretary 
of  your  Association,  it  is  difficult  to  know  just  where  to 
begin.  To  evaluate  and  outline  in  a coordinated  report  the 
many  activities  of  your  Secretary,  your  Executive  Secretary 
and  his  staff,  is  almost  impossible.  An  idea  of  these  activities 
was  well  stated  by  Charles  A.  Bradford,  M.D.,  of  Boston  in 
a letter  to  the  Editor  of  New  England  Journal  of  Medicine. 
Dr.  Bradford  comments,  about  the  medical  profession,  that 
“On  one  side  we  find  ourselves  threatened  by  state  and 
federal  programs,  already  operating  on  a large  scale  and 
eagerlj'  seeking  further  enlargement.  On  the  other  side  we 
contemplate  the  ugly  possibility  of  domination  by  pressure 
groups.  In  front  of  us  we  face  the  inescapable  and  insur- 
mountable wall  of  rising  costs.  Behind  us  we  hear  the  cry 
of  increasing  hostile  public  opinion  unleashed  and  led  on  by 
a few  who  clamor  for  the  priceless  gifts  of  life  and  health 
at  bargain  rates  and  at  the  taxpayers’  expense.”  All  this  and 
more  represents  to  a small  degree  the  many  problems  and 
activities  confronting  your  Secretary’s  office  and  requiring 
its  time. 

As  has  been  customary,  your  Secretary  and  Executive 
Secretary  attended  the  Annual  Meeting  of  the  American 
Medical  Association  in  San  Francisco,  June  23-27.  The  many 
problems  debated  and  the  various  actions  of  the  A.M.A. 
House  of  Delegates  have  just  been  reported  to  you  by  our 
delegate.  Dr.  Peterson.  Your  Secretary  and  Executive  Secre- 
tary benefited  much  from  their  attendance  at  this  session. 
In  July  your  Executive  Secretary  atended  the  annual  meeting 
of  our  neighboring  state,  the  Idaho  State  Medical  Association, 
and  immediately  thereafter  a joint  meeting  of  the  Board 
of  Trustees  of  Montana  Physicians’  Service  and  the  Economic 
Committee  of  this  Association  in  Glacier  Park. 

National  legislation 

The  Secretary’s  office  has  and  will  continue  its  efforts  to 
keep  you  fully  Informed  upon  the  status  of  national  legisla- 
tion which  affects  all  physicians.  As  examples  of  this,  it  has 
reported  upon  the  status  and  progress  of  the  Jenkins-Keogh 
Bill  which,  at  the  time  of  the  preparation  of  this  report,  has 
passed  the  U.  S.  House  of  Representatives  and  is  being  studied 
by  the  Finance  Committee  of  the  U.  S.  Senate.  This  measure, 
if  passed  during  the  current  session,  will  give  to  the  physi- 


Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARINi’ 

conjugated  estrogens  (equine) 
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Mazola®  Corn  Oil... a palatable  food 
effective  in  the  management  and  control 
of  serum  chol  terol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient’s  daily  meals — no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol-low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Corn  Oil. 


, IN  COOtCiNO  OR  SAUAOS  | 

Mazola  Corn  Oil  is  a superlative  cooking 
oil  as  well  as  a delicious  salad  oil. 
Adequate  amounts  can  be  eaten  daily- 
in  a wide  variety  of  salad  dressings  and 
in  a great  number  of  fried  and  baked 
foods. 


Pure,  clear,  bland  and  odorless.  Mazola 
Corn  Oil  is  stable  and  dependable,  pro- 
viding the  full  measure  of  cholesterol- 
lowering unsaturated  fatty  acids  char- 
acteristic of  corn  oil. 

rieCONOWICAl. 

Mazola  Corn  Oil  is  sold  in  grocery  stores 
throughout  the  country,  is  available 
everywhere.  Its  comparatively  low  cost 
makes  it  as  economical  as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


MAZOLA*  CORN  OIL  is  a rich  source  of  un- 
saturated fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  un- 
saturated oil  as  a part  of  the  daily  meals. 

EACH  TABLESPOONFUL  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THAN; 

Linoieic  Acid 7.4  Gm. 

Sitosterols 130  mg. 

Natural  Tooopherols 15  mg. 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  qaioria  diet  3 tablespoonsful 

For  a 3000  calorie  diet  2.6  tablespoonsful 

For  a 2000  calorie  diet  1.5  tablespoonsful 

*Reg,  U.  S.  Pat.  Off. 
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cian  and  other  employed  persons  income  tax  deferrment 
for  retirement  programs. 

During  the  current  session  of  Congress,  the  appropriation 
for  the  program  of  medical  care  for  dependents  of  the  uni- 
formed services,  generally  known  as  Medicare,  was  debated 
at  length.  The  House  of  Representatives  voted  to  decrease 
this  appropriation  by  approximately  ten  million  dollars  and 
to  prohibit  the  transfer  of  funds  by  the  Department  of  De- 
fense to  the  Medicare  program.  As  a result  of  the  activities 
of  the  medical  profession,  the  Senate  voted  to  restore  appro- 
priations and  to  remove  the  restrictions  placed  upon  the 
program  by  the  House  of  Representatives.  The  Senate  amend- 
ments were  accepted  by  the  House  Conference  Committee. 

It  is  clearly  the  intent  of  Congress,  however,  that  the 
cost  of  the  Medicare  program  shall  be  reduced.  For  this 
reason,  the  Department  of  Defense  will  probably  issue  in 
the  near  future  new  regulations  governing  the  care  of  de- 
pendents of  the  uniformed  services.  It  is  anticipated  that 
under  these  new  regulations  eligible  dependents  who  reside 
v\  ith  their  sponsors  will  obtain  medical  care  at  military 
facilities  unless  they  obtain  special  authorization  from  the 
base  commander  for  civilian  care.  In  addition,  it  is  probable 
that  certain  medical  services  now  included  in  the  Medicare 
program  will  be  eliminated.  These  services  will  probably 
include  medical  care  ordinarily  rendered  on  an  outpatient 
basis  such  as  injuries  not  requiring  hospitalization,  pre-  and 
post-surgical  examinations,  elective  surgery,  etc.  Further  in- 
formation about  any  changes  in  the  Medicare  program  will, 
of  course,  be  furnished  to  you  by  the  Secretary’s  office  as 
soon  as  they  are  issued. 

Membership 

As  of  September  1,  the  membership  of  this  Association 
included  535  active  members,  49  inactive  members  and  seven 
honorary  members.  There  are  still  approximately  nine  physi- 
cians who  were  members  in  good  standing  last  year  who 
have  not  as  yet  remitted  their  dues  for  membership  for  1953. 
There  are  also  a number  of  physicians  who  have  entered 
practice  in  Montana  but  who  have  not,  as  yet,  become 
members  of  the  Montana  Medical  Association  and  the  Ameri- 
can Medical  Association  through  their  component  society.  I 
would  like  to  take  this  opportunity  to  urge  all  members  of 
this  House  of  Delegates  to  accept  the  responsibility  of  increas- 
ing the  active  membership  in  this  Association  so  that  it  will 
include  the  membership  of  every  ethical  physician  in  Mon- 
tana. An  increase  in  the  membership  dues  of  this  Association 
to  meet  its  budget  and  to  combat  current  inflationary  trends 
can  be  avoided  only  by  increasing  the  active  membership  of 
the  Association  and  thus  increasing  its  income. 

During  previous  years  the  membership  of  your  Association 
has  increased  by  approximately  20  active  members  each  year. 
This  year,  however,  there  seems  to  be  no  prospect  for  a 
similar  increase  in  membership  and  it  is  probable  that  the 
total  active  membership  for  the  year  1953  will  be  about  the 
same  as  it  was  for  the  year  1957,  544. 

Executive  Committee  report 

Secretary  Vye  read  the  following  report  of  the 
Executive  Committee  which  was  referred  by  Presi- 
dent Layne  to  the  Reference  Committee  on  Offi- 
cers, Meetings  and  Administration  for  study: 

Since  the  Interim  Session  of  this  House  of  Delegates  in 
Helena  during  March,  your  Executive  Committee  has  not 
found  it  necessary  to  meet  to  discuss  or  transact  business  of 
the  Association,  ad  interim.  It  wiU,  however,  submit  to  the 
House  of  Delegates  a supplemental  report  following  a meet- 
ing of  the  Committee  which  has  been  scheduled  on  Sep- 
tember 10. 

Under  the  direction  of  the  Executive  Committee,  the 
Executive  Office  of  your  Association  has  carried  out  the 
many  directives  of  the  House  of  Delegates  following  its 
1958  Interim  Session.  The  Executive  Office,  for  instance, 
mailed  to  all  of  the  underwriters  of  life  insurance  in  Montana 
a copy  of  the  resolution  which  suggested  that  these  companies 
“be  requested  to  bring  their  fees  into  line  with  the  fee  for 
service  as  established  by  the  Montana  Medical  Association.” 
This  resolution  indicated  that  the  present  accepted  and 
established  fee  for  physical  examination,  urinalysis  and 
report  filing  was  $14.00. 

After  this  resolution  was  mailed  to  the  various  under- 
writers of  life  insurance,  the  associate  medical  director  of 
one  of  the  major  underwriters  of  life  insurance  requested 
an  opportunity  to  appear  before  the  House  of  Delegates  to 
discuss  it.  This  request,  of  course,  was  granted  and  the 
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New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite . . . 

tops  with  adults,  too. 


Vitamin  C 7S  mg 

Vitamin  E - 2 Unitsi 

Vitamin  B-1 2.5  mg 

Vitamin  B'2 2.5  mg 

Vitamin  B-6« 1 mg 

Vitamin  B-12  Activity 3 meg 

Panthenol 5 mg 

Nicotinamide 20  mg 

Folic  Acid mg 


Biotin 

Rutin 

Calcium  Carbonate.. 

Boron 

Cobalt 

Fluorine 

Iodine 

Magnesium 

Manganese  

Molybdenum 

Potassium.. 


...30  meg. 

12  mg. 

...125  rrg. 
....0.1  mg. 
...C  1 rrg. 
....C.l  m.g. 
. ..0.2  mg. 
..  .3.0  mg. 
....1.0  m.g. 
....1.0  mg. 
....2.5  ng. 


WHITE  LABORATORIES,  INC, 
KENILWORTH.  N.J. 


Bose:  One  Nugget  per  day 
Supplied:  Boxes  of  30-one 
month’s  supply 
Boxes  of  90-thrce 
months'  supply  or 
family  package. 
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Many  clinicians  believe  that  good  nutrition  plays  a significant  role  in  preventing  bacterial 
infections,  and  that  immunity  depends  on  adequate  vitamin  levels.  Tisdall^  states 
that  “a  low  intake  of  a number  of  vitamins,  a low  intake  of  minerals,  and  a change  in 
the  quality  of  protein  can  all  lower  resistance  to  infection.” 

Other  studies  show  the  important  role  of  the  B vitamins  in  antibody  formation. 

Thus,  Nutrition  Reviews-  reports:  “Present  evidence  indicates  that  certain  B vitamins,  notably 
pyridoxine,  pantothenic  acid  and  folacin,  play  a significant  role  in  antibody  synthesis.” 
According  to  Pollack  and  Halpern,®  “Under-nutrition  leads  to  increased  susceptibility  to  infection 
and  decreased  resistance  to  established  disease.”  And  “vitamin  deficiency  states 
also  may  adversely  influence  circulating  antibodies.” 

Halpern"*  reports  that  “good  nutrition  is  important  for  optimal  resistance  to  infection,  for  a 
superior  tissue  capability  to  cope  with  disease  and  injury,  and  for  maximum  antibody 
production  . . . nutrition  participates  in  the  prophylaxis  against  most  acute  infections  . . 

And  while  MacBryde®  feels  that  evidence  is  lacking  to  support  the  view  that  a higher  than 
normal  intake  of  vitamins  will  improve  resistance  to  infection,  he  also  states:  “Restoration  of 
nutrition  to  normal  exerts  a favorable  influence  on  practically  all  disease  conditions . . . 

Often  the  outcome  will  depend  more  upon  the  correction  of  the  malnutrition  than  upon  any 
therapy  directed  toward  the  malady.” 


THERAGRAN 

SQUIBB  VITAMINS  FOR  THERAPY 


now  expanded  to  include  additional  essential  vitamins— 
and  at  no  extra  cost  to  your  patients 


Each  Theragran  Capsule  supplies^ 

Vitamin  A . 

Vitamin  D 

Thiamine  Mononitrate  .... 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Pyridoxine  Hydrochloride  . . 
Calcium  Pantothenate  .... 
Vitamin  B^j.  Activity  Concentrate 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
. . . . 10  mg. 

. . . . 10  mg. 

. . . . 100  mg. 

. . . . 200  mg. 

. . . . 5 mg. 

. . . . 20  mg. 

. . . . S meg. 


Dosage:  1 or  more  capsules  daily  as  indicated. 

Supply:  Family  Packs  of  180.  Bottles  of  30,  60,  100  and  1,000. 


Also  Available:  Theragran  Liquid,  bottles 
of  4 ounces;  Theragran  Junior  bottles  of 
30  and  100  capsules;  and  Theragran-m 
(Squibb  Vitamin-Minerals  for  Therapy), 
bottles  of  30,  60,  100  and  1,000  capsule- 
shaped  tablets. 


References:  1.  Tisdall,  F.  F.:  Clinical  Nutrition,  ed.  by  Joliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.;  Paul  B. 
Hoeber,  Inc.,  New  York,  1950,  p.  748.  2.  Nutrition  Reviews,  15:47,  (Feb.)  1957.  3.  Pollack,  H.,  and  Halpern, 
S.  L. : Therapeutic  Nutrition,  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C., 
1952,  p.  18.  4.  Halpern,  S.  L.:  Ann.  N.  Y.  Acad.  Science  63:147,  (Oct,  28)  1955.  5.  MacBryde,  C.  N.:  Signs 
and  Symptoms,  J.  B.  Lippincott  Co.,  Phila.,  3rd  Ed.  1957,  p.  818. 


r~in“W  Squibb  Quality— The  Priceless  Ingredient 


‘Theragran’®  is  a Squibb  trademark. 
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Organization  cont.  from  74 


associate  medical  director  will  speak  to  the  House  at  its 
opening  session  on  Thursday.  Other  underwriters  of  life 
insurance  have  suggested  that  perhaps  this  Association  in 
requesting  a uniform  fee  of  $14.00  for  life  insurance  examina- 
tions may  be  violating  certain  Federal  anti-trust  statutes. 
Other  insurance  companies  have  suggested  the  possibility  of 
appointing  osteopathic  physicians  as  medical  examiners. 

As  a result  of  these  comments  of  some  life  insurance 
companies,  the  Executive  Office  asked  the  legal  counsel  of 
the  Association  to  render  an  opinion  upon  the  following 
question: 

“Will  a resolution  adopted  March  28,  1958,  by  the  Montana 
Medical  Association,  requesting  the  life  insurance  companies 
to  bring  their  fees  for  physical  examinations  into  line  with 
the  average  fee  schedule  lead  to  inquiry  under  the  Federal 
anti-trust  statutes?” 

Our  legal  counsel  was  also  asked  to  comment  upon  the 
legality  of  the  Montana  Medical  Association  Average  Fee 
Schedule  since  similar  inquiries  may  be  related  to  it. 

The  following  is  a copy  of  the  memorandum  received 
from  our  legal  counsel  in  response  to  this  inquiry: 

Statutory  and  case  law 

(a)  The  Sherman  Anti-Trust  Act,  15  U.S.C.A.  1 and  2 
requires  these  elements: 

Sec.  1— a contract,  combination  or  conspiracy  with  suffi- 
cient effect  upon  interstate  commerce 

— in  a relevant  market 

— effecting  undue  restraint  in  that  market. 

Sec.  2 — Adds  three  offenses  to  those  of  Sec.  1 

— to  monopolize 

— to  attempt  to  monopolize 

— or  to  conspire  to  monopolize  any  part  of  trade  or  com- 
merce amongst  the  several  states. 

(b)  U.  S.  V.  American  Medical  Association,  110  F.  2d  703 
holds  that  the  practice  of  medicine  is  a “trade”  as  the  word 
is  used  in  the  phrase  “contracts  in  restraint  of  trade”  in  the 
sense  that  phrase  was  used  at  common  law.  (And  also  under 
the  Sherman  Act.) 

(c)  American  Medical  Association  v.  U.S.,  130  F.  2d  233 
agrees  with  case  above  that  for  this  purpose  medicine  is  a 
trade.  Case  makes  clear  the  fact  that  “interstate  commerce” 
was  not  involved  where  prosecution  was  under  Sec.  3 of 
the  Sherman  Act  (which  applies  directly  to  the  District  of 
Columbia) . 

(d)  U.  S.  V.  International  Boxing  Club,  150  F.  Supp.  397 
the  U.  S.  District  Court  does  not  have  jurisdiction  to  inter- 
fere with  what  the  boxing  profession  wishes  to  do  on  a 
local  level.  The  court  will  only  inquire  into  activities  insofa:- 
as  they  affect  interstate  commerce  (1957). 

(e)  U.  S.  V.  Oregon  State  Medical  Society,  95  Supp.  103 
Medical  Societies  have  the  right  to  take  such  steps  as  to 
them  shall  be  deemed  appropriate  for  the  purpose  of  up- 
holding the  standards  of  the  medical  profession. 

(f)  “Report  of  the  Attorney  General’s  Committee  to  Studs’ 
the  Anti-Trust  Laws”  (G.P.O.  1955)  p.  17  distinguishes  con- 
structive “trade  association”  activities  from  those  which 
unduly  limit  competition.  (No  cases  appear,  other  than  those 
eited,  dealing  with  activities  of  professional  groups.) 

igl  5--101  et  seq.  R.  M.  (1947) — The  Unfair  Practices 


Act  has  been  interpreted  by  the  court  in  Assoc.  Merchants 
of  Mont.  v.  Ormesher,  107  Mont.  530,  “not  to  be”  a price- 
fixing  statute. 

Therefore  Art.  XV,  Sec.  20  of  the  Montana  Constitution, 
which  expressly  prohibits  “combinations  by  . . . associations 
of  persons  to  fix  prices”  has  not  been  effectuated  by  statute, 
(See  29  Mont.  428.) 

Conclusion 

Since  the  activities  of  the  Montana  Medical  Association 
are  confined  to  an  intra-state  level  the  resolution  adopted 
as  a request  should  not  be  found  to  be  a substantial  effect 
on  interstate  commerce. 

The  Fee  Schedule  is  also  satisfactory  in  that  it  nowhere 
compels  adherence  to  it  as  an  obligation  and  specifically 
states  this  in  its  “Foreword.” 

The  questions  here  Involve  Montana  practice.  The  activities 
do  not  substantially  affect  interstate  commerce  and  should 
thereby  avoid  federal  sanction.  Since  Montana  has  no  “price 
fixing”  statute  there  should  be  no  objection  within  the  State 
until  the  legislature  chooses  to  effectuate  Article  XV,  Sec- 
tion 20. 

The  following  supplemental  report  of  the  Exec- 
utive Committee  was  then  read  by  Secretary  Vye. 
This  supplemental  report  was  referred  by  Presi- 
dent Layne  to  the  Reference  Committee  on  Of- 
ficers, Meetings  and  Administration  for  study: 

Executive  Committee  supplemental  report 

The  Executive  Committee,  as  a result  of  its  meeting  last 
evening  (September  10) , wishes  to  present  several  additional 
items  of  business  to  this  House  of  Delegates  for  consideration 
and  action.  The  committee  regrets  that  it  is  not  possible  to 
furnish  a copy  of  this  supplemental  report  to  all  members 
of  the  House  but  it  was  just  impossible  to  have  it  dictated 
and  mimeographed  overnight. 

The  committee  voted  to  commend  the  Chairman  of  the 
Public  Relations  Committee  and  each  of  the  members  of  that 
committee  for  the  preparation  and  publication  of  the  booklet, 
“Your  Doctor  Comments,”  Copies  of  this  booklet  have  been 
distributed  to  each  member  of  this  House  and  additional 
copies  will  be  furnished  upon  request  to  the  Executive  Office. 
Your  Executive  Committee  urges  all  physicians  in  Montana 
to  place  this  booklet  in  their  waiting  rooms,  examination 
rooms,  etc.,  and  to  distribute  it  through  all  convenient  means 
to  their  patients.  The  booklet  will  be  available  to  physicians 
without  charge. 

The  Chairman  of  your  Executive  Committee,  Dr.  Layne, 
has  continued  to  serve  as  the  presiding  officer  of  the  meetings 
of  representatives  of  the  various  health  groups.  Since  the 
Interim  Session  of  this  House,  only  one  meeting  of  this  group 
has  been  held.  At  this  meeting  on  July  19,  representatives 
of  the  various  groups  discussed  several  items  of  interest  but 
did  not  agree  to  submit  any  specific  proposals  to  their  re- 
spective governing  bodies.  It  was  generally  agreed,  however, 
that  the  meetings  should  continue  and  the  next  one  has 
been  tentatively  scheduled  for  November. 

Your  Executive  Committee  voted  to  invite  the  Delegate 
and  Alternate  Delegate  to  the  A.M.A.  to  attend  and  partici- 
pate in  all  meetings  of  the  Executive  Committee  in  order 
to  develop  a closer  liaison  and  a more  coordinated  program 


c.M.y  Camby  says,  ^CAMBRIDGE  DAIRY  has 
producing  QUALITY  MILK  for  Denver  babies  since  1892/" 
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CLINICAt. 

RESULTS 

Cured 

Improved 

Failure 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


children 
148  (89%) 
8(5%) 
11  (6%) 


all  Staph 
Infections 
71  (88%) 
7 (9%) 

3 (3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microoi^nisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  {beta-:hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.i 


100 


lenicol 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash-nona 
Qastrointestinal — 
0.6%  (I  out  of  167) 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash— 1.4% 

^ (3  out  of  217) 

Gastrointestinal— 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 

• outstanding  palatability  in  a liquid  preparation. 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.j  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  8 Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics'&  Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.;  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 


for  December,  1958 


between  the  A.M.A.  and  this  Association.  Such  action  will 
enable  your  A.M.A.  representatives  to  reflect  more  accurately 
opinions  of  Montana  physicians  at  A.M.A.  meetings  and  more 
importantly,  will  enable  this  Association  to  coordinate  better 
its  actions  with  those  of  the  A.M.A. 

Medicare 

On  August  8,  the  Chairman  of  the  Medicare  negotiating 
committee  of  this  Association  attended  a special  meeting  in 
Washington,  D.  C.,  called  by  the  Defense  Department  to 
learn  of  the  changes  it  proposed  to  restrict  the  cost  of  the 
Medicare  program.  The  Congress  by  its  action  required  that 
the  program  be  restricted  to  lessen  its  cost  and  to  utilize 
military  faculties  to  a greater  extent.  The  Department  of 
Defense  outlined  its  proposed  revisions  in  the  Medicare  pro- 
gram to  the  representatives  of  all  state  medical  associations 
but  did  not  give  them  an  opportunity  to  discuss  the  ad- 
vantages or  disadvantages  of  its  proposals.  The  revisions  pro- 
posed by  the  Department  have  now  been  promulgated  to 
the  contractors  (your  Association,  in  Montana)  and  will  be- 
come effective  on  October  1.  Immediately  upon  adjournment 
of  this  Annual  Meeting,  your  Executive  Office  will  forward 
to  each  Montana  physician,  a digest  of  the  amended  regula- 
tions. All  physicians  are  urged  to  review  these  changes  care- 
fully and  to  accept  for  care  only  those  dependents  of  the 
uniformed  services  who  are  eligible  for  civilian  care.  Physi- 
cians are  also  reminded  that  authorized  care  has  been  re- 
stricted and  that  such  dependents  will  no  longer  be  eligible 
for  all  types  of  hospital  care. 

On  August  18,  your  Medicare  negotiating  committee  again 
met  with  officials  of  the  Office  for  Dependents  Medical  Care 
to  renegotiate  the  contract  of  your  Association  for  this  care. 
A number  of  revisions  were  made  in  the  Schedule  of  Allow- 
ances but  they  are  too  numerous  to  itemize  in  this  report. 
Briefly,  however,  these  revisions  in  the  Schedule  concern  the 
following: 

1)  Physicians  will  be  reimbursed  for  prenatal  care  on  the 
basis  of  a visit  fee  rather  than  a fee  based  upon  trimesters; 

2)  Certain  surgical  procedures,  designated  in  the  schedule 
by  an  asterisk  (*),  will  bear  a somewhat  lower  fee  than 
heretofore  but  the  fee  for  these  procedures  is  now  for  surgery 
only  and  an  additional  fee  will  be  allowed  for  a specific 
number  of  post-operative  visits; 


31  Certain  additional  items  of  service  have  been  included 
in  the  schedule; 

4)  The  format  of  the  schedule  has  been  revised  and  in 
certain  instances  will  include  a fee  for  complete  surgical 
service  with  pre-  and  post-operative  care;  a fee  for  surgery 
only;  a fee  for  post-operative  care  in  the  hospital  only  and 
a record  of  the  number  of  post-hospitalization  visits  ordinarily 
allowed  under  the  schedule. 

A new  Schedule  of  Allowances  for  care  rendered  to  eli- 
gible dependents  of  the  uniformed  services  must  be  pub- 
lished and  distributed  by  your  Association  and  its  fiscal 
agent,  Montana  Physicians’  Service.  Because  of  the  complex 
nature  of  such  a schedule  and  because  of  the  great  need  for 
care  and  accuracy  in  its  reproduction  this  schedule  cannot 
obviously  be  published  and  distributed  in  a short  time.  It 
will,  however,  be  accomplished  as  quickly  as  possible.  In  the 
meantime,  since  the  new  schedule  of  allowances  is  now 
effective,  physicians  are  urged  to  submit  claims  based  upon 
their  usual  charges  for  service. 

Home-town  VA  care 

Representatives  of  your  Executive  Committee  have  dis- 
cussed with  representatives  of  the  Veterans  Administration 
the  negotiation  of  a fee  schedule  to  provide  home-town  care 
to  veterans.  These  representatives  of  your  Association  ad- 
vised the  Veterans  Administration  as  directed  by  this  House 
at  a previous  meeting,  that  such  a contract  would  be  con- 
sidered if  it  embodied  the  following  principles: 

1)  That  the  patient  at  all  times  shall  be  entitled  to  a free 
choice  of  his  physician. 

2)  That  the  physician  chosen  by  the  patient  for  the  treat- 
ment of  service  connected  illnesses  either  as  an  out-  or  in- 
patient be  permitted  to  perform  any  additional  laboratory 
or  radiological  tests  or  other  examinations  in  the  diagnosis 
or  treatment  of  that  patient  that  he  would  ordinarily  pre- 
scribe in  the  care  and  treatment  of  a patient  in  private  prac- 
tice under  similar  conditions. 

3(  That  the  Average  Fee  Schedule  of  this  Association  shall 
be  the  basis  for  the  negotiation  of  such  a contract. 

These  principles,  to  a degree,  are  acceptable  to  the  VA, 
but  the  terminology  of  its  fee  schedule  is  quite  different  from 
that  of  the  Average  Fee  Schedule  or  of  the  Schedule  of 
Allowances  of  the  Medicare  program.  Your  Executive  Com- 
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...  in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  add  urine' ...  higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.  ^ 

Unprecedented  Low  Dosage — Less  siolfa  for  the  kidney  to  cope  with  . . . yet  fuUy  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.'* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7J^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 


references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  tJrinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J,  Med. 
253:1-7,  1958 

2.  Editorial:  New  England  J.  Med.  258:48-49,  1958. 
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mittee  proposes  to  continue  discussions  with  the  VA  upon 
this  project  provided  that  these  principles  are  accepted  by  it. 
In  those  cases  where  the  terminology  is  not  comparable, 
however,  your  committee  proposes  to  negotiate  a fee  through 
the  Economic  Committee  and  to  submit  to  this  House  com- 
plete information  about  the  schedule  for  ratification. 

The  discussion  of  this  fee  schedule  prompts  the  Executive 
Committee  to  recommend  to  this  House  of  Delegates  that  it 
resolve  that  the  current  Average  Fee  Schedule  of  the  Mon- 
tana Medical  Association  be  the  basis  upon  which  payments 
by  third  parties  are  made  to  physicians  for  medical  care  to 
patients  or  beneficiaries  of  such  third  parties. 

It  has  been  suggested  to  your  Executive  Committee  by 
the  newly  elected  President  of  the  Montana  Bar  Association 
that  a medical-legal  conference  be  sponsored  during  1959. 
Your  Executive  Committee  approves  heartily  of  this  sugges- 
tion and  proposes  that  such  a conference  be  held  in  Missoula 
during  April,  1959,  at  a time  which  will  not  conflict  with 
other  meetings  of  either  group. 

Annual  meeting  sites 

Your  Executive  Committee  during  a discussion  of  the  five 
cities  in  which  the  annual  meetings  of  this  Association  are 
held  agree  to  consider  other  locations  or  resort  areas  that 
may  offer  adequate  facilities  for  our  meetings.  It  would  like 
to  suggest  that  members  of  this  House  of  Delegates  transmit 
to  the  Executive  Office  any  suggestions  that  they  may  have 
about  .such  meeting  places. 

During  a discussion  of  the  many  legislative  procedures 
that  may  confront  physicians  at  the  coming  session  of  the 
Montana  Legislature  in  January  and  February,  your  Execu- 
tive Committee  voted  to  authorize,  after  consultation  with 
the  Legislative  Committee,  the  employment  of  a legislative 
counsel  and  it  recommends  that  this  House  concur  with  this 
proposal. 

As  all  members  of  this  House  are  aware,  your  Executive 
Committee  is  frequently  requested  by  governmental  officials 
to  nominate  a slate  of  physicians  to  consider  for  appointment 
to  various  boards,  such  as  the  State  Board  of  Health  and  the 
State  Board  of  Medical  Examiners.  Because  these  appoint- 
ments are  generally  for  a long  term  of  years,  five  or  seven,  it 
is  the  opinion  of  your  Executive  Committee  that  a physician 


should  not  be  requested  to  serve  more  than  one  term.  Your 
committee  also  believes  it  advisable  and  preferable  that  as 
many  physicians  as  possible  should  render  service  to  the 
profession  by  accepting  appointments  to  these  boards.  The 
Committee,  however,  wishes  to  obtain  from  this  House  an 
expression  of  opinion  upon  this  subject  and  suggests  that 
it  determine  the  policy  upon  the  number  of  terms  any 
physician  should  serve  upon  such  a board. 

Delegates  seated 

Upon  motion  regularly  seconded  and  carried, 
E.  S.  Murphy,  M.D.,  and  George  G.  Sale,  M.D., 
were  seated  as  delegates  from  the  Western  Mon- 
tana Medical  Society  and  E.  L.  Stickney,  M.D.,  as 
a delegate  from  the  Southeastern  Montana  Medi- 
cal Society. 

Report  of  Woman’s  Auxiliary 

The  following  report  was  read  by  Mrs.  Scott 
L.  Walker,  President  of  the  Woman’s  Auxiliary  to 
the  Montana  Medical  Association.  This  report  was 
referred  by  President  Layne  to  the  Reference 
Committee  on  Affilitated  Organizations  for  study. 

We  are  very  proud  of  our  contribution  to  the  American 
Medical  Education  Foundation.  This  year  the  only  state 
auxiliary  project  was  the  sale  of  Christmas  cards  to  benefit 
A.M.E.F.  $579.41  was  raised  in  this  way;  $678.55  was  con- 
tributed by  the  county  auxiliaries.  This  money  was  ac- 
cumulated by  the  use  of  memorial  and  appreciation  cards, 
special  events,  rummage  sales,  ticket  sales  for  a theater, 
sale  of  note  paper,  food  sales  and  direct  contributions.  The 
total  amount  sent  to  A.M.E.F.  at  this  writing  is  $1,267.96.  A 
special  skit  was  written  about  A.M.E.F.  by  one  of  our  mem- 
bers. It  was  presented  during  our  Interim  Session  in  March 
in  the  form  of  a puppet  show;  very  entertaining  as  well  as 
informative. 

Our  Today’s  Health  subscriptions  have  not  Increased  as 

continued  on  86 


NEW  YORK  18.  N.  Y 


R PHERAL 


Both 


and 


ANTITUSSIVE  . DECONGESTANT  * 


(4cc.)  coiMm  .- 


umijiMU : 


LABORATORIES 


CXCMPT  NARCOTIC 


82 


Rocky  Mountain  Medical  Journal 


Relieve  moderate  or  severe  pain 
Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


^pbols 

OF 

PROVEN 
PAIN  I 
RELIEF 


from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold.  mm 

TABLOID’ 


EMPIRIIf  COMPOUND 


Acetophenetidin gr.  2^/4 

Aspirin  (Acetylsalicylic  Acid) gr.  3% 

Caffeine  gr.  V2 


from  mild  pain  complicated  by  tension 


and  restlessness. 


Phenobarbital 

Acetophenetidin 

Aspirin  (Acetylsalicylic  Acid) 


gr. 
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why  wine  . 
in  digestive 

disorders? 


Although  the  effects  of  wine  on  the 
digestive  system  have  been  discussed 
for  centuries,  it  has  been  only  in  recent 
years  that  many  of  its  physiological 
attributes  have  been  determined. 

WINE  AND  THE  SALIVARY  GLANDS— The  increase  in  salivary  flow  following  a 
moderate  intake  of  wine  is  apparent  almost  immediately,^  such  increase  being 
attributed  to  direct  sensitization  of  secretory  nerve  endings.- 

WINE  AND  GASTRIC  SECRETION— With  a pH  averaging  3.2,  wine  resembles 
gastric  juice  more  closely  than  does  any  other  natural  beverage.  Its  tannins,  organic 
acids  and  salts  of  these  acids  serve  as  buffering  agents  to  maintain  this  pH. 

Relatively  low  in  content  of  alcohol,  table  wine  has  been  found  to  stimulate  gastric 
secretion  and  induce  production  of  gastric  juice  high  in  hydrochloric 
acid,  sodium  chloride,  rennin  and  pepsin.^ 

WINE  AND  THE  DIGESTIVE  TRACT— With  its  low  concentration  of  alcohol,  wine 
in  moderate  consumption  has  been  found  to  induce  a marked  increase  in 
biliary  flow.'*  This,  together  with  increased  function  of  pancreatic  enzymes,  may 
thus  encourage  better  digestion  of  fatty  foods. 

THEREFORE-IN  THE  TREATMENT  OF  DIGESTIVE  DISORDERS-Wine  is  being 
■\videly  recommended  in  the  treatment  of  anorexia,  hypochlorhydria  without 
gastritis,mucous  colitis,  spastic  constipation  and  diarrhea,  and  in  digestive  disorders 
stemming  from  emotional  tension  and  anxiety. 

These  and  other  modern  uses  for  wine  are  discussed  in  the  brochure 
“Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy  write— Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 

1.  Winsor,  A.  L.  and  Slrongln,  E.  I.:  J.  Exper.  Psychol.  16:589  (1933). 

2.  Beazell,  J.  M.,  ond  Ivy,  A.  C.:  Quart.  J.  Studies  on  Ale.  J;45  (1940). 

3.  Foroy,  G.,  and  Welssenboch,  R.  J.:  Hopital  25:306  (1937). 

4.  Okada,  S.:  J.  Physiol.  49:457  (1915). 
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we  had  hoped  they  would.  Some  county  auxiliaries  have 
done  a very  good  job  on  this;  Fergus  County  has  achieved 
391  per  cent,  Hill  County  317  per  cent,  Park-Sweet  Grass 
County  192  per  cent  and  Yellowstone  County  204  per  cent. 
For  the  first  time,  this  year  we  have  enlisted  the  aid  of 
lay  women’s  organizations  and  hope  that  this  will  eventually 
build  up  our  subscription  lists.  Two  counties  are  planning 
on  having  Today’s  Health  exhibits  at  their  county  fairs.  One 
auxiliary  placed  27  subscriptions  in  their  local  schools. 

The  Bulletin  of  the  Woman’s  Auxiliary  to  the  A.M.A. 
has  been  shown  a decided  increase  of  interest.  Some  counties 
have  instituted  a review  at  each  meeting  of  an  article  from 
this  magazine.  Two  counties  have  100  per  cent  subscriptions 
for  their  active  members.  In  1956-57  our  state  had  63  sub- 
scriptions; in  1957-58  we  have  87. 

Budget  increase 

1957-58  is  a year  of  several  firsts  in  our  relationships 
with  our  parent  organization.  At  the  beginning  of  our  year, 
September,  we  received  a substantial  increase  in  our  budget. 
Our  total  budget  is  covered  by  the  medical  association.  Three 
and  a half  dollars  is  included  in  each  association  member’s 
dues  to  cover  the  auxiliary  budget.  This  amounts  to  around 
$1,800.00  and  makes  every  physician’s  wife  in  the  state  an 
auxiliary  member.  The  auxiliary  President  was  invited  to 
speak  to  the  county  medical  societies  and  to  date  had  visited 
nine  societies.  This  is  the  first  attempt  at  this  type  of  co- 
operation and  it  has  proven  very  successful.  Two  other  firsts 
were  the  attendance  by  the  auxiliary  President  at  a board 
meeting  of  the  medical  association,  and  the  invitation  to 
present  an  annual  report  of  auxiliary  activities  to  this 
House  of  Delegates  of  the  Montana  Medical  Association  at 
its  annual  meeting.  Also,  for  the  first  time  in  our  history,  the 
President  of  the  Montana  Medical  Association  was  a guest 
speaker  at  several  of  the  auxiliary  meetings. 

We  have  two  schools  of  instruction  during  the  year  at 
which  time  we  attempt  to  clarify  program  to  county  officers 
and  chairmen.  We  have  had  very  good  attendance  and 
seemly  keen  interest.  We  can  see  an  increase  in  attendance 
and  interest  each  year. 

Legislation  has  received  close  attention  this  year.  Every 
organized  auxiliary  has  had  a program  on  the  Forand  Bill. 
We  had  a well  prepared  and  presented  satire  on  legislation 
at  our  Interim  Session.  We  al.so  had  a member  of  the 
American  Medical  Association  Task  Force  as  guest  speaker 
at  this  meeting. 

Our  publication.  Treasure  State  Nuggets,  has  changed  from 
a mimeographed  to  a printed  paper.  We  are  now  able  to  have 
pictures  included  and  it  is  generally  a more  readable  publi- 
cation. We  still  have  four  issues  a year  and  every  physician’s 
wife  in  Montana  receives  it.  We  have  had  better  than  usual 
newspaper  publicity  for  our  state  meetings  this  year.  Tele- 
vision, radio  and  newspapers  were  used  extensively  for 
Medical  Education  Week. 

Mental  health  programs 

Mental  health  seems  to  have  received  the  most  enthusiasm 
from  our  membership.  “Milestones  to  Marriage”  has  been 
introduced  into  many  of  our  high  schools.  Nine  auxiliaries 
have  mental  health  committee  chairmen  and  had  programs 
on  this  subject.  They  all  have  a representative  attend  and 


cooperate  with  their  local  mental  health  association.  One 
member  is  First  Vice  President  of  the  Montana  Mental 
Health  Association.  One  auxiliary  served  coffee  and  cookies 
at  the  two-day  state  meeting  of  the  group  in  their  city.  A 
very  well  prepared  panel  discussion  was  presented  on  mental 
health  at  our  Interim  Session.  An  outstanding  mental  health 
project  was  instituted  by  one  auxiliary:  350  copies  of  “Mile- 
stones” were  placed  in  17  high  schools  in  their  area.  Five 
hundred  freshman  students  received  “Understanding  Your- 
self,” and  all  teachers  received  “The  Teacher’s  Role  in 
Mental  Hygiene,”  “How  Teachers  Can  Build  Mental  Health” 
and  “Mental  Hygiene  in  the  Classroom.” 

In  the  past  three  years,  four  new  auxiliaries  have  been 
organized  in  Montana,  one  this  year,  making  12  organized 
units.  The  members  of  these  auxiliaries  are  just  now  be- 
ginning to  feel  an  acquaintanceship  with  each  other  and  with 
the  auxiliary  program.  These  auxiliaries  are  small  in  mem- 
bership and  large  in  territory — three  of  them  have  only  four 
meetings  a year.  Considering  this  and  the  fact  that  all  mem- 
bers must  travel  a long  distance  to  get  to  state  meetings,  I 
feel  that  we  have  developed  much  enthusiasm  and  interest 
among  our  membership.  I am  very  proud  of  the  continuing 
growth  of  our  auxiliary. 

Montana  Physicians’  Service  report 

The  following  report  was  read  by  George  M. 
Donich,  M.D.,  President  of  Montana  Physicians’ 
Service,  after  which  it  was  referred  by  President 
Layne  to  the  Reference  Committee  on  Affiliated 
Organizations  for  study: 

What  are  the  prospects  for  the  independent,  private  prac- 
tice of  medicine  in  the  United  States? 

Any  realistic  attempt  to  answer  this  question  must  take 
account  of  many  factors,  some  of  them  ominous  indeed.  I 
would  like  to  point  out  some  of  the  socio-economic  problems 
confronting  us  today  in  the  hope  of  giving  one  solution. 

On  one  side,  we  find  ourselves  threatened  by  state  and 
federal  programs,  already  operating  on  a large  scale  and 
eagerly  seeking  further  enlargement.  On  the  other  side,  we 
contemplate  the  ugly  possibility  of  domination  by  pressure 
groups.  In  front  of  us  we  face  the  inescapable  and  insur- 
mountable wall  of  rising  costs,  in  which  doctors’  fees  play 
only  an  Insignificant  part  as  compared  to  the  staggering  costs 
of  hospitalization.  We  must  continually  analyze  our  association 
with  the  hospitals,  and  their  trend  toward  government  sub- 
sidization, lest  we  go  down  to  socialization  with  them.  Behind 
us  we  hear  the  hue  and  cry  of  an  increasingly  hostile  public 
opinion,  unleashed  and  led  on  by  demagogues  who  clamor 
for  the  priceless  gifts  of  life  and  health  at  bargain  rates  and 
at  the  taxpayers’  expense. 

To  give  us  arms  against  this  sea  of  troubles.  Blue  Shield, 
one  of  the  few  constructive  forward  steps  taken  by  the 
medical  profession  in  the  last  20  years,  may  represent  one 
of  our  few  hopes  for  survival  as  a self-determining  profession. 

Blue  Shield  has  fulfilled  its  original  purpose,  namely,  to 
convert  a system  of  postponed  payment  into  a streamlined 
system  of  prepayment,  to  the  benefit  of  both  the  people  and 
the  profession.  But  now  Blue  Shield  is  fulfilling  an  even 
more  important  function.  It  has  given  us  what  we  as  a pro- 
fession never  possessed  before,  an  intelligently  coordinated 
and  professionally  controlled  corporate  body  through  which 
we  can  bargain  with  the  public  and  they  with  us.  How  many 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1 9S8) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 

of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 

PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 

The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummular  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. 

RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 
tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 

REFERENCES : 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 

Science  for  the  world’s  well-being 
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doctors  can  anticipate  the  cost  of  medical  care  for  a group 
of  people  for  a year?  Yet  that  is  what  we  must  know  to  ade- 
quately compete  with  the  battery  of  specialists  hired  by 
labor,  big  business  and  government. 

If  we  continue  to  administer  Blue  Shield  wisely,  it  may 
be  all  that  we  need  to  retain  our  professional  independence. 
But  to  do  so,  we  must  be  willing  to  give  as  well  as  to  re- 
ceive— to  regulate  our  practice  and  our  fees  so  as  to  preserve 
our  freedom  from  being  regulated,  and  to  grant  the  public 
as  many  benefits  as  we  hope  to  assure  for  ourselves. 

We,  as  doctors  and  as  members  of  the  medical  society, 
are  the  managers  of  Blue  Shield.  Its  success  depends  on  us. 
Its  failures  remain  our  responsibility.  We  must  grasp  the 
larger  significance  of  the  splendid  organization  that  we  have 
built.  ...  We  must  stand  behind  it  . . . not  for  selfish  gain, 
but  to  share  with  the  public  a mutual  service  and  benefit.  In 
this  way,  and  in  no  other,  can  the  medical  profession  preserve 
its  time-honored  status  as  an  altruistic  body  of  men,  free 
from  the  sordid  controls  of  politics  and  commerce,  devoting 
itself  wholeheartedly  to  scientific  and  humanitarian  tasks. 

Report  of  Board  of  Medical  Examiners 

The  following  informational  report  was  read  by 
George  E.  Trobough,  M.D.,  President  of  the  Mon- 
tana State  Board  of  Medical  Examiners.  This  re- 
port was  referred  by  President  Layne  to  the  Ref- 
erence Committee  on  Affiliated  Organizations  for 
study. 

As  President  of  the  Board  of  Medical  Examiners  I have 
asked  for  a few  minutes  of  your  time  as  requested  by  the 
Board  of  Medical  Examiners  to  try  to  explain  what  the 
function  of  the  Board  of  Medical  Examiners  is  and  what  it 
attempts  to  do. 

Indirectly  the  various  members  of  the  Board  have  heard 
criticism  of  the  policy  or  actions  of  the  Board,  hence,  the 
reason  for  this  report. 

The  composition  of  the  Board  is  seven  members  who 
hold  office  for  seven  years.  Appointments  are  made  by  the 
Governor,  with  confirmation  by  the  Senate.  On  the  first 
Tuesday  of  April  of  each  year  from  the  members  a President 


is  elected,  as  well  as  a Vice  President,  Secretary  and  Treas- 
urer. 

The  Board  of  Medical  Examiners  was  created  by  the 
Montana  Legislature  for  the  purpose  of  protecting  the  public 
and  to  see  that  the  medical  practitioners  are  properly  quali- 
fied. 

The  primary  responsibility  of  the  Board  is  licensing 
physicians  and  surgeons,  either  by  examination  or  reciprocity. 
In  either  case  before  a certificate  is  issued  to  practice  medi- 
cine and  surgery  in  the  State  of  Montana  each  person  must 
present  his  or  her  diploma  to  the  Board.  If  this  is  found 
genuine  and  has  been  issued  by  a university,  college  or 
school  currently  approved  by  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical  Association  and 
the  person  presenting  and  claiming  said  diploma  be  the 
person  to  whom  the  same  was  originally  granted,  he  or  she 
may  then  request  examination  or  reciprocity  as  the  case 
may  be.  The  Board  realizes  that  many  highly  competent 
foreign  graduates  are  thereby  barred  regardless  of  the  fact 
that  the  Board  may  consider  them  desirable  but  there  is  no 
choice  in  the  matter.  The  Board  is  further  qualified  by  law 
that  the  certificates  may  be  issued  only  to  citizens  of  the 
United  States  of  America  and  the  citizens  of  Canada,  who 
declare  their  intention  to  become  citizens  of  the  United  States 
of  America. 

If  elective  to  receive  certificate  is  by  examination,  the 
Board  by  law  gives  the  examination  in  the  various  branches 
of  medicine  and  surgery,  to-wit:  anatomy,  physiology,  ma- 
teria medica,  therapeutics,  practice  of  medicine,  surgery,  ob- 
stetrics, diseases  of  women  and  children,  diseases  of  the 
nervous  system  and  diseases  of  the  eye  and  ear.  Said  Board 
shall  cause  such  examination  to  be  both  scientific  and  prac- 
tical, and  of  sufficient  breadth,  thoroughness  and  intensity 
to  test  the  candidate’s  fitness  to  practice  medicine  and  sur- 
gery. If  candidate  is  found  qualified,  a certificate  is  granted. 

Reciprocity 

If  elective  to  receive  certificate  is  by  reciprocity,  the 
applicant  shall  produce  and  exhibit  to  said  Board  a genuine 
certificate  from  a Board  of  Medical  Examiners  (however 
designated  by  the  law  of  any  other  state)  duly  appointed 
and  existing  under  the  law  of  any  state  of  the  United  States 
and  which  state  through  its  said  Board  recognizes  certifi- 
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Whafs  wrong  with  the  term 

‘‘emptying  of  the  gallbladder”? 

The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 

Source  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 
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cates  or  licenses  issued  by  the  Board  of  Medical  Examiners 
of  Montana  certifying  to  the  facts  that  applicant  is  well 
qualified  to  practice  in  the  state  issuing  certificate,  and  that 
he  passed  a written  examination  satisfactorily  ascertaining  to 
these  facts.  Then  if  the  Board  of  Medical  Examiners  is  satis- 
fied and  finds  that  the  requirements  for  admission  to  the 
practice  of  medicine  and  surgery  in  such  other  state,  past 
or  current,  are  the  equivalent  of  the  Montana  requirements, 
the  candidate  may  be  granted  a certificate  in  Montana  by 
reciprocity. 

Physician  discipline 

Another  responsibility  may  be  classified  as  disciplining 
the  physician.  The  Board  may  refuse  to  grant  a certificate 
or  revoke  a certificate  for  unprofessional,  dishonorable  or 
immoral  conduct.  I feel  that  it  is  in  this  regard  that  some 
criticism  of  the  Board  has  recently  been  heard.  The  Board 
is  not  a policeman  or  investigator  in  its  strict  sense  but  an 
enforcer  of  the  law  when  charges  or  complaints  are  brought 
to  it.  The  Board  will  conduct  hearings  when  charges  are 
brought  against  doctors  who  are  violating  the  Medical  Prac- 
tice Act.  The  question  as  to  whether  the  Board  may  initiate 
proceedings  for  revocation  of  a license  is  pending  in  the 
Montana  Supreme  Court.  The  Board  did  initiate  such  pro- 
ceedings and  was  enjoined  from  conducting  the  hearing  on 
the  ground  that  the  Board  could  not  both  initiate  and  decide 
on  the  evidence.  The  Board  believes  that  this  injunction  was 
issued  in  error  and  has  appealed  to  the  Supreme  Court. 

The  problem  of  controlling  the  practitioner  after  licensure 
has  always  disturbed  some  examiners.  There  is  certainly 
doubt  that  the  licensing  examination  cannot  determine 
whether  a candidate  can  do,  for  example,  an  appendectomy 
or  cholecystectomy  well  after  licensure.  This  is  not  a function 
of  licensure,  or  the  Board,  but  of  the  profession. 

A review  of  the  procedure  that  the  Board  must  follow 
differs  very  slightly  in  the  refusing  to  grant  or  revoke  a 
certificate  for  unprofessional,  dishonorable  or  immoral  con- 
duct. Before  a certificate  can  be  refused  for  such  cause,  the 
Board  must  serve  in  writing  upon  the  applicant  a copy  of 
any  charge  or  charges  against  him,  and  appoint  a day  for 
hearing,  at  which  the  applicant  or  any  witness  in  his  behalf 
may  appear  and  give  testimony  in  refutation  of  such  charges. 


In  case  the  Board,  after  such  hearing,  refuses  a certificate 
to  the  applicant,  the  decision  specially  stating  the  ground 
upon  which  such  refusal  was  made  must  be  reduced  to 
writing  and  a copy  thereof  delivered  to  the  applicant  upon 
demand.  Upon  a like  hearing  the  Board  may  refuse  a certifi- 
cate to  anyone  who  may  publicly  profess  to  cure  or  treat 
disease,  injury,  or  deformity,  in  such  a manner  as  to  deceive 
the  public.  The  hearing  provided  for  herein  must  take  place 
within  20  days  after  the  service  of  the  copy  of  the  charges 
upon  the  applicant,  unless  further  time  is  granted  to  the 
applicant,  and  the  decision  of  the  Board  must  not  be  later 
than  10  days  after  the  day  of  hearing.  If  the  decision  is  not 
rendered  within  said  period  of  10  days,  the  applicant  is  not 
subject  to  any  penalties  for  practicing  without  a certificate 
during  the  time  that  elapses  before  the  decision  is  made. 

Revocation 

The  Board  with  the  concurrence  of  four  members  thereof, 
may  revoke  a certificate  for  unprofessional,  dishonorable,  or 
immoral  conduct.  Before  such  revocation  can  take  place,  a 
written  complaint,  specifically  stating  the  charges  against  the 
person  whose  certificate  is  sought  to  be  revoked,  must  be 
delivered  to  the  Board,  and  a copy  thereof  be  served  upon 
such  person  20  days  before  the  time  fixed  by  the  Board  for 
the  hearing  of  such  charges.  The  Board  must  fix  the  time 
and  place  for  the  hearing,  at  which  the  person  charged  may 
appear  and  produce  testimony  in  refutation  of  such  charges. 
If,  after  such  hearing,  the  Board  revokes  the  certificate  of 
such  person,  the  ground  upon  which  such  revocation  is  made 
must  be  specifically  stated  by  the  Board  in  writing,  and  a 
copy  thereof  delivered,  on  demand,  to  the  person  whose 
certificate  is  revoked.  In  all  cases  of  the  refusal  or  the 
revocation  of  a certificate  to  practice  medicine  by  said  Board, 
the  person  aggrieved  thereby  may  appeal  from  the  decision 
of  the  Board  as  hereinafter  provided.  An  appeal  may  be 
taken  from  the  action  of  the  State  Board  of  Medical  Exam- 
iners in  refusing  to  issue  a certificate  to  practice  medicine 
and  surgery  to  any  applicant  after  examination,  or  from  the 
action  of  said  Board  in  revoking  the  certificate  of  any 
physician  or  surgeon,  to  the  district  court  of  the  county  in 
which  such  revocation  or  refusal  was  made.  The  appeal  is 
taken  by  serving  notice  of  appeal  upon  the  Secretary  of 
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the  Board  of  Medical  Examiners  and  the  Attorney  General 
of  the  State,  within  30  days  after  notice  from  the  Board  of 
Medical  Examiners  of  its  decision,  and  by  filing  within  the 
same  time  with  the  clerk  of  the  proper  district  court  a 
verified  copy  of  any  charge  or  charges  preferred  against  the 
applicant  and  filed  with  the  Board  of  Medical  Examiners. 
The  appellant  is  required,  at  the  time  of  fUing  such  appeal, 
to  furnish  and  file  with  the  clerk  of  the  court  a good  and 
sufficient  bond,  to  be  approved  by  the  clerk  of  the  court, 
with  two  good  and  sufficient  sureties,  in  the  sum  of  $300, 
guaranteeing  the  payment  of  all  costs  of  the  appeal  should 
the  case  be  decided  against  the  appellant,  and  the  costs  shall 
consist  of  the  sheriff’s  fees  for  serving  jurors,  jurors’  fees, 
and  the  fees  of  the  clerk  of  the  court.  Such  appeal  shall 
thereafter  be  tried  by  the  district  court  before  a jury  of  six 
physicians — not  less  than  two  of  whom  shall  be  of  the  same 
school  of  medicine  as  the  appellant — and  in  case  such  jury 
cannot  be  obtained  in  the  county  where  the  case  is  tried  the 
judge  of  such  court  shall  order  subpoenas  for  physicians 
from  any  adjoining  county  or  counties,  which  subpoenas 
shall  be  served  by  the  sheriff  of  such  adjoining  county  upon 
receipt,  after  the  clerk  of  the  court  where  the  subpoena  is 
issued  shall  have  sent  by  registered  mail  such  subpoena  to 
such  sheriff.  Bias  or  prejudice  or  fixed  opinion  shall  consti- 
tute a ground  of  challenge  to  a juror  for  cause,  and  the 
appellant  and  the  Medical  Board  shall  each  have  the  right 
to  peremptorily  challenge  not  more  than  two  of  such  jurors. 
■When  the  jury  shall  have  been  selected  and  sworn  to  try 
the  cause,  they  constitute  a higher  examining  board  for  the 
purpose  of  inquiring  into  whether  or  not  the  judgment  of 
the  Board  of  Medical  Examiners  should  be  affirmed  or  over- 
ruled upon  the  issue  presented  to  such  Board,  and  such  jury 
may  make  such  examination  of  the  appellant  as  it  may  deem 
necessary  or  desirable.  It  shall  take  four  of  the  jury  to 
render  a verdict,  and  no  member  of  the  Medical  Board  is 
qualified  to  act  as  a juror.  The  Attorney  General  is  made  the 
attorney  for  said  Board. 

Annual  fee 

A further  function  of  the  Board  is  setting  the  annual 
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registration  fee,  which  is  paid  to  the  Secretary  of  the  Board, 
prior  to  May  1 of  each  year,  who  then  Issues  a certificate 
of  annual  registration.  In  case  of  default  in  the  payment  of 
annual  registration  fee  by  any  person  licensed  to  practice 
medicine  and  surgery,  his  underlying  certificate  to  practice 
medicine  and  surgery  shall  be  revoked  by  the  Board  upon 
30  days’  notice  given  to  the  delinquent  at  the  time  and 
place  of  considering  such  revocation.  A registered  letter 
addressed  to  the  last  known  address  of  the  person  failing  to 
comply  with  the  requirement  of  annual  registration,  as  such 
address  appears  upon  the  records  of  the  Board,  shall  consti- 
tute sufficient  notice  of  intention  to  revoke  his  underlying 
certificate,  but  no  certificate  shall  be  revoked  for  such  non- 
payment if  the  person  authorized  to  practice  medicine,  and 
so  notified,  shall  pay  such  annual  registration  fee  before  or 
at  the  time  fixed  for  consideration  or  revocation  together 
with  a delinquency  penalty  of  $5.00,  provided  further  that 
said  Board  may  collect  any  such  dues  by  action  at  law. 

The  question  of  temporary  certificates  has  received  con- 
siderable publicity.  The  Board  does  have  the  authority  to 
grant  such  certificates  during  any  period  intervening  be- 
tween the  regular  meeting  with  the  presentation  of  the 
necessary  papers  to  President  or  Secretary  and  concurrence 
of  any  four  members  of  the  Board.  The  policy  of  the  Board 
has  been  not  to  grant  temporary  certificates  but  in  rare 
Instances  where  a genuine  emergency  exists  such  certificates 
may  and  have  been  granted. 

The  question  of  more  frequent  meetings  of  the  Board  of 
Medical  Examiners  has  been  expressed  besides  the  two  meet- 
ings of  the  year  prescribed  by  law.  The  Board  does  have 
the  authority  to  call  more  meetings  if  necessary  but  the 
present  number  of  applicants  for  either  examination  or  reci- 
procity does  not  warrant  more  meetings  financially,  as  well 
as  practically. 

Because  of  the  fact  that  many  physicians  think  it  is  the 
Board  of  Medical  Examiners’  function  to  police  the  com- 
munities against  unlicensed  practice,  this  report  and  a 
clarification  of  our  responsibilities  is  presented  this  year. 
In  an  actual  case  if  any  person  practices  medicine  without 
a license  the  prosecution  of  such  a violation  is  a function  of 
the  County  Attorney  in  the  community  where  the  unlicensed 
practice  exists.  The  Board  is  responsible  for  taking  cognizance 
of  such  violations  only  as  any  citizen  is  responsible  for 
reporting  to  the  proper  authority  any  suspected  violation. 
The  Board,  however,  has  a particular  interest  in  this  matter 
and  will  cooperate  with  the  enforcement  authorities  to  the 
fullest  extent  and  wishes  to  be  informed  so  they  may  offer 
this  assistance. 

Other  functions  of  the  Board  are:  Publication  of  Medical 
Practice  Act;  Rules  and  Regulations,  and  Roster  of  Doctors. 

Conclusion 

In  conclusion,  I hope  that  in  these  remarks  .some  clarifica- 
tion of  the  policies,  functions  and  responsibilities  of  the 
Board  of  Medical  Examiners  to  the  physicians  of  the  State 
of  Montana,  as  well  as  to  their  patients,  has  been  presented. 
The  Board  is  constantly  on  the  watch  for  the  possible  place- 
ment of  applicants  in  areas  where  needed  the  most,  as  well 
as  seeing  the  applicants  have  the  necessary  qualifications 
as  prescribed  by  law,  so  that  only  the  best  possible  physicians 
are  accepted.  Maybe  an  additional  responsibility  should  be 
undertaken,  that  of  rehabilitation  of  doctors  who  have  been 
found  guilty  of  violations  of  the  Medical  Practice  Act,  as 
long  as  some  means  or  method  be  provided  to  insure  the 
proper  protection  of  the  health  and  welfare  of  the  public. 

James  J.  McCabe,  M.D.,  introduced  a resolu- 
tion reaffirming  the  approval  of  the  Western 
Interstate  Commission  for  Higher  Education  by 
this  Association  and  urging  the  Legislature  to 
appropriate  adequate  funds  for  the  support  of 
this  program.  This  resolution  was  referred  by 
President  Layne  to  the  Reference  Committee  on 
Resolutions  and  New  Business  for  study. 

There  being  no  additional  resolutions  or  addi- 
tional committee  reports  for  presentation  to  the 
House  of  Delegates,  President  Layne  announced 
that  the  reports  of  the  various  standing  and  spe- 
cial committees  and  of  the  representatives  of  this 
Association  to  other  groups  as  well  as  the  several 
resolutions  included  in  the  file  presented  to  each 
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delegate  would  be  considered  as  business  intro- 
duced to  the  House  of  Delegates  and  that  these 
reports  would  be  referred  to  the  reference  com- 
mittee indicated  in  each  report  or  resolution. 

President  Layne  then  introduced  Thomas  H. 
Alphin,  M.D.,  Associate  Medical  Director  of  the 
Equitable  Life  Assurance  Society.  Dr.  Alphin  ex- 
tended the  greetings  of  the  medical  directors  of 
the  various  insurance  groups  to  the  House  and 
then  discussed  several  of  the  mutual  problems  of 
concern  to  the  insurance  industry  and  the  medical 
profession.  He  commented  particularly  upon  the 
fees  for  life  insurance  examinations  and  suggested 
that  perhaps  a standing  committee  of  the  Associa- 
tion should  be  delegated  to  discuss  this  question 
as  well  as  other  problems  of  mutual  interest  with 
representatives  of  the  insurance  industry. 

President  Layne  then  introduced  D.  W.  Ma- 
comber,  M.D.,  Editor  of  the  Rocky  Mountain 
Medical  Journal.  Dr.  Macomber  discussed  the 
scientific  aspects  of  the  publication  of  the  Journal 
and  urged  Montana  physicians  to  submit  more 
scientific  articles  to  it  for  publication. 

Harvey  T.  Sethman,  Managing  Editor  of  the 
Rocky  Mountain  Medical  Journal,  was  then  pre- 
sented to  the  House  by  President  Layne.  Mr. 
Sethman  reported  that  the  financial  affairs  of  the 
Journal  were  sound  and  that  during  the  present 
year  its  revenue  from  advertising  had  increased 
approximately  16  per  cent.  He  also  indicated  that 
while  the  cost  of  publication  had  increased,  the 
auditors  of  the  Journal  expected  a surplus  of 
approximately  $2,500  which  would  be  added  to 
the  reserve  fund. 

The  first  session  of  the  House  of  Delegates  re- 
cessed at  10:30  a.m. 

SECOND  SESSION 
September  12,  1958 

The  second  session  of  the  80th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  John  A.  Layne, 
M.D.,  President,  at  3:30  p.m.  in  the  lodge  room  of 
the  Shrine  Auditorium,  Billings. 

Following  the  roll  call.  Secretary  Vye  an- 
nounced that  a quorum  was  present. 

Paul  R.  Ensign,  M.D.,  introduced  a resolution 
proposing  that  this  House  of  Delegates  recommend 
abolishment  of  the  payment  by  counties  of  the 
$1.00  per  day  fee  for  patient  care  at  the  Montana 
Tuberculosis  Sanitarium.  This  resolution  was  re- 
ferred by  President  Layne  to  the  Reference  Com- 
mittee on  Scientific  Work  for  study. 

Paul  R.  Ensign,  M.D.,  then  introduced  a resolu- 
tion requesting  the  House  of  Delegates  to  instruct 
the  Committee  on  Tuberculosis  to  review  existing 
regulations  upon  the  care  of  non-residents  with 
communicable  tuberculosis  and  to  request  amend- 
ment by  legislative  action  of  the  present  Montana 
statutes  upon  the  care  of  these  patients.  This  reso- 


lution was  referred  by  President  Layne  to  the 
Reference  Committee  on  Scientific  Work  for  study. 

G.  D.  Carlyle  Thompson,  M.D.,  presented  a 
resolution  urging  that  the  House  of  Delegates 
oppose  a change  in  the  Post  Office  Department 
regulations  to  exclude  from  air  mail  certain  bio- 
logic agents.  This  resolution  was  referred  by 
President  Layne  to  the  Reference  Committee  on 
Scientific  Work  for  study.  Bryce  G.  Hughett,  M.D., 
read  the  following  report  of  the  Committee  on 
Mental  Hygiene  which  was  referred  by  President 
Layne  to  the  Reference  Committee  on  Scientific 
Work  for  study: 

Commitment  laws 

Presently  existing  commitment  laws  in  Mon- 
tana are  outmoded  and  harmful.  As  examples: 

1)  Potential  patients  are  served  with  a warrant  of  appre- 
hension charging  that  they  are  insane  persons  as  though 
mental  illness  were  a criminal  offense; 

2)  These  individuals  must  appear  in  person  In  court  and 
hear  friends,  relatives,  and  physicians  testify  against  them; 

3)  Our  present  standard  commitment  law  declares  all  such 
patients  incompetent  when  committed,  whereas  actually  many 
mentally  ill  persons  who  are  still  mentally  competent  must 
be  hospitalized; 

4)  Too  much  anachronistic  terminology  exists  in  the 
present  law;  charging  patients  with  being  “insane”  instead 
of  mentally  ill;  “committing”  them  for  treatment  rather  than 
hospitalizing  them  and  “paroling”  rather  than  placing  them 
on  convalescent  leave; 

5)  Inquiry  is  made  now  into  the  financial  status  at  the 
time  of  commitment. 

A study  of  model  laws  indicates  that  the  Sep- 
tember, 1952,  revision  of  “A  Draft  Act  Governing 
Hospitalization  of  the  Mentally  111,”  published  by 
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the  U.  S.  Public  Health  Service,  with  some  changes 
is  appropriate  legislation  for  Montana. 

Since  effective  legislation  necessitates  close 
collaboration  with  legislators  and  legislative  com- 
mittees, it  is  our  recommendation  that  the  Legis- 
lative Council  of  the  Legislative  Assembly  be 
approached  for  assistance  in  drafting  an  effective 
code  for  presentation  to  the  Assembly  during  its 
1959  session. 

We  recommend  that  the  House  of  Delegates 
of  the  Montana  Medical  Association  go  on  record 
as  favoring  changes  in  our  present  commitment 
laws  so  that  they  will  be  more  in  line  with  the 
September,  1952,  revision  of  “A  Draft  Act  Govern- 
ing Hospitalization  of  the  Mentally  111,”  published 
by  the  U.  S.  Public  Health  Service,  and  further 
that  a special  committee  be  appointed  to  seek 
collaboration  to  this  end  with  the  Legislative 
Council  of  the  Assembly.  Such  a special  committee 
should  include  members  of  the  Mental  Hygiene 
Committee  of  the  Montana  Medical  Association, 
members  of  its  Advisory  Committee  to  State 
Institutions  and  members  of  the  Montana  Society 
of  Psychiatry,  Neurology  and  Neurosurgery. 

This  report  was  unanimously  accepted  and 
approved  by  the  Mental  Hygiene  Committee  of 
this  Association  and  the  Montana  Society  of  Psy- 
chiatry, Neurology  and  Neurosurgery. 

Reference  Committee  on  Officers, 

Meetings  and  Administration 

The  following  report  was  presented  by  M.  A. 
Gold,  M.D.,  Chairman  of  the  Reference  Committee 
on  Officers,  Meetings  and  Administration; 

Your  reference  committee  has  considered  care- 
fully the  reports  referred  to  it  and  submits  the 
following  comments  and  recommendations: 

Report  of  the  Delegate  to  the  American  Medical 
Association:  This  committee  would  again  like  to 
extend  its  congratulations  to  our  Delegate  to  the 
American  Medical  Association  for  his  usual  out- 
standing report.  This  committee  feels  that  his 
report  should  be  read  by  every  member  of  the 
Association.  The  report  of  the  Delegate  contains 
no  recommendations  and  this  reference  committee, 
therefore,  suggests  that  it  be  received  and  placed 
on  file. 

Dr.  Gold  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Secretary-Treasurer:  Your  refer- 
ence committee  also  extends  its  commendations 
to  the  Secretary-Treasurer  for  his  usual  excellent 
report  upon  the  activities  of  the  Executive  Office. 
This  report  contains  no  recommendations  for  ac- 
tion by  this  House  of  Delegates  and  your  reference 
committee,  therefore,  suggests  that  it  be  received 
and  placed  on  file. 

Dr.  Gold  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 
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Report  of  the  Program  Committee:  This  refer- 
ence committee  also  would  like  to  commend  the 
chairman  and  each  member  of  the  Program  Com- 
mittee for  the  very  excellent  scientific  program 
that  has  been  arranged  for  this  80th  Annual  Meet- 
ing. The  report  of  the  Program  Committee  to  this 
House  of  Delegates  contains  no  recommendations 
and,  therefore,  your  reference  committee  suggests 
that  it  be  received  and  placed  on  file. 

Dr.  Gold  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Executive  Committee:  The  first 
portion  of  the  report  of  this  committee  concerns 
the  fees  of  physicians  for  life  insurance  examina- 
tions and  discusses  the  resolution  upon  this  subject 
which  was  adopted  by  this  House  of  Delegates  at 
its  Interim  Session.  Although  the  Executive  Com- 
mittee presents  no  recommendations  upon  this 
subject,  your  reference  committee  wishes  to  sug- 
gest that  the  House  of  Delegates  refer  to  the 
Economic  Committee  the  question  of  the  schedule 
of  payments  to  be  made  for  life  insurance  exam- 
inations and  that  the  Economic  Committee  pro- 
ceed without  delay  to  further  study  this  important 
question. 

Dr.  Gold  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  supplemental  report  of  the  Executive  Com- 


mittee was  reviewed  with  interest  by  this  refer- 
ence committee.  It  agrees  with  the  recommenda- 
tion of  the  Executive  Committee  to  the  House  of 
Delegates  that  it  resolve  that  the  current  Average 
Fee  Schedule  of  the  Montana  Medical  Association 
be  the  basis  upon  which  payments  by  third  parties 
are  made  to  physicians  for  medical  care  to  bene- 
ficiaries of  such  third  parties. 

Medical-legal  meeting 

The  reference  committee  also  concurs  with  the 
recommendation  of  the  Executive  Committee  that 
this  Association  sponsor  in  cooperation  with  the 
Montana  Bar  Association  a medical-legal  confer- 
ence and  suggests  that  the  date  and  place  of  this 
meeting  be  determined  by  the  joint  program  com- 
mittee of  these  associations. 

This  reference  committee  endorses  the  sugges- 
tion of  the  Executive  Committee  that  it  be  al- 
lowed to  investigate  and  consider  for  the  annual 
meetings  other  locations  or  resort  areas  that  may 
offer  adequate  facilities  for  these  meetings. 

The  action  of  the  Executive  Committee  author- 
izing employment  of  legislative  counsel  during 
the  1959  session  of  the  Legislative  Assembly  is 
deemed  appropriate  by  this  committee  and  it 
recommends  approval  of  this  recommendation. 

This  reference  committee  concurs,  too,  with  the 
suggestion  of  the  Executive  Committee  that  physi- 
cians should  not  be  requested  to  serve  more  than 
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one  term  of  office  on  various  governmental  boards, 
such  as  the  State  Board  of  Health  and  the  State 
Board  of  Medical  Examiners.  The  reference  com- 
mittee recommends  adoption  and  approval  of  this 
policy  by  the  House  of  Delegates. 

In  its  supplemental  report,  the  Executive  Com- 
mittee reported  upon  many  other  activities  of  the 
committee.  It  did  not,  however,  present  further 
specific  recommendations  for  action  by  this  House 
of  Delegates.  Your  reference  committee,  however, 
feels  that  it  should  endorse  and  recommend  the 
adoption  of  the  supplemental  report  of  the  Execu- 
tive Committee  as  a whole. 

Dr.  Gold  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Liaison  Committee  to  the  Mon- 
tana Osteopathic  Association:  The  reference  com- 
mittee has  reviewed  this  report  with  great  inter- 
est. It  would  like  to  commend  the  members  of 
this  committee  for  the  work  and  effort  which 
they  have  put  forth  on  behalf  of  the  Association. 
In  the  opinion  of  your  reference  committee,  how- 
ever, this  subject  is  of  great  importance  to  the 
medical  profession  and  it  feels  that  the  report 
should  be  discussed  and  acted  upon  on  the  floor 
of  the  House.  This  reference  committee,  therefore, 
submits  the  report  to  the  House  without  recom- 
mendations. 
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Liaison  Committee 

Dr.  Gold  then  moved  as  an  individual  delegate 
rather  than  as  Chairman  of  a reference  committee 
that  the  report  of  the  Liaison  Committee  to  the 
Montana  Osteopathic  Association  be  adopted.  This 
motion  was  seconded  and  then  discussed  by  sev- 
eral members  of  the  House  of  Delegates.  These 
delegates  commented  that  to  date  the  American 
Osteopathic  Association  has  not  renounced  its 
cultist  principles  and  that  to  approve  the  report 
of  this  committee  would  be  lowering  the  standards 
of  medical  care  in  Montana  inasmuch  as  osteo- 
pathic schools  have  not  yet  been  accredited.  Fol- 
lowing further  discussion,  during  which  the  effect 
of  the  Thompson  Act  was  discussed,  it  was  regu- 
larly moved,  seconded  and  carried  that  action 
upon  the  motion  of  Dr.  Gold  be  postponed  until 
this  House  of  Delegates  reconvenes  on  Saturday 
afternoon. 

Reference  Committee  on 
Legislation  and  Public  Relations 

The  following  report  was  presented  by  F.  D. 
Hurd,  M.D.,  Chairman  of  the  Reference  Committee 
on  Legislation  and  Public  Relations: 

This  reference  committee  reviewed  with  in- 
terest the  reports  of  the  Mediation  Committee, 
the  Public  Relations  Committee  and  the  Liaison 
Representative  of  this  Association  to  the  Commit- 
tee on  Legislation  of  the  A.M.A.  Inasmuch  as 
these  reports  contained  no  recommendations  or 
requests  for  action  by  this  House  of  Delegates, 
this  reference  committee  recommends  that  the 
chairmen  of  these  committees  be  commended  for 
their  reports  and  that  the  reports  be  received 
and  placed  on  file. 

Dr.  Hurd  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Legislative  Committee:  The 
Legislative  Committee  in  its  report  recommended 
that  1)  each  component  medical  society  of  this 
Association  establish  a political  activity  committee 
to  stimulate  each  physician  to  take  an  active 
interest  in  the  candidate  of  his  choice  for  the 
State  Legislature  and  2)  that  the  immediate  em- 
ployment of  legislative  counsel  be  authorized  to 
represent  this  Association  before  committees  of 
the  Legislature  and  to  advise  the  Legislative  Com- 
mittee during  and  prior  to  the  coming  legislative 
session.  Your  reference  committee  has  been  in- 
formed that  the  Executive  Committee  has  already 
authorized  the  employment  of  legislative  counsel 
and,  therefore,  deems  that  further  action  upon 
this  recommendation  is  not  required  at  this  time. 
The  reference  committee  heartily  concurs  in  the 
other  recommendation  of  the  Legislative  Commit- 
tee and  urges  that  each  component  society  of  this 
Association  establish  the  suggested  committee. 

Dr.  Hurd  moved  the  adoption  of  this  portion 
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of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Rural  Health  Committee:  This 
reference  committee  was  extremely  interested  in 
the  report  of  the  Rural  Health  Committee  and 
wishes  to  commend  its  chairman  for  his  excellent 
report.  The  report  of  the  Rural  Health  Committee 
suggests  that  this  Association  reimburse  a member 
of  the  committee  for  his  travel  and  hotel  expense 
to  attend  the  National  Conference  on  Rural  Health 
sponsored  by  the  American  Medical  Association. 
Inasmuch  as  this  recommendation  requires  the 
appropriation  of  funds,  your  reference  committee 
recommends  that  it  be  referred  to  the  Executive 
Committee  for  consideration. 

Dr.  Hurd  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  Dr.  Hurd  then 
moved  the  adoption  of  the  report  of  the  Reference 
Committee  on  Legislation  and  Public  Relations  as 
a whole.  This  motion  was  seconded  and  carried. 

Reference  Committee  on  Legal 
Affairs  and  Professional  Relations 

The  following  report  was  presented  by  E.  C. 
Segard,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Legal  Affairs  and  Professional  Relations. 

This  reference  committee  considered  in  detail 
each  of  the  following  committee  reports: 

Report  of  the  Economic  Committee:  The  Eco- 
nomic Committee  in  its  report  notes  that  there 
is  no  listing  in  the  Average  Fee  Schedule  for  a 
minor  laceration  and,  therefore,  recommends  the 
addition  of  the  following  procedure  to  this  sched- 
ule: 

0076  lacerations  (superficial  except  face)  . . . 
3 $12.50. 

The  Economic  Committee  also  recommends  the 
inclusion  of  a separate  fee  for  sterile  supplies, 
kits,  gloves  and  local  anesthesia  for  office  surgery 
and  suggests  that  this  item  be  valued  at  one  unit, 
or  $4.50.  In  the  opinion  of  the  Economic  Commit- 
tee, this  fee  will  reimburse  the  physician  for  the 
usual  cost  of  supplies  for  this  type  of  office  pro- 
cedure. Your  reference  committee  concurs  in  these 
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recommendations  of  the  Economic  Committee  and 
suggests  their  adoption. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Contro.ct  negotiations 

The  Economic  Committee,  in  addition,  recom- 
mends that  the  Montana  Medical  Association  enter 
into  negotiations  for  a contract  between  the  Asso- 
ciation and  the  Veterans  Administration  to  pro- 
vide home-town  care  on  an  out-patient  basis  to 
veterans  with  service  connected  disabilities.  It 
suggests  that  the  following  principles  should  be 
the  basis  for  such  negotiations  with  the  Veterans 
Administration: 

1)  That  the  patient  at  all  times  be  entitled  to 
free  choice  of  physician; 

2)  that  the  physician  chosen  by  the  patient 
for  the  treatment  of  a service  connected  disability, 
either  as  an  in-  or  as  an  out-patient,  be  permitted 
to  perform  any  additional  laboratory,  radiological 
or  diagnostic  tests  that  the  physician  would  or- 
dinarily prescribe  in  the  treatment  and  care  of  a 
similar  case  in  private  practice; 

3)  that  the  schedule  of  fees  for  patients  of  the 
Veterans  Administration  be  based  upon  the  Aver- 
age Fee  Schedule  of  this  Association  just  as  it 
was  for  the  Medicare  program. 

Your  reference  committee  concurs  in  these 
recommendations  of  the  Economic  Committee  and 
suggests  their  approval. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Communication  about  Montana  Physicians’ 
Service:  A communication  to  the  Association  about 
Montana  Physicians’  Service  was  referred  to  this 
reference  committee  for  study.  The  communica- 
tion in  essence  is  a complaint  concerning  the 
routine  letters  which  are  sent  to  M.P.S.  benefi- 
ciary members  along  with  their  check  in  payment 
of  indemnified  services,  that  is,  when  the  service 
is  not  rendered  by  a professional  member  of  Mon- 
tana Physicians’  Service.  Your  reference  commit- 
tee heard  considerable  testimony  about  these 
letters  as  well  as  about  the  pamphlet  listing  the 
names  of  all  professional  members  of  Montana 
Physicians’  Service  which  accompanies  the  letters. 
Your  reference  committee  submits  the  following 
recommendations : 

1)  It  is  the  unanimous  opinion  of  this  committee  that  some 
letter  of  explanation  must  accompany  a payment  check  to  a 
beneficiary  when  he  receives  services  from  a physician  who 
is  not  a professional  member  of  M.P.S. ; it  is  likewise  the 
unanimous  opinion  of  this  reference  committee  that  a bene- 
ficiary member  of  M.P.S.  must  have  available  to  him  a 
record  of  the  professional  members  of  M.P.S.  in  view  of 
the  service  type  of  contract  which  it  provides. 

2)  Your  reference  committee  urges  that  this  House  of 
Delegates  recommend  to  the  governing  body  of  Montana 
Physicians’  Service  that  the  letters  sent  to  patients  as  de- 
scribed above  be  revised  by  deleting  the  second  paragraph 
so  that  the  letter  will  read  as  follows: 

“Enclosed  is  our  Montana  Physicians’  Service  check  in  the 
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amount  of which  is  the  allowance  payable  under 

the  Montana  Physicians’  Service  agreement  for  the  services 
rendered  to  you  by  Dr.  on  . 

“If  you  have  any  questions  regarding  the  M.P.S.  allow- 
ance in  this  case,  I will  appreciate  your  writing  to  me. 
Servicing  your  account  is  a pleasure  and  I would  like  to  take 
this  opportunity  to  thank  you  for  your  support  as  a member 
of  Montana  Physicians’  Service.” 

Our  reason  for  deleting  this  paragraph  is  that  in  our 
opinion  it  is  conceivable  that  a beneficiary  member  in 
reading  the  letter  could  conclude  that  because  of  the  impli- 
cation he  may  in  the  future  be  wise  to  select  another 
physician  who  is  a professional  member  of  M.P.S.  Your 
reference  committee  is  of  the  opinion  that  such  an  implica- 
tion is  not  in  the  best  interests  of  medical  practice. 

3)  Your  reference  committee  also  suggests  that  this  House 
of  Delegates  recommend  to  the  governing  body  of  Montana 
Physicians’  Service  that  the  pamphlet  listing  the  professional 
members  of  M.P.S.  be  revised  and  that  the  following  sentence 
be  deleted  from  the  paragraph  at  the  heading  of  this  pamph- 
let: 

“In  order  to  receive  maximum  medical-surgical  benefits 
under  his  Blue  Shield  agreement,  a member  must  select  a 
professional  member  of  Montana  Physicians’  Service  when  in 
need  of  care.” 

It  is  the  unanimous  opinion  of  your  reference  committee 
that  this  sentence  may  imply  that  maximum  medical-surgical 
benefits  pertains  to  care  rather  than  financial  benefits  and 
that  a patient  who  reaches  this  conclusion  may  conceivably 
be  under  the  impression  that  the  professional  members  of 
M.P.S.  are  the  better  physicians  in  the  state.  We  do  not 
feel  that  such  an  implication  is  in  the  best  interests  of 
medical  practice. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  after  which  it  was  discussed 
by  several  members  of  the  House  of  Delegates. 
Following  this  discussion,  it  was  moved  that  the 
report  of  the  reference  committee  be  amended 
and  that  the  House  of  Delegates  recommend  to  the 
governing  body  of  M.P.S.  that  its  administrative 
staff  be  instructed  to  discontinue  sending  the  pro- 
fessional member  list  to  beneficiary  members  at 
the  time  direct  payments  are  mailed  to  such 
members.  This  amendment  to  the  report  of  the 
reference  committee  was  put  to  vote  and  carried, 
after  which  the  original  motion  of  Dr.  Segard  to 
adopt  this  portion  of  the  report  of  the  reference 
committee  was  voted  upon  and  carried. 

Supplemental  report  of  the  Legal  Affairs  Com- 
mittee: Your  reference  committee  considered  care- 
fully the  following  recommendations  of  the  Legal 
Affairs  Committee  which  were  submitted  in  its 
supplemental  report: 

1)  That  the  chairman  and  one  member  of  the 
Legal  Affairs  Committee  automatically  serve  as 
members  of  the  Committee  on  Medical-Legal 
Institute  of  the  Montana  Medical  Association; 

2)  that  members  of  the  Montana  Medical  Asso- 
ciation be  urged  to  utilize  professional  liability 
coverage  provided  by  insurance  carriers  which 
offer  such  coverage  to  all  Montana  physicians  and 
not  just  to  the  members  of  a national  specialty 
group  in  Montana; 

3)  that  the  report  of  the  liaison  committee  of 
the  American  Medical  Association  and  the  Ameri- 
can Bar  Association  be  accepted  by  this  Associa- 
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tion  and  that  its  recommended  national  inter- 
professional code  for  physicians  and  attorneys  be 
adopted  and  substituted  for  the  resolution  on 
interprofessional  relations  adopted  by  this  Associa- 
tion in  its  1958  Interim  Session. 

Your  reference  committee  concurs  in  these 
proposals  and  recommends  their  adoption. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and,  following  a brief  dis- 
cussion about  professional  liability  insurance,  car- 
ried. 

Resolution  on  Expert  Testimony:  Your  refer- 
ence committee  considered  carefully  the  report  of 
the  legal  counsel  of  this  Association  upon  the 
resolution  about  expert  witnesses  in  court.  Action 
upon  this  resolution  was  deferred  at  the  1958 
Interim  Session  of  this  Association.  Your  reference 
committee  recommends  the  adoption  of  the  fol- 
lowing substitute  resolution  suggested  by  our  legal 
counsel: 

“WHEREAS,  Much  difficulty  has  arisen  as  a result  of 
physicians  testifying  In  court  at  the  request  of  an  attorney 
for  either  the  plaintiff  or  the  defendant;  and 

“WHEREAS,  Physicians  in  court  have  often  found  them- 
selves in  the  position  of  an  advocate  Instead  of  an  unbiased 
expert;  therefore  be  it 

“RESOLVED,  That  this  House  of  Delegates  recommend 
that  there  be  appointed  a Committee  on  Medical  Expert 
Testimony  to  study  methods  of  appointing  physicians  (singly 
or  as  a panel)  as  impartial  witnesses  and  the  possibilities 
of  creating  a fund,  public  or  private,  to  compensate  these 
expert  witnesses,  and  be  it  further 

“RESOLVED,  That  this  House  of  Delegates  recommend 
that  the  Committee  on  Medical  Expert  Testimony  cooperate 
with  the  Montana  Judges  Association  and  the  Montana  Bar 
Association  in  furthering  this  study.” 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Committee  on  Necrology  and  History  of  Medi- 
cine: This  committee  reported  the  death  of  the 
following  Montana  physicians  since  the  Interim 
Session: 

Lawrence  G.  Griffis,  M.D.,  Kalispell,  March  15, 
1958. 

Cedric  H.  Nelson,  M.D.,  Billings,  August  20, 
1958. 

(The  members  of  the  House  of  Delegates  rose 
and  paused  in  silence  in  memory  of  these  physi- 
cians.) 

This  committee  also  reports  upon  plans  for 
publication  of  the  history  of  medicine  in  Montana 
and  suggests  that  within  the  near  future  the  com- 
mittee, in  cooperation  with  the  Executive  Com- 
mittee, will  complete  editing  of  the  manuscript 
and  will  be  ready  to  negotiate  for  the  publication 
of  the  history. 

Dr.  Segard  moved  the  adoption  of  this  portion 
of  the  reference  committee  report.  This  motion 
was  seconded  and  carried. 

Dr.  Segard  then  moved  the  adoption  of  the 
report  of  the  reference  committee  as  amended,  as 
a whole.  This  motion  was  seconded  and  carried. 


Resolutions  and  new  business 

The  following  report  on  Resolutions  and  New 
Business  was  presented  by  the  Chairman,  George 
G.  Sale,  M.D.; 

Your  reference  committee  received  six  resolu- 
tions in  advance  of  the  meeting  and  had  one 
referred  to  it  during  the  first  session  of  the  House 
of  Delegates.  Two  of  these  resolutions  had  been 
presented  during  the  Interim  Session  in  Helena 
on  March  28  but  action  upon  them  was  deferred 
for  further  information.  The  first  of  these  resolu- 
tions pertained  to  the  licensure  of  physical  thera- 
pists. Since  the  Interim  Session,  additional  in- 
formation upon  this  subject  has  been  received 
from  the  American  Medical  Association,  its  Coun- 
cil on  Medical  Education  and  Hospitals,  its  Council 
on  Medical  Physics  and  the  American  Registry  of 
Physical  Therapy.  Your  reference  committee  has 
studied  these  reports  in  detail  and  is  of  the  opinion 
that  the  following  resolution  should  be  adopted 
by  this  House  of  Delegates: 

WHEREAS,  Many  states  now  have  laws  that  establish 
minimum  qualifications  and  regulations  for  the  practice  of 
physical  therapy  within  their  borders;  and 

WHEREAS,  The  members  of  the  Montana  Medical  Associa- 
tion believe  that  all  citizens  of  Montana  must  be  protected 
and  assured  that  the  professional  services  received  from  a 
physical  therapist  are  administered  by  a person  who  is 
properly  educated,  trained  and  registered  according  to  the 
laws  of  our  state;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association,  on  the  12th  day  of  September,  1958, 
does  hereby  endorse  and  support  a bill  for  “An  Act  Regu- 
lating the  Practice  of  Physical  Therapy”  in  Montana  provid- 
ing that  anyone  who  represents  himself  as  a Registered 
Physical  Therapist,  and/or  physical  therapist  or  physio- 
therapist in  Montana,  must; 

1)  Apply  to  the  State  Board  of  Medical  Examiners  for 
registration  and/or  licensure; 

2)  pay  an  adequate  filing  or  registration  fee; 

3)  have  been  graduated  from  a school  of  physical  therapy 
approved  by  the  appropriate  council  of  the  American  Medical 
Association; 

4)  prove  to  the  satisfaction  of  the  State  Board  of  Medical 
Examiners  either  by  examination  (oral,  written  and  demon- 
stration) or  by  registration  with  a legally  constituted  board 
of  another  state  with  standards  approved  by  the  State  Board 
of  Medical  Examiners,  his  fitness  for  registration; 

5)  renew  his  registration  annually,  paying  an  adequate 
renewal  fee,  the  amount  of  which  shall  be  set  by  the  State 
Board  of  Medical  Examiners; 

6)  practice  only  upon  the  prescription  or  direction  of  a 
person  or  persons  licensed  to  practice  medicine  and  surgery 
in  the  State  of  Montana. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
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the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

At  the  Interim  Session  during  March,  a reso- 
lution pertaining  to  the  appointment  of  committee 
personnel  was  rejected  by  the  House  of  Delegates. 
The  authors  of  that  resolution  have  rewritten  it 
and  have  presented,  for  the  consideration  of  this 
House,  a new  resolution  upon  this  subject.  The 
revised  resolution  is  as  follows: 

WHEREAS,  It  is  our  belief  that  committee  appointments 
should  be  made  so  that  such  appointees  serve  their  terms 
concurrent  with  the  President  making  such  an  appointment; 
and 

WHEREAS,  It  is  also  our  belief  that  the  component  medical 
societies  may  serve  a useful  purpose  to  the  state  organization 
by  helping  select  members  for  committee  appointments;  and 

WHEREAS,  The  appointees  will  be  able  to  perform  their 
jobs  much  better  if  they  are  given  notice  prior  to  such 
appointment;  therefore  be  it 

RESOLVED,  That  the  President-Elect  shall  submit  to  the 
component  societies,  the  names  of  their  own  members  who 
are  desired  for  committees  or  other  appointed  positions  and 
that  these  names  shall  be  submitted  to  the  societies  by  the 
President-Elect  prior  to  the  Interim  Session  held  during 
his  tenure  of  office  as  such;  and  be  it  further 

RESOLVED,  That  if  the  member’s  local  society  objects 
to  the  suggested  appointment  of  any  of  its  members  to  a 
position,  it  shall  have  the  right  to  veto  such  appointment  by 
submitting  written  notice  to  the  President-Elect  not  later 
than  three  months  prior  to  the  next  annual  meeting. 

Your  reference  committee  recognizes  the  phil- 
osophy which  prompted  the  introduction  of  this 
resolution  and  believes  that  it  has  some  merit. 
Your  reference  committee,  however,  after  careful 
study  does  not  believe  that  it  can  recommend  the 
passage  of  this  resolution  and,  therefore,  recom- 
mends that  it  be  not  adopted. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Your  reference  committee  has  reviewed  with 
interest  and  care  the  following  resolution  regard- 
ing publication  of  “The  A.M.A.  News”  presented 
on  behalf  of  the  Southeastern  Montana  Medical 
Society  and  recommends  its  adoption: 

WHEREAS,  There  is  at  the  present  time  offered  to  all 
physicians  excellent  coverage  of  medical  and  paramedical 
news  through  the  agencies  of  “Scope,”  “Medical  News,” 
“Medical  Economics,”  “MD”  magazine  and  other  direct  mail 
sources;  and 

WHEREAS,  Notification  of  official  meetings  and  news 
of  medical  society  meetings  and  activities  is  at  present  pro- 
vided in  full  coverage  through  extant  publications  such  as 
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“Journal  of  the  A.M.A.”  and  the  various  regional  and  state 
organs;  and 

WHEREAS,  It  is  felt  by  this  Association  that  the  projected 
tabloid,  “The  A.M.A.  News,”  will  duplicate  the  above  sources; 
and 

WHEREAS,  It  is  of  great  concern  to  this  Association  that 
the  growth  of  bureaus  and  publications  within  the  fold  of 
organized  medicine  be  held  to  an  absolute  minimum  in  order 
that  such  growth  not  parallel  that  of  the  Federal  government; 
therefore  be  it 

RESOLVED,  That  this  Association  go  on  record  as  being 
opposed  to  the  publication  of  the  tabloid,  “The  A.M.A.  News,” 
by  the  American  Medical  Association;  and  be  it  further 

RESOLVED,  That  copies  of  this  resolution  be  sent  to 
A.M.A.  headquarters  and  to  the  various  other  state  medical 
associations. 

It  was  moved  by  Dr.  Sale  and  seconded  that 
this  portion  of  the  report  of  the  reference  commit- 
tee be  adopted.  Following  a discussion  of  this 
recommendation  of  the  reference  committee  upon 
this  resolution  about  the  publication  of  “The 
A.M.A.  News,”  however,  it  was  regularly  moved, 
seconded  and  carried  that  this  portion  of  the  refer- 
ence committee  report  be  tabled. 

Your  reference  committee  recommends  after 
study  the  adoption  of  the  following  resolution  on 
postgraduate  study  at  state  institutions: 

RESOLVED,  That  in  keeping  with  the  program  of  post- 
graduate studies  for  Montana  physicians,  it  be  proposed  that 
the  Montana  Tuberculosis  Sanitarium  at  Galen  and  the  State 
Hospital  at  Warm  Springs  arrange  to  provide  room  and 
board  for  one  week  to  any  Montana  physician  who  wishes 
to  visit  these  institutions  to  observe  and  study  their  thera- 
peutic procedures;  provided,  however,  that  only  one  such 
guest  physician  shall  be  in  attendance  during  any  given 
period  and  provided  further  that  physicians  desiring  to  under- 
take such  studies  complete  the  necessary  arrangements  and 
reservations  with  the  institution  well  in  advance. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

The  following  resolution  on  birth  certificates, 
introduced  by  E.  P.  Higgins,  M.D.,  of  Kalispell, 
was  carefully  studied  by  your  reference  commit- 
tee, and  it  recommends  the  adoption  of  this  reso- 
lution: 

WHEREAS,  Legitimacy  of  birth  is  in  the  province  of  the 
parents  and  not  the  child;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  through  its  Legislative  Committee  re- 
quest the  Legislative  Assembly  of  Montana  at  its  next  session 
to  authorize,  by  amendment  of  the  present  Montana  statutes, 
the  Bureau  of  Vital  Statistics  of  the  Montana  State  Board 
of  Health  to  delete  from  certificates  of  birth  the  section 
related  to  legitimacy,  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  forwarded 
to  the  Governor  of  the  State  of  Montana  and  to  the  Chairman 
of  the  Legislative  Council. 

It  was  moved  by  Dr.  Sale  and  seconded  that 
this  portion  of  the  report  of  the  reference  com- 
mittee be  adopted.  During  the  discussion  of  this 
report,  it  was  suggested  that  the  resolution  should 
also  recommend  the  deletion  of  the  name  of  the 
father  of  illegitimate  children  from  the  birth 
certificate.  It  was  pointed  out,  however,  that  such 
information  is  frequently  important  to  the  physi- 
cian when  he  needs  to  determine  hereditary  traits. 
Following  this  discussion,  the  motion  to  adopt 
this  portion  of  the  reference  committee  report  was 
carried. 

Your  reference  committee  discussed,  at  length. 
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the  following  resolution  on  adoption  introduced 
by  E.  P.  Higgins,  M.D.,  of  Kalispell,  and  for  several 
reasons  felt  compelled  to  recommend  that  it  be 
not  adopted: 

WHEREAS,  A child  born  under  the  stigma  of  illegitimacy 
may  be  unduly  subjected  to  unfavorable  environmental  con- 
ditions; and 

WHEREAS,  An  increased  burden  Is  placed  upon  welfare 
agencies  in  caring  for  such  children  and  the  unwed  maternal 
parent;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  through  its  Legislative  Committee  request 
the  Legislative  Assembly  of  Montana,  at  its  next  session,  to 
amend  Montana  statutes  so  that  it  will  become  mandatory 
that  the  birth  of  so-called  illegitimate  children,  after  the 
first,  of  an  identical  maternal  parent  be  considered  prima 
facie  evidence  of  incompetency  on  the  part  of  the  maternal 
parent  and  that  the  proper  agencies  shall  proceed  with  the 
formal  adoption  of  such  children;  and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  forwarded 
to  the  Governor  of  the  State  of  Montana  and  to  the  Chairman 
of  the  Legislative  Council. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  reference  committee  report.  This  motion  was 
seconded  and  carried. 

Your  reference  committee  recommends  the 
adoption  of  the  following  resolution  which  was 
introduced  on  the  floor  of  this  House  by  James  J. 
McCabe,  M.D.,  Helena: 

WHEREAS,  The  anticipated  population  increase  in  the 
United  States  indicates  that  all  states  may  need  a greater 
number  of  well-trained  physicians  in  the  years  to  come;  and 
WHEREAS,  The  State  of  Montana  has  no  facilities  in  its 
educational  system  for  the  training  of  physicians;  and 

WHEREAS,  The  people  of  Montana  have  in  the  past  been 
entirely  dependent  upon  the  private  and  tax  supported  insti- 
tutions In  other  states  to  educate  personnel  to  render  medical 
care  to  the  people  within  Montana;  and 

WHEREAS,  The  Legislature  has  ratified  an  educational 
compact  of  the  Western  States  and  has  made  Montana  an 
active  member  of  the  Western  Interstate  Commission  for 
Higher  Education,  which  program,  if  properly  implemented 
by  appropriated  funds,  will  adequately  supply  the  needed 
educational  facilities  and  thereby  furnish  a continuing  source 
of  medical  personnel  for  Montana  residents;  therefore  be  it 
RESOLVED,  That  the  Montana  Medical  Association  hereby 
reaffirm  itself  as  in  favor  of  Montana’s  participation  in  the 
Western  Interstate  Commission  for  Higher  Education;  and  be 
It  further 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  does  hereby  request  the  Governor  of 
the  State  of  Montana  and  the  Legislature  to  authorize  an 
adequate  appropriation  for  greater  implementation  of  the 
medical  student  program  under  the  Western  Interstate  Com- 
mission for  Higher  Education. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Your  reference  committee  recommends  adop- 
tion of  the  following  resolution  on  Referendum 
No.  61: 

WHEREAS,  We,  the  members  of  the  Montana  Medical 
Association,  believe  that  education  is  not  a luxury  but  one 
of  the  foundation  stones  of  society,  are  appreciative  of,  and 
in  support  of,  higher  education  in  the  State  of  Montana:  and 
WHEREAS,  Our  organization  is  aware  of  the  rapid  increase 
in  enrollment  which  has  taken  place,  and  will  take  place 
in  the  near  future  based  on  factual  projections  at  the  six 
units  of  the  university  system  of  Montana,  and  of  the 
resultant  operational  problems;  and 

WHEREAS,  Continued  operational  support  is  vital  to  the 
university  system,  the  young  people  of  Montana,  and  the 
welfare  of  the  state;  and 

WHEREAS,  The  passage  of  the  six-mill  levy,  Referendum 
No.  61,  for  the  renewal  of  operational  support  of  the  uni- 
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versity  system,  will  be  requested  of  the  citizens  of  Montana 
in  November;  therefore  be  it 

RESOLVED,  That  the  Montana  Medical  Association  go  on 
record  in  support  of  Referendum  No.  61  which  is  felt  to  be 
of  critical  importance  to  the  satisfactory  continuance  of 
Montana’s  higher  educational  system,  to  be  voted  on  at  the 
general  election,  November  4,  1958. 

Dr.  Sale  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried.  Dr.  Sale  then  moved 
the  adoption  of  the  report  of  the  Reference  Com- 
mittee on  Resolutions  and  New  Business  as 
amended  as  a whole. 

Reference  Committee  on 
Affiliated  Organizations 

The  following  report  of  the  Reference  Com- 
mittee on  Affiliated  Organizations  was  presented 
by  John  A.  Newman,  M.D.,  Chairman: 

Rocky  Mountain  Medical  Journal:  Your  refer- 
ence committee  notes  with  satisfaction  that  the 
Rocky  Mountain  Medical  Journal  continues  to 
operate  within  its  budget  and  agrees  that  great 
participation  by  Montana  physicians  is  certainly 
desirable  inasmuch  as  the  Journal  is  the  official 
publication  of  this  Association  and  represents  al- 
most the  only  outlet  for  scientific  articles  in  this 
area. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

State  Board  of  Medical  Examiners:  The  excel- 
lent informational  report  of  the  President  of  the 
State  Board  of  Medical  Examiners  has  been  re- 
viewed with  interest  by  your  reference  committee. 
This  report  is  extremely  complete  and  it  is  obvious 
that  the  Board  of  Medical  Examiners  is  operating 
well  under  the  Montana  Medical  Practice  Act. 
Any  criticism  that  it  may  be  receiving,  either 
directly  or  indirectly,  is  probably  unjustified  in- 
asmuch as  the  Board  does  not  have  the  power  to 
place  physicians  nor  to  regulate  the  degree  of 
their  skill.  It  is  the  belief  of  your  reference  com- 
mittee that  this  report  should  be  retained  by  all 
members  of  the  Montana  Medical  Association  for 
future  reference. 

Dr.  Newman  moved  the  adoption  of  this  por- 


tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Advisory  Committee  on  Narcotic  and  Alcohol 
Education:  Your  reference  committee  is  pleased  to 
note  from  this  report  that  there  has  been  an 
increased  activity  in  education  about  alcoholism 
in  various  centers  throughout  Montana.  Your  ref- 
erence committee  can  only  agree  that  such  in- 
creased activity  in  the  education  of  the  physicians 
in  Montana  on  this  subject  is  worthy,  and  it  urges 
all  physicians  to  take  a more  active  and  informed 
share  in  the  entire  program  of  alcoholism. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Woman’s  Auxiliary  to  the  Montana  Medical 
Association:  The  report  of  the  President  of  the 
Woman’s  Auxiliary  to  the  Montana  Medical  Asso- 
ciation was  received  and  studied  with  interest  by 
this  reference  committee.  It  is  gratified  with  the 
increased  participation  and  activity  of  the  Auxil- 
iary. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Advisory  Committee  for  Practical  Nursing:  The 
report  of  the  representative  of  this  Association  to 
the  Advisory  Committee  for  Practical  Nursing  was 
reviewed  thoughtfully  by  your  reference  commit- 
tee. The  Advisory  Committee  recognizes  the  need 
for  practical  nurses  and  for  additional  schools  of 
practical  nursing  within  the  state  for  the  training 
of  these  aides.  Your  reference  committee  recom- 
mends that  the  Montana  Medical  Association  vote 
to  support  the  establishment  of  additional  ap- 
proved schools  for  the  training  of  practical  nurses 
within  the  State  of  Montana  as  the  need  arises. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Montana  Health  Planning  Council:  Your  refer- 
ence committee  has  reviewed  the  activities  of  the 
Health  Planning  Council  which  includes  almost 
all  fields  of  medical  endeavor  in  the  State  of 
Montana.  The  attendance  at  meetings  of  the  Coun- 
cil and  the  progress  of  the  Council  has  been  grati- 
fying. Your  reference  committee  notes  with  regret 
the  resignation  of  the  representative  of  this  Asso- 
ciation to  the  Health  Planning  Council,  W.  G. 
Tanglin,  M.D.,  and  hopes  that  he  will  reconsider  it. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Montana  Physicians’  Service:  Your  reference 
committee  agrees  with  the  statement  of  the  Presi- 
dent of  Montana  Physicians’  Service  in  his  report 
that  M.P.S.  is  a factor  in  retaining  the  medical 
and  economic  freedom  of  physicians.  Your  refer- 
ence committee,  however,  must  emphasize  that 
physicians  and  the  Montana  Medical  Association 


no 


Rocky  Mountain  Medical  Journal 


If  you  were  to  examine  these  patients 


could  you 
detect 

the  asthmatic  on 


• Probably  not.  Not  without  a history. 

First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in  appearance, 
behavior  or  metabolism  sometimes  associated  with  corticotherapy. 

Even  vour  practiced  clinical  eye  would  find  it  difficult 
to  spot  someone  else’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the  advantages 
of  Medrol  right  away.  Why  not  try  it? 


Medrol 

hits  the  disease, 

but  spares  the 

patient 


The  Upjohn  Company,  Kalamazoo,  Michigan 


*T. 


iOEMARK,  REfS.  U.  S. 


•.  OFF METHYLPBEONISOLONE,  UPJOHN 


must  continue  to  be  the  primary  directors  in  bar- 
gaining for  medical  care  with  organizations  and 
individuals.  Your  reference  committee  also  be- 
lieves that  more  factual  information  regarding 
the  progress  and  plans  of  M.P.S.  for  the  future 
should  be  included  in  the  report  of  its  President 
to  this  body. 

Dr.  Newman  moved  the  adoption  of  this  por- 
tion of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Public  Health  League:  The  report  of  the  Public 
Health  League  of  Montana  was  submitted  by  its 
President,  E.  H.  Lindstrom,  M.D.,  who  represents 
this  Association  on  the  Board  of  Directors  of  the 
League.  Dr.  Lindstrom  reviewed  the  services  of- 
fered to  members  of  the  medical  profession  as 
well  as  to  interested  lay  persons  by  the  Public 
Health  League  and  by  its  bi-monthly  publication, 
‘‘Montana  Health.”  He  pointed  out  that,  although 
there  have  been  no  specific  problems  presented 
to  the  League  since  its  last  report  in  March,  public 
relations  is  a continuing  affair  and  that  the  League 
stands  ready  in  its  efforts  to  preserve  the  high 
standards  of  medicine  in  Montana. 

Dr.  Newman  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  Dr.  Newman 
then  moved  the  adoption  of  the  report  of  the 
Reference  Committee  on  Affiliated  Organizations 
as  a whole.  This  motion  was  seconded  and  carried. 

Reference  Committee  on  Health  and 
Well-Being 

The  following  report  was  read  by  Paul  J.  Cans, 
M.D.,  Chairman: 

Your  Reference  Committee  on  Health  and 
Well-Being  met  on  two  different  occasions  prior 
to  formulating  this  report. 

Report  of  the  Committee  on  Emergency  Medi- 
cal Service:  The  Committee  on  Emergency  Medical 
Service  in  its  report  recommended  that  each  local 
medical  society  assist  the  district  director  of  the 
civil  defense  health  service  plan  in  developing 
district  organizational  plans  for  the  health,  medi- 
cal and  radiological  services  of  their  district.  In  a 
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supplemental  report,  the  Chairman  of  the  Com- 
mittee on  Emergency  Medical  Service  also  recom- 
mended that  all  children  in  state  institutions  re- 
ceive immunization  for  poliomyelitis.  Your  refer- 
ence committee  concurs  in  these  recommendations 
and  suggests  their  approval  by  this  House  of  Dele- 
gates. 

Dr.  Cans  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Committee  on  Highway  Safety:  The  report  of 
the  Committee  on  Highway  Safety  contains  in- 
formation of  interest  to  all  of  us  as  citizens  of  the 
State  of  Montana,  and  the  reference  committee 
urges  that  it  be  read  by  each  member  of  this 
Association.  The  report  of  this  committee,  how- 
ever, contains  no  recommendations  or  requests 
for  action  by  this  House.  Your  reference  commit- 
tee, therefore,  recommends  that  it  be  received 
and  placed  on  file. 

Dr.  Gans  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Advisory  Committee  to  State  Institutions:  A 
well  formulated  and  commendable  report  was 
presented  to  this  House  of  Delegates  by  the 
Advisory  Committee  on  State  Institutions.  The 
work  of  this  committee,  as  evidenced  by  its  report, 
required  much  time  and  effort  as  well  as  the 
expenditure  of  personal  funds  to  complete  its 
study.  For  the  information  of  this  House  of  Dele- 
gates, your  reference  committee  wishes  to  remind 
the  House  that  the  Advisory  Committee  on  State 
Institutions  was  created  by  its  action  to  provide 
assistance  and  advice  to  the  various  state  institu- 
tions in  problems  pertaining  to  medicine  and 
medical  care.  The  State  Board  of  Examiners  in 
October,  1957,  welcomed  the  formation  of  this 
committee  and  assured  it  of  the  cooperation  of  all 
institutions.  The  committee,  upon  its  organization, 
established  the  following  objectives: 

1)  It  should  concern  itself  only  with  medical  problems  at 
the  various  state  institutions. 

2)  All  state  institutions  should  be  visited  and  the  medical 
facilities  and  technics  evaluated  comparatively. 

3)  Problems  should  be  presented  to  the  Montana  Medical 
Association,  the  responsible  boards  of  the  various  institutions, 
the  State  Board  of  Examiners  and,  where  necessary,  the  lay 
public  and  allied  professional  groups  should  be  alerted  to 
the  needs  of  the  institutions. 

The  Advisory  Committee  on  State  Institutions 
reports  that  it  visited  all  state  institutions  be- 
tween January  and  August,  1958,  and  that  its 
members  were  astounded  at  the  lack  of  coordina- 
tion and  lack  of  medical  policy  between  these 
institutions.  The  Advisory  Committee  states  in  its 
report  that: 

“There  is  no  evidence  of  standardization  of  professional 
technics  in  any  of  the  10  state  institutions.  There  would 
seem  to  have  been  a need  for  many  years  for  the  information 
gathered  by  this  committee.  Correlation  of  Institutional  medi- 
cal practices  must  be  achieved  if  those  persons  for  whom 
the  State  of  Montana  bears  responsibility  are  to  receive 
equal  opportunity  of  proper  medical  care.  At  the  present 
time,  this  is  not  the  situation.  This  committee  has  seen 
evidence  of  the  highest  standards  in  some  areas  while  in 
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others  acceptable  minimums  are  not  achieved.  We  are  grateful 
to  have  had  the  opportunity  to  explore  these  problem  areas 
and  hope  that  this  year’s  activities  will  be  the  starting  point 
for  cooperation  and  coordination  between  institutions  that 
will  result  in  one  brand  of  superior  medical  care  for  all 
inmates  of  Montana’s  10  institutions.” 

Your  reference  committee  at  the  request  of 
the  chairman  of  the  Advisory  Committee  recom- 
mends that  the  report  of  this  committee  be  amend- 
ed as  follows: 

1)  By  changing  the  word  “prescriptions”  to 
“therapy”  in  paragraph  9 on  page  2,  and 

2)  by  the  deletion  of  the  entire  paragraph  num- 
bered 5 on  page  5 under  the  comment  of  the  com- 
mittee about  the  Montana  State  Home  for  the 
Senile  Aged. 

The  first  recommendation  of  the  reference  com- 
mittee is  merely  to  correct  the  terminology  of  the 
report.  The  second  recommendation  of  the  refer- 
ence committee  to  delete  a paragraph  in  the  report 
of  the  Advisory  Committee  about  the  Home  for 
the  Senile  Aged  is  suggested  because,  in  the  opin- 
ion of  your  reference  committee,  the  information 
in  this  paragraph  is  unrealistic  since  it  is  based 
on  inadequate  records;  the  information  should, 
therefore,  be  reinvestigated. 

State  institutions 

The  Advisory  Committee  on  State  Institutions 
at  the  conclusion  of  its  report  submitted  the  fol- 
lowing recommendations: 

1)  That  this  report  be  transmitted  to  the  State  Board  of 
Examiners  for  its  information  and  appropriate  action; 

2)  that  this  report  and  the  information  therein  be  made 
available  to  the  Montana  Legislative  Council  and  interested 
legislators; 

3)  that  this  committee  be  continued  as  a permanent  com- 
mittee of  the  Montana  Medical  Association,  and  that  its 
services  and  opinions  be  available  to  institutions  and  officials 
of  the  State  of  Montana  as  desired; 

4)  that  budgetary  provision  be  made  to  recompense  mem- 
bers of  this  committee  in  the  future  for  actual  expenses  while 
on  committee  activity; 

5)  that  the  members  of  the  Montana  Medical  Association 
make  concerted  individual  efforts  to  support  those  needed 
legislative  changes  that  are  made  apparent  by  this  report; 

6)  that  the  Montana  Medical  Association  sponsor  or  assist 
in  organizing  an  annual  meeting  of  institutional  physicians 
and  administrators  to  discuss  mutual  problems; 

7)  that  standard  basic  history  and  physical  examination 
forms  should  be  achieved  for  all  Institutions  for  pre-admission 
and  admission  studies; 

8)  that  medical  engineering  be  accomplished  to  standardize 
proper  procedures  of  admission,  medical  records,  medical 
salaries,  drug  procurement,  institutional  personnel  training, 
communicable  disease  control,  and  such  matters,  as  well  as 
priority  of  funds  so  that  the  greatest  needs  will  be  met  in 
proper  order. 

Your  reference  committee  approves  of  each  of 
these  recommendations  of  the  Advisory  Commit- 
tee and  recommends  their  adoption  by  this  House 
of  Delegates. 

Dr.  Gans  moved  the  adoption  of  the  amend- 
ments to  the  report  of  the  Advisory  Committee 
on  State  Institutions  and  of  this  portion  of  the 
report  as  thus  amended  of  the  reference  commit- 
tee. This  motion  was  seconded  and  carried. 

Several  members  of  the  House  of  Delegates 
commented  upon  the  report  of  the  Advisory  Com- 
mittee on  State  Institutions  and  suggested  that 


it  was  a most  significant  achievement.  The  Chair- 
man of  the  Advisory  Committee  discussed  certain 
portions  of  the  report  for  the  information  of  the 
delegates  and  commented  that  since  the  time  of 
inspection  of  certain  state  institutions  by  the  com- 
mittee, many  improvements  have  been  initiated. 
It  was  also  suggested  during  the  discussion  of  this 
report  that  copies  of  it  should  be  forwarded  to 
the  State  Board  of  Education  as  well  as  the  State 
Board  of  Examiners  since  certain  state  institutions 
are  responsible  to  the  State  Board  of  Education. 

During  the  discussion  of  this  report,  it  was 
pointed  out  that  the  administration  of  the  Montana 
State  Tuberculosis  Sanitarium  had  requested  the 
opinion  of  this  Association  upon: 

1)  Should  the  Sanitarium  interpret  chest  x-ray  films  for 
private  physicians,  and 

2)  should  it  hire  consultants  on  a fee  for  service  basis? 

Following  a discussion  of  this  request  for  the 
opinion,  it  was  regularly  moved,  seconded  and 
carried  that  the  radiological  staff  of  the  Sani- 
tarium discontinue  the  practice  of  interpreting 
routine  chest  x-ray  films  for  physicians  engaged 
in  private  practice;  but  that  this  staff  continue  to 
interpret  such  x-rays  when  there  is  a reasonable 
suspicion  of  chest  pathology.  No  action  was  taken 
by  the  House  of  Delegates  upon  the  request  for 
an  opinion  about  the  employment  of  consultants 
on  a fee  for  service  basis  since  the  Superintendent 
of  the  Sanitarium  reported  to  the  House  that  this 
particular  problem  has  been  resolved  and  specific 
action  upon  it  is  not  now  required.  During  the 
discussion  of  the  employment  of  consultants,  how- 
ever, the  opinion  was  expressed  that  such  con- 
sultants should  be  certified  or  eligible  for  certifi- 
cation by  the  appropriate  specialty  board. 

Dr.  Gans  moved  that  the  report  of  the  Refer- 
ence Committee  on  Health  and  Well-Being  be 
adopted,  as  amended,  as  a whole.  This  motion  was 
seconded  and  carried. 

The  second  session  of  the  House  of  Delegates 
recessed  at  6:15  p.m. 


THIRD  SESSION 
September  13.  1958 

The  third  session  of  the  80th  Annual  Meeting 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  John  A.  Layne, 
M.D.,  President,  at  1:45  p.m.,  in  the  Rimrock  Room 
of  the  Northern  Hotel. 

Following  the  roll  call.  Secretary  T.  R.  Vye, 
M.D.,  announced  that  a quorum  was  present. 

Upon  motion  regularly  seconded  and  carried, 
the  following  were  seated  as  delegates  from  the 
component  society  indicated:  Philip  D.  Pallister, 
M.D.,  Boulder,  Lewis  and  Clark  Medical  Society; 
G.  D.  Carlyle  Thompson,  M.D.,  Helena,  Lewis  and 
Clark  Medical  Society;  Amos  R.  Little,  Jr.,  M.D., 
Helena,  Lewis  and  Clark  Medical  Society;  H.  D. 
Rossiter,  M.D.,  Sheridan,  Silver  Bow  County  Medi- 
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cal  Society;  George  M.  Donich,  M.D.,  Anaconda, 
Mount  Powell  Medical  Society;  A.  L.  Goulding, 
M.D.,  Billings,  Yellowstone  Valley  Medical  So- 
ciety; John  S.  Gilson,  M.D.,  Great  Falls,  Cascade 
County  Medical  Society. 

Reference  Committee  on 
Scientific  Work 

The  following  report  of  the  Reference  Com- 
mittee on  Scientific  Work  was  presented  by  Eliza- 
beth Grimm,  M.D.,  Chairman; 

Your  Reference  Committee  on  Scientific  Work 
reviewed  carefully  the  reports  submitted  to  it  and 
wishes  to  present  the  following  suggestions  and 
recommendations  for  approval  by  this  House: 

Arthritis  and  Rheumatism  Committee:  The 
Arthritis  and  Rheumatism  Committee  reports  that 
it  now  has  some  moneys  available  with  which  to 
work  toward  the  formation  of  a Montana  Chapter 
of  the  Arthritis  and  Rheumatism  Foundation.  This 
committee  endorsed  the  resolution  on  rehabilita- 
tion presented  by  L.  W.  Allard,  M.D.,  at  the  last 
Interim  Session  and  it  is  noteworthy  to  report 
that  this  is  the  only  committee  which  commented 
upon  this  resolution  although  it  was  referred  to 
five  other  standing  committees  of  the  Association 
for  review.  The  Arthritis  and  Rheumatism  Com- 
mittee has  submitted  no  recommendations  for 
action  by  this  House  of  Delegates.  Your  reference 
committee,  therefore,  suggests  that  the  report  be 
received  and  placed  on  file. 

Dr.  Grimm  moved  that  this  portion  of  the 
report  of  the  reference  committee  be  adopted. 
This  motion  was  seconded  and  carried. 

Cancer  Committee:  Members  of  this  House  of 
Delegates  will  recall  that  at  the  last  Interim 
Session  the  House  voted  to  approve  a recommen- 
dation by  the  Cancer  Committee  that  the  value 
of  a tumor  registry  be  reconsidered.  The  Cancer 
Committee,  in  its  present  report,  emphasizes  that 
the  reactivation  of  this  registry  should  be  con- 
sidered on  a trial  basis  until  its  worth  is  proven. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 
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Maternal  and  Child  Welfare  Committee:  Your 
reference  committee  wishes  to  commend  the  Ma- 
ternal and  Child  Welfare  Committee  upon  its 
ambitious  plans  for  enlarging  the  sphere  of  its 
activities.  It  is  gratifying  to  know  that  there  was 
better  than  fourfold  increase  over  last  year  in 
the  attendance  of  physicians  at  the  institutes  on 
maternal  and  newborn  care  during  June.  Since 
this  standing  committee  has  presented  no  specific 
recommendations  for  action  by  this  House,  your 
reference  committee  suggests  that  its  report  be 
received  and  placed  on  file. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Rheumatic  Fever  and  Heart  Committee:  Mem- 
bers of  the  House  of  Delegates  will  recall  that  the 
Rheumatic  Fever  and  Heart  Committee  at  the 
Interim  Session  reported  that  the  Montana  Heart 
Association  was  considering  the  proposal  of  a 
pharmaceutical  manufacturer  to  provide  oral  peni- 
cillin at  a reduced  charge  to  rheumatic  fever 
patients  for  prophylaxis  against  recurrence.  After 
consideration  of  the  medical  aspects  of  this  pro- 
posal, the  committee  recommended  to  the  Montana 
Heart  Association  that: 

1)  No  program  of  penicillin  prophylaxis  for  rheumatic 
fever  patients  sponsored  by  the  Montana  Heart  Association 
should  endorse  one  form  of  penicillin  prophylaxis  (oral 
tablets)  over  another  (injectable)  but  that  both  forms  should 
be  Incorporated  in  the  plan  if  possible; 

2)  the  practice  of  prophylaxis  against  rheumatic  fever 
using  penicillin  (oral  or  injectable)  or  sulphanomides  as 
recommended  by  the  American  Heart  Association  is  recom- 
mended to  the  physicians  of  this  state. 

Your  reference  committee  concurs  in  these  pro- 
posals and  recommends  their  approved  by  this 
House  of  Delegates. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  Rheumatic  Fever  and  Heart  Committee  in 
its  report  also  recommended  that  surgeons  in 
order  to  be  approved  for  participation  in  State 
Board  of  Health  programs  involving  cardiac  sur- 
gery shall  be  eligible  for  certification,  or  are  certi- 
fied by,  the  American  Board  of  Thoracic  Surgery 
and  that  the  anesthesia  for  such  surgery  shall  be 
administered  by  an  anesthesiologist  who  is  eligible 
for  certification,  or  is  certified  by,  the  American 
Board  of  Anesthesiology.  Both  the  Rheumatic 
Fever  and  Heart  Committee  and  the  reference 
committee  recognize  a discriminatory  aspect  in 
such  a recommendation  but  neither  committee  is 
able  to  offer  a better  solution  to  the  problem  of 
establishing  standards  for  participation  in  such 
programs.  Furthermore,  a similar  requirement  is 
already  in  effect  to  establish  the  eligibility  of 
physicians  for  the  performance  of  orthopedic  sur- 
gery under  programs  sponsored  by  the  State 
Board  of  Health.  Your  reference  committee  recom- 
mends the  approval  of  this  standard. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
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of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Tuberculosis  Committee:  The  Tuberculosis 
Committee  submitted  a draft  of  a legislative  pro- 
posal which,  it  is  anticipated,  will  be  presented 
to  the  Legislative  Assembly  at  its  next  session 
for  enactment  if  approved  by  this  House  of  Dele- 
gates. After  consultation  with  the  legal  counsel  of 
this  Association,  the  Tuberculosis  Committee  has 
amended  to  a considerable  extent  its  original 
legislative  proposal.  These  amendments  or  revi- 
sions to  the  proposed  legislation  have  been  re- 
viewed carefully  by  your  reference  committee, 
and  it  concurs  with  them.  It  is  also  the  under- 
standing of  your  reference  committee  that  there 
may  be  additional  minor  changes  in  the  wording 
of  this  proposed  legislation  suggested  by  the  legal 
counsel  but  that  no  changes  in  the  principles  of 
the  proposed  act  will  be  made.  Your  reference 
committee  recommends  approval  by  the  House  of 
Delegates  of  the  amended  legislative  proposal  of 
the  Tuberculosis  Committee.  (The  proposed  re- 
visions to  this  suggested  legislation  were  outlined 
in  detail  to  members  of  the  House  of  Delegates 
by  the  Chairman  of  the  reference  committee.) 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Resolution  on  Rehabilitation  Services:  At  the 
Interim  Session  of  this  Association  last  March, 
action  upon  the  resolution  on  rehabilitation  serv- 
ices introduced  by  Louis  W.  Allard,  M.D.,  was 
deferred  in  order  that  certain  standing  commit- 
tees of  this  Association  may  have  an  opportunity 
to  present  their  opinions  and  recommendations  to 
this  reference  committee  upon  the  resolution.  It 
has  been  pointed  out  to  this  reference  committee 
that  the  present  wording  of  the  resolution  may 
permit  a misinterpretation  of  the  intent  of  the  reso- 
lution. In  the  opinion  of  this  reference  committee 
the  use  of  the  word  “principles”  could  imply  that 
the  Montana  Medical  Association  must  approve 
plans  for  construction,  maintenance  and  operation 
of  all  rehabilitation  centers.  Your  reference  com- 
mittee, therefore,  suggests  that  the  last  paragraph 
of  this  resolution  be  amended  to  read  as  follows: 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  endorse  the  principle  that  the  construc- 
tion, maintenance  and  operation  of  comprehensive  rehabilita- 
tion services  in  Montana’s  larger  population  areas  be  planned 
in  such  a way  that  these  centers  will  serve  most  economically 
both  in-patients  and  out-patients. 

As  amended,  your  reference  committee  recom- 
mends the  adoption  of  this  resolution. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Resolution  on  Air  Transportation  of  Biologic 
Agents:  The  resolution  introduced  by  G.  D.  Car- 
lyle Thompson,  M.D.,  upon  air  shipment  of  bio- 
logic agents,  members  of  this  House  will  recall, 
indicates  that  the  United  States  Post  Office  De- 


partment proposes  to  issue  regulations  to  exclude 
from  airmail  any  matter  specifically  excluded 
from  air  shipment  in  lawfully  filed  or  published 
tariffs  of  air  carriers.  Final  date  for  hearings  upon 
this  proposed  regulation  was  established  as  Sep- 
tember 22,  1958.  If  this  regulation  becomes  effec- 
tive, it  is  possible  that  no  etiologic,  diagnostic  or 
therapeutic  agents  will  be  carried  by  airmail. 
Since  in  many  instances  airmail  is  the  only  way 
in  which  such  materials  may  be  transported  from 
one  place  to  another  because  speed  of  transporta- 
tion is  essential  to  the  preservation  of  the  material, 
such  a regulation  would  be  detrimental  to  the 
preservation  of  health  and  well-being  of  the  Amer- 
ican people.  Your  reference  committee,  therefore, 
recommends  the  adoption  of  the  following  resolu- 
tion by  this  House  of  Delegates: 

WHEREAS,  The  Post  Office  Department  of  the  United 
States  Government  proposes  to  issue  a regulation  which  will 
exclude  from  airmail  any  matter  specifically  excluded  from 
air  shipment  in  lawfully  filed  or  published  tariffs  of  air 
carriers;  and 

WHEREAS,  A number  of  major  air  carriers  have  recently 
specifically  excluded  etiologic  agents  from  air  shipment  in 
their  lawfully  filed  and  published  tariffs  and  in  one  instance 
an  air  carrier  has  also  recently  excluded  diagnostic  specimens; 
and 

WHEREAS,  Technics  have  been  evolved  and  have  been 
in  use  for  decades  which  have  permitted  the  safe  use  of  the 
mails  for  shipment  of  such  materials  and  no  infections  have 
resulted  because  of  the  transportation  of  such  specimens;  and 

WHEREAS,  Air  shipment  of  etiological,  diagnostic  and 
therapeutic  agents  in  Montana  and  in  the  nation  is  often 
fundamental  to 

1)  the  prompt  and  successful  diagnosis  and  treatment  of 
patients; 

2)  the  control  of  disease  at  local,  state,  national  and  inter- 
national levels; 

3)  the  national  defense; 

4)  teaching  of  health  and  medical  sciences; 

5)  health  and  medical  research;  and 

WHEREAS,  The  proposed  and  already  adopted  restrictions 
on  use  of  air  shipment  for  biologic  agents  is  detrimental  to 
the  preservation  of  the  health  and  well-being  of  the  American 
people;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  oppose  any  change  in  United  States  Post 
Office  Department  regulations  which  would  exclude  from 
airmail  any  etiologic,  diagnostic  or  therapeutic  agents;  and 
be  it  further 

RESOLVED,  That  the  Montana  Medical  Association  urge 
that  all  airlines  accept  for  air  shipment  and  publish  the 
necessary  tariffs  for  such  shipment  of  all  etiologic,  diagnostic 
and  therapeutic  agents  that  meet  appropriate  packaging  re- 
quirements to  protect  all  persons  concerned  with  their  han- 
dling or  with  their  possible  contact  during  shipment;  and  be  it 
further 

RESOLVED,  That  the  Montana  Medical  Association  urge 
the  United  States  Public  Health  Service  to  continue  its  study 
and  make  necessary  recommendations  relative  to  any  im- 
provement which  is  found  to  be  necessary  regarding  the  air 
transportation  of  biologic  agents;  and  be  it  further 

RESOLVED,  That  the  Secretary  of  the  Montana  Medical 
Association  forward  a copy  of  this  resolution  to  the  President 
of  the  United  States,  the  United  States  Post  Office  Depart- 
ment, the  American  Medical  Association,  the  Montana  Con- 
gressional Delegates,  the  Surgeon  General  of  the  United 
States  Public  Health  Service,  the  Air  Transport  Association 
and  Northwest,  Western  and  Frontier  Airlines  before  Septem- 
ber 22,  1958,  the  final  date  established  by  the  United  States 
Post  Office  Department  for  hearings  on  the  proposed  regu- 
lation changes. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  resolution  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Resolution  on  Abolishment  of  Payment  by 
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Counties  for  Care  of  Tuberculosis  Patients:  The 
purpose  of  the  resolution  introduced  by  Paul  R. 
Ensign,  M.D.,  to  abolish  the  payment  by  counties 
of  $1.00  per  day  toward  the  care  of  patients  in  the 
Montana  State  Tuberculosis  Sanitarium  in  Galen 
is  to  facilitate  the  early  admission  of  tuberculosis 
patients  to  the  Sanitarium.  This  is  accomplished 
by  the  elimination  of  the  necessity  for  an  investi- 
gation of  each  patient  by  the  county  welfare  de- 
partments before  it  authorized  the  admission.  If 
the  diagnosis  is  made  in  a county  other  than  that 
of  the  patient’s  residence,  it  requires  an  investi- 
gation by  both  counties  and,  thus,  further  delay 
in  admission.  For  these  reasons,  your  reference 
committee  recommends  the  adoption  of  the  follow- 
ing resolution  by  the  House  of  Delegates; 

WHEREAS,  Under  the  present  operation  of  the  Montana 
State  Tuberculosis  Sanitarium  the  State  of  Montana  is  paying 
approximately  92  per  cent  of  the  cost  of  the  care  of  tubercu- 
losis patients:  and 

WHEREAS,  The  counties  are  paying  only  approximately 
8 per  cent;  and 

WHEREAS,  County  departments  of  welfare  by  law  must 
determine  the  means  status  of  the  patient;  and 

WHEREAS,  The  application  of  the  required  standards  by 
the  departments  of  public  welfare  presents  a tremendous 
stumbling  block  to  the  early  admission  of  the  tuberculosis 
patient  and  frequently  creates  antagonisms  undoing  the  pains- 
taking educational  work  of  the  health  departments  and  the 
private  physicians;  and 

WHEREAS,  The  present  welfare  role  in  the  isolation  and 
care  of  the  tuberculosis  patient  is  only  a question  of  the 
payment  of  a very  small  fraction  of  the  total  cost  of  care 
but  results  in  a considerable  delay  in  the  early  hospitalization: 
and 

WHEREAS,  Tuberculosis  is  a state-wide  problem  not  con- 
fined by  county  boundaries;  and 

WHEREAS.  Residency  status  must  be  determined  by 
county,  and  the  county  where  the  patient  is  diagnosed  must 
make  financial  arrangements  with  the  county  of  residence 
although  the  health  officer  of  the  county  in  which  the  case 
is  diagnosed  is  responsible  by  law  for  the  proper  isolation 
of  the  patient;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  recommend  1)  the  abolishment  of  the 
payment  by  counties  of  the  $1.00  per  day  charge  for  patient 
care  which  the  counties  are  presently  paying;  2)  that  the 
county  health  officer  be  empowered  to  arrange  with  the 
Superintendent  of  the  State  Tuberculosis  Sanitarium  for  the 
admission  of  the  tuberculosis  patient  in  the  Sanitarium;  3 1 
and  that  this  House  instruct  the  Committee  on  Tuberculosis 
to  prepare  legislation  to  this  effect  for  consideration  by  the 
1959  Legislative  Assembly. 

Resolution  on  Care  of  Non-Residents  with 
Communicable  Tuberculosis:  The  following  reso- 
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lution  introduced  by  Paul  R.  Ensign,  M.D.,  is  also 
recommended  by  this  reference  committee  to  this 
House  of  Delegates  for  adoption: 

WHEREAS,  Under  present  Montana  law  the  non-resident 
tuberculosis  patient  cannot  be  admitted  to  the  Montana  State 
Tuberculosis  Sanitarium  and  must  be  treated  in  a local  facility 
often  at  the  expense  of  the  county;  and 

WHEREAS,  Many  counties  lack  facilities,  and  the  State 
Sanitarium  has  facilities  available;  and 

WHEREAS,  The  care  of  this  patient  in  a local  facility  may 
be  approximately  twice  the  cost  of  care  in  the  State  Sani- 
tarium; and 

WHEREAS,  Counties  with  good  case-finding  activities  may 
be  obliged  to  pay  hospital  rates  of  $20.00  to  $30.00  per  day 
for  the  care  of  these  patients  and  are  in  a sense  being  penal- 
ized for  the  efficiency  of  their  case-finding  activities;  and 
WHEREAS,  Transients  are  a segment  of  the  population 
known  to  have  a high  tuberculosis  rate,  and  these  individuals 
cannot  be  legally  evicted  from  the  state;  and 

WHEREAS,  The  cost  to  a county  for  the  care  of  non- 
residents discourages  good  case-finding  activity  among  the 
transient  population;  and 

WHEREAS,  The  medical  care  of  these  patients  must  be 
paid  for  by  either  the  county  concerned  or  by  the  State  of 
Montana;  and 

WHEREAS,  Tuberculosis  in  the  non-resident  transient  is 
no  less  communicable  than  tuberculosis  in  the  resident:  and 
WHEREAS,  The  problem  of  tuberculosis  in  the  transient 
constitutes  an  increasingly  important  reservoir  of  uncontrolled 
tuberculosis  for  Montana  residents;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Montana 
Medical  Association  instruct  its  Committee  on  Tuberculosis 
to  review  the  existing  restrictions  on  the  care  of  the  non- 
resident with  communicable  tuberculosis  and  to  rewrite  this 
legislation  in  accordance  with  the  above  enumerated  prin- 
ciples for  presentation  to  the  1959  Legislative  Assembly. 

Dr.  Grimm  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Mental  Hygiene  Committee:  The  report  of  the 
Mental  Hygiene  Committee  points  out  that  the 
existing  commitment  laws  in  Montana  are  out- 
moded and  harmful  because  the  language  and  pro- 
cedures in  these  laws  suggest  that  the  patients 
have  committed  a criminal  offense  rather  than 
that  they  are  ill  persons.  The  committee  has 
studied  many  model  state  laws  and  believes  that 
its  proposal  for  changing  the  present  commitment 
laws  will  correct  these  laws  in  Montana.  The 
report  of  the  Mental  Hygiene  Committee  to  this 
Association  was,  in  addition,  unanimously  ap- 
proved by  the  Montana  Society  for  Psychiatry, 
Neurology  and  Neurosurgery  and  your  reference 
committee  urges  approval  of  the  following  recom- 
mendation of  the  Mental  Hygiene  Committee: 
We  recommend  that  the  House  of  Delegates  of  the 
Montana  Medical  Association  go  on  record  as 
favoring  changes  in  our  present  commitment  laws 
to  be  more  in  line  with  the  September,  1952,  revi- 
sion of  “A  Draft  Act  Governing  Hospitalization  of 
the  Mentally  111,”  published  by  the  U.  S.  Public 
Health  Service,  and  further  that  a special  com- 
mittee be  appointed  to  seek  collaboration  to  this 
end  with  the  Legislative  Council  of  the  Legislative 
Assembly.  It  is  our  recommendation  that  such  a 
committee  include  members  of  the  Mental  Hy- 
giene Committee  of  the  Montana  Medical  Associa- 
tion; members  of  the  Advisory  Committee  to  State 
Institutions  and  members  of  the  Montana  Society 
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of  Psychiatry,  Neurology  and  Neurosurgery. 

Dr.  Grimm  moved  the  approval  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  Dr.  Grimin  then 
moved  the  approval  of  the  report  of  the  Refer- 
ence Committee  on  Scientific  Work  as  a whole. 
This  motion  was  seconded  and  carried. 

State  Board  oj  Health 

For  the  information  of  the  members  of  the 
House  of  Delegates,  President  Layne  requested 
G.  D.  Carlyle  Thompson,  M.D.,  Acting  Executive 
Officer  of  the  State  Board  of  Health,  to  summarize 
the  so-called  Thompson  Act  in  Section  69-2917  of 
the  Revised  Codes  of  Montana,  1947.  Dr.  Thompson 
then  read  Section  A of  this  Act  which  states  that: 

“Notwithstanding  any  other  provision  in  this  act,  no 
person,  firm,  association,  corporation,  public  or  private,  and 
no  religious  group,  etc.,  . . . conducting  or  operating  directly 
or  as  a lessee  ...  a hospital  or  hospitals  not  maintained  for 
private  or  corporate  pecuniary  profit,  or  operating  or  con- 
ducting a hospital  or  hospitals  as  a public  charity  any  of 
these  hospitals  being  exempt  under  state,  county  or  municipal 
laws  by  reason  of  their  non-profit  or  charitable  nature  . . . 
‘shall  in  any  manner  or  by  any  device  discriminate  between 
the  patients  of  any  regularly  licensed  physieians  for  or  upon 
any  ground  or  reason  whatever,  including  the  fact  that  any 
such  physician  is  not  a member  of  the  medical  or  surgical, 
or  other  staff,  clinic,  or  internal  instrumentality  of  such 
hospital.  All  such  hospitals  are  hereby  directed,  required  and 
compelled  to  admit,  receive  and  care  for  patients  of  any 
regularly  licensed  physician  and  surgeon,  under  the  same 
terms  and  conditions  as  may  be  established  and  promulgated 
by  the  governing  authortiy,  management  or  staff  of  said 
hospital  for  the  patients  of  any  other  regularly  lieensed 
physician  without  discrimination,  direct  or  indirect.’  ’’ 

Osteopathic  report 

President  Layne  then  announced  that  the 
House  of  Delegates  would  consider  action  upon  the 
motion  of  Dr.  Gold  which  was  postponed  at  a 
previous  session  of  this  House.  This  motion  was 
“that  the  report  of  the  Liaison  Committee  to  the 
Montana  Osteopathic  Association  be  adopted.” 
Following  a discussion  during  which  it  was  indi- 
cated that  the  standards  of  medical  practice  in 
Montana  should  not  be  lowered,  it  was  moved  by 
Amos  R.  Little,  Jr.,  M.D.,  and  seconded  that  cer- 
tain sections  of  the  report  of  the  Liaison  Com- 
mittee to  the  Montana  Osteopathic  Association  be 
deleted  so  that  it  will  read  as  follows: 

The  Liaison  Committee  of  the  Montana  Medical 
Association  met  with  a similar  committee  of  the 
Montana  Osteopathic  Association,  Saturday,  June 
28,  at  1:30  p.m.,  in  the  Placer  Hotel,  Helena. 

Montana  Medical  Association  members  present 
were:  Thomas  L.  Hawkins,  M.D.,  Helena;  S.  C. 
Pratt,  M.D.,  Miles  City;  and  Arthur  R.  Kintner, 
M.D.,  Missoula.  M.  A.  Gold,  M.D.,  of  Butte,  was 
absent.  Members  of  the  Montana  Osteopathic  Asso- 
ciation present  were:  Richard  D.  Wheaton,  D.O., 
Helena;  Lester  F.  Howard,  D.O.,  Great  Falls;  and 
Warren  E.  Monger,  D.O.,  Dillon.  Dean  M.  Grewell, 
D.O.,  of  Billings,  was  absent. 

A friendly  and  open  discussion  of  osteopathy 
in  general,  the  extent  of  osteopathic  training, 
osteopathic  schools  and  their  requirements,  took 


place.  The  various  types  of  licensure  as  provided 
by  the  different  states  were  also  discussed. 

It  is  the  intention  of  the  Montana  Osteopathic 
Association  to  introduce  a bill  at  the  next  session 
of  the  legislature  which  would  allow  osteopaths 
to  become  licensed  to  practice  medicine  and  sur- 
gery in  Montana.  The  Osteopathic  Committee 
furnished  us  copies  of  two  bills  which  they  have 
had  prepared.  One  bill  provides  a composite  board 
and  the  other,  separate  boards;  a medical  board 
and  an  osteopathic  board.  Copies  of  both  of  these 
bills  have  been  submitted  and  are  on  file  in  the 
Executive  Office.  In  both  bills  they  are  attempting 
to  nullify  the  effect  of  the  Thompson  Act  insofar 
as  the  licensing  of  osteopathic  physicians  is  con- 
cerned. 

The  question  of  cultism  usually  is  brought  up 
in  some  manner  during  any  discussion  of  osteop- 
athy, and  it  was  discussed  at  this  meeting.  The 
Cline  report,  with  which  most  of  you  are  familiar 
to  a variable  degree,  as  you  will  recall,  stated  that 
osteopathic  schools  were  giving  less  attention  to 
the  teaching  of  osteopathic  principles  and  technics. 
However,  Lawrence  W.  Mills,  Director  of  Educa- 
tion of  the  American  Osteopathic  Association  in 
Chicago,  testifying  before  the  Legislative  Commit- 
tee in  the  State  of  Minnesota,  September,  1957, 
stated  that  the  time  and  effort  spent  in  the  instruc- 
tion of  osteopathic  principles  and  technics,  is 
increasing  rather  than  decreasing,  indicating  that 
the  osteopathic  schools  have  no  intention  of  elim- 
inating some  of  those  ideas  which  have  been 
objectionable  insofar  as  the  medical  profession  is 
concerned. 

It  is,  however,  our  impression  that  the  mem- 
bers of  the  osteopathic  committee  with  whom  we 
met,  are  of  the  opinion  that  these  concepts  are 
being  slowly  eliminated.  This  is  substantiated  to 
some  degree  by  a recent  decision  of  the  American 
Osteopathic  Association  to  drop  from  its  Consti- 
tution the  name  of  its  founder.  Dr.  Andrew  Taylor 
Still  (Washington  Letter,  A.M.A.,  July  1958). 

It  has  been  hoped  that  the  House  of  Delegates 
of  the  American  Medical  Association  would  formu- 
late a definite  policy  which  would  be  useful  as  a 
guide  to  the  various  state  medical  associations. 
Since  no  action  was  taken  at  the  recent  meeting 
of  the  House  of  Delegates  of  the  American  Medical 
Association,  it  is  the  responsibility  of  each  state 
to  consider  such  proposals  independently.  Possibly, 
this  is  as  it  should  be. 

It  is  the  opinion  of  both  committees  that  even- 
tually the  teaching  in  both  schools  of  medicine 
will  be  identical.  This  would  be  the  solution  to 
our  present  problem. 

While  a composite  board  might  seem  more 
desirable,  under  present  circumstances,  it  is  only 
practical  that  there  be  separate  boards;  one  an 
osteopathic  board  and  the  other  a medical  board, 
such  as  we  now  have. 

Your  committee  would  recommend  that  a defi- 
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nite  effort  be  made  to  repeal  the  Thompson  Act. 
We  do  not  believe  we  can  be  certain  that  the 
effect  of  the  Thompson  Act  can  otherwise  be 
definitely  nullified  by  legislation. 

The  subject  of  reciprocity  has  been  thoroughly 
considered  and  we  are  of  the  opinion  that  this 
should  not  be  permissible.  After  considerable 
study  we  are  of  the  opinion  that  the  osteopathic 
physician  should  be  licensed  to  practice  osteopathy 
only  by  the  osteopathic  board. 

This  motion  of  Dr.  Little,  following  discussion, 
was  then  carried.  It  was  then  moved  by  Dr.  Gold 
and  seconded  that  the  portion  of  the  report  of  the 
reference  committee  pertaining  to  the  report  as 
amended  of  the  Liaison  Committee  to  the  Montana 
Osteopathic  Association  be  adopted.  Following 
some  debate  upon  this  motion,  it  was  moved  by 
Dr.  Little  and  seconded  that  action  upon  this 
portion  of  the  report  of  the  Reference  Committee 
on  Officers,  Meetings  and  Administration  be  post- 
poned indefinitely.  This  motion  was  carried. 

Dr.  Gold  then  moved  that  the  report  of  the 
Reference  Committee  on  Officers,  Meetings  and 
Administration,  as  amended,  be  adopted  as  a 
whole.  This  motion  was  seconded  and  carried. 

The  following  report  of  the  Council  of  this 
Association  was  read  by  President  Layne  on  be- 
half of  Harry  O.  Drew,  M.D.,  member  of  the 
Council  from  the  Yellowstone  Valley  Medical  So- 
ciety: 

At  a meeting  of  the  Council  of  this  Association  on  Wednes- 


Todays  Health 

BOB.,. sMeo  ov  American  Medical  Association 


fOR  THi^AMERfCAN  FAMILY 

(§ood  in 

*^ublic 

Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.~Chicago  10,  Illinois 


Give  your  subs 

cription  order  to  a member  of 

your  local  Medic 

:al  Society  Womon's  Auxiliary, 

who  can  give 

you  Special  Reduced  Rotes, 

—Id 

day  afternoon,  September  10,  it  was  voted  to  again  employ 
Mr.  Newell  Gough  of  Helena,  Montana,  to  serve  as  the  legal 
counsel  of  this  Association  for  the  calendar  year,  1959. 

It  is  the  recommendation  of  the  Council  to  this  House  of 
Delegates  that  it  authorize  a payment  of  $600  per  annum  as 
the  retainer  fee  for  his  services  during  1959. 

It  was  regularly  moved,  seconded  and  carried 
that  this  report  and  the  recommendation  contained 
in  it  to  appropriate  the  sum  of  $600  as  the  retainer 
fee  for  legal  counsel  for  1959  be  adopted. 

Committee  expenses 

President  Layne  called  for  additional  resolu- 
tions and  reports  of  standing  or  special  committees 
but  none  were  presented.  Following  a call  for  the 
consideration  of  new  business  by  President  Layne, 
Philip  D.  Pallister,  M.D.,  asked  that  the  House  of 
Delegates  clarify  its  action  upon  the  payment  of 
travel  and  hotel  expenses  of  the  Advisory  Com- 
mittee on  State  Institutions.  It  was  moved  and 
seconded  that  the  Treasurer  of  the  Montana  Medi- 
cal Association  be  directed  to  reimburse  members 
of  this  committee  hereafter  for  the  actual  expenses 
of  food  and  lodging  and  mileage  at  a rate  of  10 
cents  per  mile.  During  the  discussion  of  this  mo- 
tion, it  was  pointed  out  that  other  committees  of 
the  Association  are  not  allowed  hotel  or  meal 
expenses  and  that  to  authorize  reimbursement  of 
the  expenses  of  this  committee  may  establish  a 
precedent  that  cannot  be  permitted  under  the 
present  income  of  the  Association.  It  was  then 
moved  that  the  motion  be  amended  and  that  this 
committee  be  reimbursed  upon  the  standard  basis 
for  the  reimbursement  of  committee  expense.  Fol- 
lowing further  discussion  the  motion  was  put  to 
vote  and  carried  but  the  action  was  declared  null 
and  void  by  the  Chairman  since  he  had  improperly 
stated  the  amendment  prior  to  the  vote  upon  it. 
R.  H.  Leeds,  M.D.,  then  moved  to  amend  the 
original  motion  and  refer  to  the  Executive  Com- 
mittee the  problem  of  reimbursing  this  committee 
for  its  travel  and  hotel  expenses.  This  amendment 
was  seconded  and  carried  after  which  the  original 
motion  as  amended  was  adopted. 

E.  C.  Maronick,  M.D.,  on  behalf  of  James  J. 
McCabe,  M.D.,  Chairman  of  the  Resolutions  Com- 
mittee, presented  the  following  resolutions  to  the 
House  of  Delegates  and  moved  their  adoption: 

WHEREAS,  Our  retiring  President,  John  A.  Layne,  M.D., 
has  served  most  ably  during  the  past  year;  and 

WHEREAS,  He  has  given  of  his  time  and  of  himself  to 
visit  all  but  two  of  the  component  medical  societies  of  this 
Association;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  convey  to  him 
its  sincere  gratitude  for  his  accomplishments. 

WHEREAS,  Raymond  F.  Peterson,  M.D.,  has  well  and  ably 
served  the  Montana  Medical  Association  as  its  Delegate  to 
the  American  Medical  Association  for  12  years;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  express  to  him 
its  gratitude  and  appreciation  for  a difficult  assignment  well 
accomplished. 

WHEREAS,  The  Program  Committee  of  the  Montana  Medi- 
cal Association  under  the  chairmanship  of  Donald  O.  Schultz, 
M.D.,  has  presented  a varied  and  interesting  scientific  pro- 
gram; therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  this  Associa- 
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tion  extend  to  the  Program  Committee  and  its  Chairman  a 
sincere  vote  of  thanks. 

WHEREAS,  The  Yellowstone  Valley  Medical  Society  has 
served  as  host  for  the  80th  Annual  Meeting  of  this  Associa- 
tion; and 

WHEREAS,  ft  has  been  most  gracious  to  all  visiting 
members  of  the  Association;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  express  its  sin- 
cere appreciation  to  each  member  of  the  Yellowstone  Valley 
Medical  Society  for  their  graciousness. 

WHEREAS,  The  Northern  Hotel  and  the  Shrine  Auditorium 
as  well  as  the  staff  of  each  of  these  institutions  have  con- 
tributed immeasurably  to  the  success  of  the  80th  Annual 
Meeting  of  this  Association;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  this  Associa- 
tion express  its  gratitude  to  the  Shrine  Auditorium  and  the 
Northern  Hotel  for  their  invaluable  assistance. 

Dr.  Maronick  moved  the  adoption  of  these 
resolutions.  This  motion  was  seconded  and  carried 
unanimously. 

I 

Election  of  officers 

President  Layne  then  announced  the  election 
of  officers  for  the  coming  administrative  year  and 
called  for  additional  nominations  for  the  office  of 
President-Elect.  There  being  none,  it  was  regularly 
moved,  seconded  and  carried  that  the  nominee  of 
the  Nominating  Committee,  Leonard  W.  Brewer, 
M.D.,  be  unanimously  elected  to  the  office  of 
President-Elect. 

President  Layne  called  for  additional  nomina- 
tions for  the  office  of  Vice  President.  There  being 
none,  it  was  regularly  moved,  seconded  and  car- 
ried that  the  nominee  of  the  Nominating  Commit- 
tee, Raymond  F.  Peterson,  M.D.,  be  unanimously 
elected  to  the  office  of  Vice  President. 

President  Layne  called  for  additional  nomina- 
tions for  the  office  of  Secretary-Treasurer.  There 
being  none,  it  was  regularly  moved,  seconded  and 
carried  that  the  nominee  of  the  Nominating  Com- 
mittee, T.  R.  Vye,  M.D.,  be  unanimously  elected 
to  the  office  of  Secretary-Treasurer. 

President  Layne  called  for  additional  nomina- 
tions for  the  office  of  Assistant  Secretary-Treas- 
urer. There  being  none,  it  was  regularly  moved, 
seconded  and  carried  that  the  nominee  of  the 
Nominating  Committee,  William  E.  Harris,  M.D., 
be  unanimously  elected  to  the  office  of  Assistant 
Secretary-Treasurer. 

President  Layne  called  for  additional  nomina- 
tions for  the  Delegate  to  the  American  Medical 
Association.  There  being  none,  it  was  regularly 
moved,  seconded  and  carried  that  the  nominee  of 
the  Nominating  Committee,  Paul  J.  Cans,  M.D.,  be 
unanimously  elected  as  the  Delegate  to  the  Ameri- 
can Medical  Association. 

President  Layne  called  for  additional  nomina- 
tions for  the  Alternate  Delegate  to  the  American 
Medical  Association.  There  being  none,  it  was 
regularly  moved,  seconded  and  carried  that  the 
nominee  of  the  Nominating  Committee,  S.  C.  Pratt, 
M.D.,  be  unanimously  elected  as  the  Alternate 
Delegate  to  the  American  Medical  Association. 

President  Layne  called  for  additional  nomina- 
tions for  the  members  of  the  Executive  Commit- 


tee. There  being  none,  it  was  regularly  moved, 
seconded  and  carried  that  the  nominees  of  the 
Nominating  Committee,  John  A.  Layne,  M.D.,  and 
Edward  S.  Murphy,  M.D.,  be  unanimously  elected 
as  members  of  the  Executive  Committee. 

Herbert  T.  Caraway,  M.D.,  was  then  escorted 
to  the  rostrum  and  installed  as  President  of  the 
Association.  Dr.  Caraway  congratulated  Dr.  Layne 
upon  the  conclusion  of  his  successful  administra- 
tion and  expressed  his  gratitude  for  the  privilege 
of  serving  as  President  of  the  Association  for  the 
ensuing  administrative  year.  He  then  installed  the 
other  newly  elected  officers  to  their  respective 
offices. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned  sine  die  at  5:30  p.m. 


The  following  delegates  and  alternate  delegates 
attended  these  sessions  of  the  House  of  Delegates: 

CASCADE  COUNTY  MEDICAL  SOCIETY:  F.  H.  Crago, 
M.D.,  Great  Falls;  H.  W.  Fuller,  M.D.,  Great  Falls;  John  S. 
Gilson,  M.D.,  Great  Falls;  F.  D.  Hurd,  M.D.,  Great  Falls; 
John  A.  Layne,  M.D.,  Great  Falls;  Carl  G.  Nelson,  M.D., 
Great  Falls;  F.  M.  Petkevich,  M.D.,  Great  Falls;  Arnold  E. 
Ritt,  M.D.,  Great  Falls;  Wyman  J.  Roberts,  M.D.,  Great  Falls; 
Thomas  F.  Walker,  Jr.,  M.D.,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY:  Paul  J.  Gans, 
M.D.,  Lewistown. 

GALLATIN  COUNTY  MEDICAL  SOCIETY:  Deane  C. 
Epler,  M.D.,  Bozeman;  B.  J.  Heetderks,  Jr.,  M.D.,  Bozeman. 

HILL  COUNTY  MEDICAL  SOCIETY:  N.  A.  Franken,  M.D., 
Havre;  Robert  H,  Leeds,  M.D.,  Chinook. 

LAKE-S ANDERS  COUNTIES  MEDICAL  SOCIETY:  W.  G. 
Tanglin,  M.D.,  Poison. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY:  Amos  R. 
Little,  Jr.,  M.D.,  Helena;  E.  C.  Maronick,  M.D.,  Helena;  James 
J.  McCabe,  M.D.,  Helena;  Robert  M.  Morgan,  M.D.,  Helena; 
Philip  D.  Pallister,  M.D.,  Boulder;  G.  D.  Carlyle  Thompson, 
M.D.,  Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY:  Leonard  M.  Benja- 
min, M.D.,  Deer  Lodge;  George  M.  Donich,  M.D.,  Anaconda; 
A.  C.  Knight,  M.D.,  Galen;  George  E.  Trobough,  M.D.,  Ana- 
conda. 

NORTHCENTRAL  MONTANA  MEDICAL  SOCIETY:  Roger 
D.  Mason,  M.D.,  Conrad;  George  D.  Waller,  M.D.,  Cut  Bank. 

NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  David 
Gregory,  M.D.,  Glasgow. 

PARK-SWEET  GRASS  MEDICAL  SOCIETY:  T.  R.  Clem- 
ons, M.D.,  Livingston;  William  E.  Harris,  M.D.,  Livingston; 
George  J.  Moffitt,  M.D.,  Livingston. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY:  H.  M.  Clem- 
mons, M.D.,  Butte;  M.  A.  Gold,  M.D.,  Butte;  William  E.  Kane, 
M.D.,  Butte;  J.  E.  McGreevey,  M.D.,  Butte;  John  A.  Newman, 
M.D.,  Butte;  C.  W.  Pemberton,  M.D.,  Butte;  H.  D.  Rossiter, 
M.D.,  Sheridan;  Mabel  E.  Tuchscherer,  M.D.,  Butte. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY:  B.  C. 
Farrand,  M.D.,  Jordan;  J.  S.  Pennepacker,  M.D.,  Sidney; 
Ernest  H.  Rowen,  M.D.,  Miles  City;  Edwin  L.  Stickney,  M.D., 
Broadus. 

WESTERN  MONTANA  MEDICAL  SOCIETY;  Leonard  W. 
Brewer,  M.D.,  Missoula;  John  A.  Evert,  M.D.,  Missoula;  L.  E. 
Kuffel,  M.D.,  Missoula;  E.  S.  Murphy,  M.D.,  Missoula;  John 
M.  Nelson,  M.D.,  Missoula;  George  G.  Sale,  M.D.,  Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  Perry  M. 
Berg,  M.D.,  Billings;  David  R.  Davis,  M.D.,  Roundup;  A.  M. 
Fulton,  M.D.,  Billings;  P.  E.  Griffin,  M.D.,  Billings;  A.  L. 
Goulding,  M.D.,  Billings;  Elizabeth  Grimm,  M.D.,  Billings; 
F.  S.  Marks,  M.D.,  Billings;  R.  E.  Mattison,  M.D.,  Billings; 
Richard  C.  Nelson,  M.D.,  Billings;  Robert  S.  Stokoe,  M.D., 
Billings;  R.  A.  Whitney,  M.D.,  Forsyth. 
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A total  of  11  projects  at  a cost  of  $8,957,656 
designed  to  supply  143  additional  hospital  beds  for 
Utah  are  now  under  construction  according  to  the 
Department  of  Health,  Education  and  Welfare  as 
of  September  30,  1958. 

Approved,  but  not  yet  under  construction  are 
16  projects  at  a total  cost  of  $8,547,016,  including 
$3,429,319  federal  contribution  and  designed  to 
supply  350  additional  beds. 

A Salt  Lake  City  plastic  surgeon  has  been  ac- 
corded international  honors  for  developing  a way 
to  aid  the  speech  of  children  born  with  cleft  palate 
or  abnormally  short  palates. 

He  is  Thomas  Ray  Broadbent,  M.D.,  37,  of  2635 
St.  Mary’s  Way,  chief  of  the  plastic  surgery  de- 
partment of  Latter-day  Saints  Hospital. 

Dr.  Broadbent  has  been  awarded  the  $1,000 
first  prize  in  the  annual  essay  contest  conducted 
by  The  Foundation  of  the  American  Society  of 
Plastic  and  Reconstructive  Surgery. 

The  award  entitles  him  to  a six-month  study 
trip  to  plastic  surgery  clinics  abroad. 

Dr.  Broadbent’s  essay  covered  his  use  of  a flap 
of  tissue  from  the  throat  to  lengthen  the  soft 
palate  in  order  to  produce  better  speech. 

He  gave  an  evaluation  of  his  technic  during 
the  annual  meeting  of  the  society  in  Chicago. 

An  honorary  doctor  of  science  degree  was  con- 
ferred on  M.  M.  Wintrobe,  M.D.,  professor  and 
head  of  the  department  of  medicine.  University 
of  Utah  College  of  Medicine,  at  the  University  of 
Manitoba  in  Winnepeg,  Canada. 

Dr.  Wintrobe  received  his  medical  training  at 
the  University  of  Manitoba,  receiving  his  B.A. 
degree  in  1921,  his  M.D.  degree  in  1926,  and  his 
B.Sc.  (med.)  degree  in  1927. 

University  of  Utah  scientists  have  made  tests 
showing  that  plutonium,  an  ingredient  of  atom 
bombs,  can  produce  slow  developing  bone  cancers 
such  as  those  caused  by  the  radium  in  watch  dial 
paint,  the  American  Cancer  Society  reported. 

J.  S.  Arnold,  M.D.,  and  W.  S.  S.  Gee,  M.D.,  of 
the  departments  of  anatomy  and  radiobiology  of 
the  University  of  Utah  College  of  Medicine,  pre- 
sented their  findings  at  a conference  on  autoradi- 
ography in  Rye,  N.  Y.,  in  September,  1958. 

Autoradiography  was  described  as  involving 
the  use  of  radioactive  substances  that  can  be 
traced  as  they  move  through  a living  body,  tissue 
or  cell. 

Most  of  Utah’s  major  hospitals  have  received 
notice  that  their  accreditation  by  the  Joint  Com- 


mission on  Accreditation  of  Hospitals  is  being  con- 
tinued. 

The  approval  was  granted  on  the  basis  of  in- 
spections made  recently  by  field  representatives 
of  the  commission,  appraising  such  factors  as 
physical  facilities,  quality  of  professional  services, 
administration  and  completeness  of  records. 

Although  American  babies  usually  get  plenty 
of  milk  and  vitamins,  many  of  them  may  be  suf- 
fering from  an  unsuspected  anemia  due  to  a defi- 
ciency of  iron  in  the  diet,  a Utah  physician  told 
the  American  Academy  of  Pediatrics  in  Chicago. 

M.  Eugene  Lahey,  M.D.,  professor  and  head 
of  the  department  of  pediatrics.  University  of  Utah 
College  of  Medicine,  urged  more  frequent  use  of 
hemoglobin  tests  to  detect  what  he  called  the 
“appalling  occurrence”  of  iron  deficiency  in  chil- 
dren under  2 years  of  age. 

When  anemia  due  to  this  deficiency  is  found, 
it  should  be  combatted  not  only  through  improve- 
ment of  the  diet,  but  also  with  more  liberal  use 
of  medicinal  iron,  he  said. 


BLUE  CROSS 
BLUE  SHIELD 


Are  we  taking  Blue  Shield  for  granted? 

We  doctors  are  just  as  human  as  our  non- 
medical  friends.  And  we  might  as  well  confess 
that  we  share  all  the  perversities  of  human  nature 
— most  of  which  seem  so  magnified  when  people 
become  patients. 

One  of  mankind’s  most  dangerous  perversities 
is  to  take  for  granted  so  many  of  life’s  blessings 
which  were  secured  to  us  only  by  heroic  effort 
and  sacrifice  on  the  part  of  our  forebears. 

Thus  it  is  with  our  political  freedom.  As  John 
Philpot  Curran  warned  our  infant  nation  in  1790: 
“The  condition  upon  which  God  hath  given  liberty 
to  man  is  eternal  vigilance;  which  condition  if  he 
break,  servitude  is  at  once  the  consequence  of  his 
crime  and  the  punishment  of  his  guilt.” 

Twenty  years  ago,  when  the  American  Medical 
Association,  in  special  session,  endorsed  the  prin- 
ciple of  voluntary  health  insurance,  American 
doctors  in  many  scattered  places  began  the  long 
hard  task  of  creating  American  medicine’s  own 
unique  instrument,  that  is  now  known  as  Blue 
Shield.  Truly,  these  older  brothers  of  ours  struck 
a great  blow  for  freedom  when  they  built  this 
voluntary  prepayment  program  which  now  serves 
one  of  every  four  Americans. 

In  support  of  their  efforts,  we  must  apply  our 
energies  to  further  strengthen  and  refine  Blue 
Shield.  Leadership  in  the  affairs  of  our  Plan  now 
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and  in  the  future  is  a responsibility  we  cannot 
delegate  nor  can  we  permit  it  to  be  abridged. 

This  will  secure  the  real  and  practical  bene- 
fits of  the  Blue  Shield  program  for  the  public 
good — a principle  to  which  medicine  has  always 
been  fundamentally  dedicated. 

Indeed,  American  medicine  has  too  great  a 
stake  in  the  future  of  voluntary  health  insurance 
to  ignore  Blue  Shield.  For  when  we  doctors  created 
Blue  Shield  we  not  only  pioneered  the  wilderness 
of  prepayment  and  built  our  main  bulwark  against 
socialized  medicine,  we  also  identified  ourselves 
with  an  idea  and  a program  to  which  the  people 
of  America  have  given  a tremendous  endorsement. 

Eternal  vigilance  is  indeed  the  price  of  our 
freedom  in  medicine. 


Medical  color  TV 

The  largest  and  most  advanced  compatible 
color  TV  “set”  in  the  world — a 1,500-pound  elec- 
tronic projector  capable  of  presenting  pictures 
9 by  12  feet— has  been  built  in  the  Netherlands 
for  use  at  U.  S.  medical  meetings.  Smith  Kline  & 
French  Laboratories  announced  recently. 

The  projector,  which  will  be  put  into  full  use 
next  year,  probably  will  get  its  U.  S.  tryout  De- 
cember 2-5,  when  Smith  Kline  & French  will  pre- 
sent 15  hours  of  closed-circuit  medical  color  TV 
at  the  American  Medical  Association’s  clinical 
meeting  in  Minneapolis.  The  new  equipment  is 
en  route  by  ship  to  Philadelphia. 

Built  by  the  famed  Holland  electronics  firm  of 
Philips,  the  device  is  actually  three  projectors  in 
one.  Each  projector  sends  a different  color  onto 
the  screen.  Overlapping  of  graded  images  in  the 
primary  colors  provides  the  shadings  and  varia- 
tions seen  on  the  screen. 

When  Smith  Kline  & French  Laboratories,  Phil- 
adelphia pharmaceutical  firm,  pioneered  medical 
color  television  more  than  nine  years  ago,  the 
only  viewing  equipment  consisted  of  10-inch  home- 
style  screens.  Later,  Smith  Kline  & French  util- 
ized U.  S.-built  projectors  capable  of  pictures 
4 by  6 feet.  The  larger  the  picture,  however,  the 
less  brilliant  the  projected  image — hence  SKF’s 
search  for  an  improved  projector  that  would  pro- 
vide both  brilliance  and  large  screen-size. 

The  Philips  unit  can  project  pictures  four  times 
larger  or  three  times  brighter  than  the  most 
advanced  compatible  color  TV  equipment  manu- 
factured in  the  U.  S.  The  improvement  in  bright- 
ness and  size  may  make  it  possible  to  view  medical 
color  television  in  normally-lit  convention  audi- 
toriums. 

The  first  Philips  large-screen  color  TV  pro- 
jector was  installed  permanently  in  France  last 
week  at  the  Faculte  de  Medecine  et  de  Pharmacie 
de  Marseilles.  The  Smith  Kline  & French  pro- 
jector, far  from  being  a stationary  installation. 


will  be  part  of  SKF’s  mobile  Medical  Color  Tele- 
vision Unit,  which  travels  25,000  miles  annually. 
Modifications  for  the  projector’s  U.  S.  use  were 
designed  by  North  American  Philips  Co.,  Inc.,  and 
the  SKF  crew. 

Since  SKF’s  first  medical  color  TV  presenta- 
tion, the  unit  has  produced  150  programs  through- 
out the  U.  S.j  Canada,  Great  Britain,  France  and 
Mexico — an  average  of  12  to  15  major  medical 
meetings  each  year.  All  in  all,  SKF  has  televised 
850  operations  and  1,500  clinics — and  two  dozen 
babies  have  been  born  “on  camera”  during  ob- 
stetrical presentations. 
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Appreciation  for  personal  communications: 

Maj.  Gen.  Dan  C.  Ogle,  U.S.A.F.  (M.C.),  Sur- 
geon General  U.  S.  Air  Force;  Col.  Levi  Browning, 
U.S.A.F.  (M.C.),  Surgeon,  Lowry  A.F.B.  and  U.  S. 
Air  Force  Academy;  Col.  R.  E.  Bitner,  U.S.A.  Ret., 
Secretary  and  Editor,  The  Association  of  Military 
Surgeons;  Maj.  Gen.  O.  K.  Neiss,  U.S.A.F.  (M.C.), 
Command  Surgeon,  Pacific  Air  Forces;  Brig.  Gen. 
Earl  Maxwell,  U.S.A.F.  (M.C.),  Inspector  General, 
Norton  A.F.B.;  Col.  L.  E.  Gould,  U.S.A.F.  (M.C.), 
Surgeon,  4th  A.F.,  Hamilton  A.F.B.;  Capt.  J.  A. 
Moore,  M.C.,  U S.  Navy,  Cecil  Field,  Florida. 
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as  a world  problem.  Vet.  Med.  52:517-527,  1957. 


for  December,  1958 


121 


Neiv  hooks  received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 


The  Physical  Treatment  of  Varicose  Ulcers;  A Practical 
Manual  for  the  Physiotherapist  and  Nurse;  By  R.  Rowden 
Foote.  Edinburgh,  E.  & S.  Livingstone  (Williams  and  WilkinsI, 
1958.  125  p.  Price:  $4.00. 

Difficult  Diagnosis:  By  H.  J.  Roberts,  M.D.  Philadelphia, 
W.  B.  Saunders,  1958.  913  p.  Price:  $19.00. 

Poisoning;  A Guide  to  Clinical  Diagnosis  and  Treatment:  By 
W.  F.  von  Oettingen,  M.D.,  Ph.D.  2nd  edition.  Philadelphia, 
W.  B.  Saunders,  1953.  627  p.  Price:  $12.50. 

Ciba  Foundation  Symposium:  Neurological  Basis  of  Behavior. 
Boston,  Little,  Brown  & Co.,  1958.  400  p.  Price:  $9.00. 

Ciba  Foundation  Colloquia  on  Ageing:  Volume  4:  Water  and 
Electrolyte  Metabolism  in  Relation  to  Age  and  Sex.  Boston, 
Little,  Brown  & Co.,  1953.  327  p.  Price:  $8.50. 

What  We  Do  Know  About  Heart  Attacks:  By  John  W.  Grof- 
man,  M.D.  New  York,  G.  P.  Putnam’s  Sons,  1958.  180  p. 
Price:  $3.50. 

Breast  Cancer:  2nd  Biennial  Louisiana  Cancer  Conference, 
edited  by  Albert  Segaloff.  257  p.  St.  Louis,  C.  V.  Mosby  Co., 
1958.  Price:  $5.00. 

Emergency  War  Surgery;  NATO  Handbook:  Published  by  the 
U.  S.  Department  of  Defense.  Washington,  D.  C.,  U.  S.  Super- 
intendent of  Documents,  1958.  411  p.  Price:  $2.25. 
Schizophrenia:  By  Manfred  Sakel,  M.D.  New  York,  Philo- 
sophical Library,  1958.  335  p.  Price:  $5.00. 

Epilepsy:  By  Manfred  Sakel,  M.D.  New  York,  Philosophical 
Library,  1958.  204  p.  Price:  $5.00. 


Book  reviews 

Obstetrical  Practice:  By  Alfred  C.  Beck,  M.D.,  and  Alexander 
H.  Rosenthal,  M,D.  Baltimore,  Williams  & Wilkins,  1958. 
1115  p.  Price:  $14.00. 

This  is  a book  for  the  student.  As  such,  it  is 
padded  with  much  useless  material  and  discussion 
of  theories  and  technics  now  considered  outmoded. 
It  is  remarkable  for  its  very  completeness,  and  any 
student  using  it  for  a text  would  have  at  least  a 
passing  acquaintance  with  every  known  thing  con- 
cerning human  reproduction. 

John  R.  Evans,  M.D. 

Laboratory  Medicine — Hematoloiry:  By  John  B.  Miale,  M.D. 
St.  Louis,  C.  V.  Mosby  Co.,  1953.  735  p.  Price:  $13.75. 

Dr.  Miale,  who  is  Professor  of  Pathology  at  the 
University  of  Miami  School  of  Medicine,  has  writ- 
ten an  excellent  book  on  hematology.  This  is  the 
first  of  a series  of  three  books  on  laboratory  medi- 
cine. The  books  now  in  preparation  for  the  series 
are  Chemical  Pathology,  and  Microbiology. 

The  subject  matter  is  arranged  into  12  chapters 
which  cover  the  various  aspects  of  hematology 
quite  completely  and  thus  is  useful  for  the  pathol- 
ogist. At  the  same  time,  it  allows  the  clinician  the 
opportunity  for  quick  and  complete  reference 


work  on  a particular  subject  he  might  be  pursuing 
at  the  moment.  The  information  is  well  presented 
and  complete  with  adequate  comment  as  to  how 
much  one  can  depend  on  the  various  tests  in 
reaching  the  decisions  necessary  for  treating  a 
given  patient. 

The  actual  methods  of  laboratory  procedure  are 
included  in  a 100-page  appendix.  With  this  ar- 
rangement, the  reader  can  spend  as  much  or  as 
little  time  on  these  details  as  his  needs  require. 
The  index  is  excellent,  allowing  rapid,  highly 
selective  reference  when  needed.  The  illustrations 
are  very  well  done  and  the  color  reproductions 
are  particularly  good. 

The  book  is  highly  recommended  for  students, 
clinicians  and  pathologists. 

Marvin  E.  Johnson,  M.D. 


Allergy  in  Pediatric  Practice:  By  William  B.  Sherman,  M.D., 
and  Walter  R.  Kessler,  M.D.,  Ph.D.  St.  Louis,  C.  V.  Mosby  Co., 
1957.  296  p.  Price:  $9.25. 

This  book  is  well  organized  and  clearly  written, 
and  is  a good  reference  book  on  the  theory  and 
practice  of  pediatric  allergy.  Chapters  deal  with 
the  basic  theory  of  immunology,  immunological 
reactions  of  all  types,  atopic  diseases  in  general 
and  detail.  Lists  of  common  testing  antigens  are 
given  as  well  as  a chapter  on  injection  treatment. 
The  chapters  on  sinusitis  and  bacterial  allergy 
reveal  that  the  authors  are  well-versed  in  the 
clinic  as  well  as  in  the  classroom. 

The  authors  state  in  the  preface  that  this  book 
is  meant  for  general  practitioners  and  pediatri- 
cians without  training  in  allergy.  This  is  not 
strictly  true.  One  could  not  read  the  book  and 
commence  treating  patients  with  any  feeling  of 
security.  This  book  would  be  most  helpful  to  resi- 
dents or  fellows  rotating  through,  or  starting  in 
an  allergy  clinic.  Without  this  additional  training 
the  general  practitioner  or  pediatrician  would  be 
lost  as  to  what  tests  should  be  done  and  how  to 
start  the  ascending  scale  of  immunizations.  Only 
by  some  supervised  trial  and  error  can  this  be 
accomplished.  An  outline  of  their  history  forms 
would  be  a nice  addition;  also,  a page  of  don’ts  for 
the  novice,  to  include  such  things  as  “don’t  test 
with  intradermal  egg  albumin — leave  this  for  your 
allergist  confreres!  Don’t  treat  with  dog  or  cat 
dander — shoot  the  dog  or  cat  and  let  the  patient 
change  doctors.  Don’t  believe  the  manufacturer’s 
suggested  schedules — start  with  more  dilute  solu- 
tions,” etc. 

Minor  points  of  objection  are:  the  suggested 
use  of  anti-histaminic  creams  which  are  them- 
selves allergens;  the  suggested  use  of  epinephrine 
in  oil,  presumably  peanut  oil — asthmatics  can  do 
without  this;  that  Privine  nose  drops  are  danger- 
ous in  infants;  that  corticoids  stop  growth  in  chil- 
dren; and  finally,  that  raw  cottonseed  in  mat- 
tresses, etc.,  produces  an  irritating  dust. 

Donald  Sceats,  M.D. 
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The  Colorado  State  Medical  Society 

Clinical  Session,  February  17-20,  1959 
Denver 

OFFICERS— 1958-1959 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  Indicated.  Where  no 
year  is  Indicated  the  term  is  for  one  year  only  and  expires  at 
the  1959  Annual  Session. 

President:  John  I.  Zarit,  Denver. 

President-elect:  John  L.  McDonald,  Colorado  Springs. 

Vice  President:  Robert  P.  Harvey,  Denver. 

Treasurer  (three  years) : William  C.  Service,  Colorado  Springs, 
1959. 

Constitutional  Secretary  (three  years):  Harry  C.  Hughes,  Den- 
ver, 1960. 

Additional  Trustees  (three  years) : Bernard  T.  Daniels,  Denver, 
1959;  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R.  Harper,  Denver, 
1961;  Walter  M.  Boyd,  Greeley,  1961. 

(The  above  nine  officers  compose  the  Board  of  Trustees  of 
V'hich  Dr.  Zarit  is  Chairman  and  Dr.  Harvey  is  Vice  Chairman 
for  the  1958-1959  year.) 

Board  of  Councilors  (three  years):  District  No.  1:  L.  R.  Sa- 
farik,  Denver,  I960:  District  No.  2:  Roger  G.  Hewlett,  Golden, 
1959;  District  No.  3:  Harry  C.  Bryan,  Colorado  Springs,  1961; 
District  No.  4:  Paul  R.  Hildebrand,  Brush,  I960:  District  No.  5: 
John  D.  Gillaspie,  Vice  Chairman,  Boulder,  1960;  District  No. 
6:  Harvey  M.  Tupper,  Grand  Junction,  1961;  District  No.  7: 
George  Balderston,  Montrose,  1961;  District  No.  8:  Herman  W. 
Roth,  Chairman,  Monte  Vista,  1959;  District  No.  9:  Scott  A. 
Gale,  Pueblo,  1959. 

Grievance  Committee  (two  years) ; Kenneth  H.  Beebe,  Sterling, 
1959;  Joel  R.  Husted,  Boulder,  1959;  John  Simon,  Englewood, 
1959;  James  S.  Orr,  Fruita,  1959;  Paul  Tramp,  Loveland,  1959; 
William  Baker,  Pueblo,  1959;  Robert  H.  Smith,  Colorado 
Springs,  1960;  Ray  G.  Witham,  Craig,  1960;  Monroe  Tyler, 
Denver,  1960;  Robert  C.  Lewis,  Jr.,  Chairman,  Glenwood 
Springs,  1960;  Edward  J.  Kinzer,  Johnstown,  1960;  Gordon  H. 
Vandiver,  Vice  Chairman,  La  Junta,  1960. 

Delegates  to  the  American  Medical  Association  (two  calendar 
years):  Kenneth  C.  Sawyer,  Denver,  1960;  (Alternate,  Irvin  E. 
Hendryson,  Denver,  1960);  E.  H.  Munro,  Grand  Junction,  1960; 
(Alternate,  Harlan  E.  McClure,  Lamar,  1959). 

Speaker,  House  of  Delegates:  Vernon  L.  Bolton,  Colorado 
Springs. 

Vice  Speaker,  House  of  Delegates:  William  Covode,  Denver. 
Foundation  Advocate:  Walter  W.  King,  Denver. 

Executive  Office  Staff:  Mr.  Harvey  T.  Sethman,  Executive 
Secretary;  Mr.  John  W.  PompeUl,  Assistant  Executive  Secre- 
tary; Mrs.  Geraldine  A.  Blackburn,  Executive  Assistant;  835 
Republic  Building,  Denver  2,  Colorado;  Telephone  AComa 
2-0547. 

General  Counsel:  Mr.  J.  Peter  Nordlund,  Attorney-at-Law, 
Denver. 

Montana  Medical  Association 

Interim  Session,  March  27-28,  1959 
Helena 

OFFICERS— 1958-1959 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated,  the  term  is  for  one  year  only  and  expires 
at  the  1959  Annual  Session. 

President:  Herbert  T.  Caraway,  Billings. 

President-elect:  Leonard  W.  Brewer,  Missoula. 

Vice  President:  Raymond  F.  Peterson,  Butte. 
Secretary-Treasurer:  T.  R.  Vye,  Billings. 

Assistant  Secretaiy-Treasurer:  W.  E.  Harris,  Livingston. 
Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Tele- 
phone 9-2585,  BiUings. 

Executive  Committee:  Herbert  T.  Caraway,  Billings;  Leonard 
W.  Brewer,  Missoula;  Raymond  F.  Peterson,  Butte;  T.  R.  Vye, 
Billings;  W.  E.  Harris,  Livingston;  John  A.  Layne,  Great  Falls; 
Edward  S.  Murphy,  Missoula. 

Delegate  to  American  Medical  Association;  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City. 

The  Utah  State  Medical  Association 

OFFICERS— 1958-1959 — Terms  of  Officers  and  Committees 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires 
at  the  1959  Annual  Session. 

President:  U.  R.  Bryner,  Salt  Lake  City. 

President-Elect:  I.  Bruce  McQuarrie,  Ogden. 

Past  President:  Reed  W.  Farnsworth,  Cedar  City. 


Honorary  President:  Arthur  J.  Murphy. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 

Speaker,  Bouse  of  Delegates:  Drew  M.  Petersen,  Ogden. 
Delegate  to  American  Medical  Association,  1957-1959:  Kenneth 
B.  Castleton,  Salt  Lake  City;  Alternate  Delegate:  Drew 
Petersen,  Ogden. 

Editor  of  the  Utah  Seetion  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton.  Salt  Lake  City. 

Councilors:  Medical  Societies  of;  Box  Elder,  1960,  D.  L.  Bun- 
derson,  Brigham  City;  Cache  Valley,  1960,  C.  J.  Daines,  Logan; 
Carbon  County,  1960,  A.  R.  Demman,  Helper;  Central  Utah, 
1959,  Stanford  Rees,  Gunnison;  Salt  Lake,  1960,  Richard  W. 
Sonntag,  Salt  Lake  City;  Southern  Utah,  1960,  James  S.  Prest- 
wich.  Cedar  City:  Uintah  Basin,  1960,  R.  Bruce  Christian, 
Vernal;  Weber  County,  1958,  I.  Bruce  McQuarrie,  Ogden;  Utah, 
1959,  R.  E.  Jorgenson,  Provo. 

President  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Executive  Committee:  Reed  W.  Farnsworth,  Chairman,  Cedar 
City;  James  Z.  Davis,  Salt  Lake  City;  Leslie  B.  White,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

New  Mexico  Medical  Society 

OFFICERS — 1958-1959 — Terms  of  officers  expire  at  the  Annual 
Session  in  the  year  indicated.  Where  no  year  or  term  is 
indicated,  the  term  is  for  one  year  only  and  expires  at  the 
1959  Annual  Session. 

President:  James  C.  Sedgwick,  Las  Cruces. 

President-elect:  Lewis  M.  Overton,  Albuquerque. 

Vice  President:  Allen  L.  Haynes,  Clovis. 

Secretary-Treasurer:  Omar  Legant,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque,  telephone  2-2102. 

Immediate  Past  President:  Samuel  R.  Ziegler,  Espanola. 
Councilors  (three  years):  Junius  A.  Evans,  Las  Vegas,  1959: 
Aaron  E.  Margulis,  Santa  Fe,  1959;  Wendell  Peacock,  Farming- 
ton,  1960;  George  Prothro,  Clovis,  1960;  Gerald  Slusser, 
Artesia,  1960;  W.  J.  Hossley,  Deming,  1961;  Guy  Rader, 
Albuquerque,  1961. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  I960:  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Grievance  Committee:  Alfred  Jenson,  Hobbs,  Chairman,  1959; 
James  McCrory,  Santa  Fe,  Secretary,  1959;  John  C.  McCulloch, 
Farmington,  1959;  Richard  Pousma,  Gallup,  I960:  Allen  Service, 
Roswell,  1960;  Paul  Fell,  Deming,  1960;  David  B.  Post,  Los 
Alamos,  1961;  Warren  Hall,  Silver  City,  1961;  Albert  C.  Rood, 
1961. 

New  Mexico  Physicians’  Service:  Omar  Legant,  Albuquerque, 
President,  1961;  Allen  Haynes,  Clovis,  Vice  President,  1959: 
W.  L.  Minton,  Lovington,  1959;  J.  P.  Turner,  Carrizozo,  1959: 
U.  S.  Marshall,  Roswell,  1959;  J.  W.  Hillsman,  Carlsbad,  1959; 
H.  M.  Mortimer,  Las  Vegas,  1960;  D.  A.  McKinnon,  Jr., 
Albuquerque,  Secretary-Treasurer,  1960;  James  Wiggins,  Albu- 
querque, 1960;  Andrew  Babey,  Las  Cruces,  1960;  John  Abrums, 
Albuquerque,  1960;  Eugene  Szerlip,  Albuquerque,  1961:  H.  P. 
Borgeson,  Alamagordo,  1961;  John  T.  Parker,  Farmington, 
1961;  Philip  L.  Shultz,  Santa  Fe,  1961. 

The  Wyoming  State  Medical  Society 

Annual  Session  June  11-14,  1959 
Jackson  Lake  Lodge 

OFFICERS — 1958-1939 — Terms  of  Officers  expire  at  the  Annual 
Ses.sion  in  the  year  indicated.  Where  no  year  or  term  is  indi- 
cated, the  term  is  for  one  year  only  and  expires  at  the  1959 
Annual  Session. 

President:  L.  Harmon  Wilmoth,  Lander. 

President-elect:  Benjamin  Gitlitz,  Thermopolis. 

Vice  President:  Francis  A.  Barrett,  Cheyenne. 

Secretary:  S.  J.  Giovale,  Cheyenne. 

Treasurer:  C.  D.  Anton,  Sheridan. 

Delegate  to  AMA:  A.  T.  Sudman,  Green  River,  1960. 

Alternate  Delegate,  AMA:  B.  J.  Sullivan,  Laramie,  1960. 
Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  Halsey,  Rawlins:  Converse  County,  Roman 
Zwalsh,  Glenrock;  Fremont  County,  Bernard  Stack,  Riverton; 
Goshen  County,  Joseph  Volk.  Torrington;  Laramie  County. 
S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick  Haigler, 
Casper:  Sheridan  County,  Jay  Blumenstock,  Sheridan;  Sweet- 
water County,  J.  G.  Wanner,  Rock  Springs;  Teton  County, 
Robert  Knapp,  Pinedale;  Uinta  County,  Joseph  Whalen. 
Evanston;  Northeastern  Wyoming,  Virgil  L.  Thorpe,  Newcastle: 
Northwestern  Wyoming,  John  H.  Froyd,  Worland. 
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FOR  MEDICAL  MEN 


is  now  available  in  Denver's  exclusive 
Medical-Dental  Building  . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager: 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremonf  Place  • Denver  2,  Colorado 


Oculist  Prescription  Service  Exclusively 

Shadford-Fletcher 
Optical  Co. 

Guild 

Dispensing  Opticians 

218  ISth  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  ffigh  Street,  FLorida  5-1815 
2465  South  Downing,  SPruce  7-2424 
DENVER,  COLORADO 
1140  Spruce  Street,  Boulder,  Colorado 


Patronize  Denver’s  Independent  Druggists 


Quality  Drugs  Courteous  Service 


Adjustable  Crutches  for  Rent 
Surgical  Supplies 
Drugs  and  Prescriptions 

FREE  DELIVERY  IN  LAKEWOOD 
AND  METROPOLITAN  DENVER 


27  Years  in  the  Heart  of  North  Denver 

LUBllV’S  DRUG 

LUBIN  L ORTIS,  Owner 

PRESCRIPTIONS  ACCURATELY 
COMPOUNDED 

Free  Delivery  Service 

West  38th  Ave.  and  Clay  Denver,  Colo. 

Phone  GLendale  5-1073 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH  — CLEAN  — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


WANT  ADS 


MEDICAL,  OFFICES  FOR  LEASE;  Convenient  to  hos- 
pitals. Furnished  reception  room  and  receptionists’ 
stations;  partially  furnished  exam,  rooms;  parking; 
maintenance;  utilities;  beautiful  landscaping;  acous- 
tical tile  ceilings;  sound-resistant  walls:  clinical  lab- 
oratory. Loren  Blaney,  M.D.,  1889  York  Street.  EA. 
2-5388.  12TF 


GENERAL  PRACTITIONER  to  share  large  busy  office 
as  a full  partner.  Unlimited  opportunity.  Perlmack 
Shopping  Center,  7069  Pecos  Street.  Dr.  Charles  Lapan, 
HArrison  9-3529.  113-3 


WANTED — Experienced  medical  technologist,  immedi- 
ate availability,  in  Rocky  Mountain  area.  Salary 
open.  Write  Box  No.  11-2,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2,  Colorado. 


LEASE  or  sell  five-room  house  formerly  used  as  an 
office  by  deceased  physician.  Completely  equipped. 
This  general  practice  grossed  approximately  $25,000 
per  year.  Contact  Mrs.  Blanche  B.  Underwood,  P.  O. 
Box  15,  Delta,  Colorado.  114-3 


OPHTHALMOLOGIST:  Aurora,  Colorado,  town  of  45,- 
000  population  needs  an  OLAR  specialist,  we  have 
none  now.  Plenty  of  space  tor  an  office.  Contact, 
James  F.  Retallack,  9650  Colfax  at  Dayton  Street, 
Aurora  8,  Colorado.  Phone  EMpire  4-2766.  102-3 


POSITION  WANTED  in  internal  medicine.  University 
trained,  recently  Board  certified  internist  wants  a 
position  in  Colorado  or  nearby  mountain  area.  Abun- 
dant clinical  experience  both  as  independent  and 
group  physician.  Health  excellent.  Interested  in  moun- 
tain climbing.  Married.  Colorado  license.  Reply,  Box 
73TF,  Rocky  Mountain  Medical  Journal,  835  Republic 
Building,  Denver  2,  Colorado. 


PHYSICIAN  NEEDED.  Norwood,  Colorado,  San  Miguel 
County.  Population  500,  large  area  to  draw  from. 
Small  hospital,  furnished  with  beds,  linen,  desks.  Good 
schools,  two  churches,  drug  store.  Good  climate.  Ele- 
vation 7,015.  Oiled  highway,  stock  raising,  farming, 
near  uranium  fields.  Civic  clubs  and  lodges.  Hunting 
and  fishing.  Reply  to:  Community  Hospital  of  Nor- 
wood, Norwood,  Colorado.  IITF 


H-O-W-D-Y 

Registered  Trade  Mark 


BOB  S PLACE 

A Bob  Cat  for  Service 
TEXACO  PRODUCTS 
300  South  Colorado  Boulevard 

Cow  Town,  Colo. 
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Abbey  Rents,  110 

Abbott  Laboratories,  13-14,  15, 

16-17,  18-19 

Ames  Company,  89 

Astra  Pharmaceutical  Products, 

65,97 

Ayerst  Laboratories,  72 

Herbert,  George  & Sons,  Inc.,  99 
Bob’s  Place,  124 

Burroughs  Wellcome  Company, 
83-84 

Cambridge  Dairy,  78 
Case,  G.  M.  Laboratories,  98 
Chicago  Medical  Society,  62 
Children’s  Hospital,  68 
Ciba  Pharmaceutical  Products 
Company,  Inc.,  27 
City  Park-Brookridge 
Farms,  80 

Cocks-Clark  Engraving 
Company,  106 
Corn  Products  Sales 
Company,  73 

Doud,  Lee  Incorporated,  112 


Earnest  Drug,  124 
Emory  John  Brady  Hospital,  88 
Empire  Casualty  Company,  10 
Endo  Laboratories,  69 

General  Electric  Company,  64 
Gibson  Surgical  Garments,  100 

Kincaid’s  Pharmacy,  124 

Lakeside  Laboratories,  3 
Lederle  Laboratories,  30,  66-67, 

74,  81,  91,  96,  109 
Lilly,  Eli  & Company,  32 
Lubin’s  Drug,  124 

Merck,  Sharp  & Dohme, 

Inc.,  11,  23-26,  60-61,  105 

Newton  Optical  Company,  116 

Parke,  Davis  & Company,  Cover  II- 1 
Pfizer  Laboratories,  4-5,  87 
Physicians  Casualty  Association,  95 
Picker  X-Ray  Corporation,  86 
Presbyterian  Hospital,  114 
Publishers  Press,  Inc.,  106 

Quincy  X-Ray  & Radium 
Laboratories,  108 


Republic  Building  Corporation,  124 
Riker  Laboratories,  Inc.,  22 
Roerig,  J.  B.,  & Company,  Inc.,  79 

Sandia  Ranch  Sanatorium,  125 
Schieffelin  & Company,  94 
Searle,  G.  D.,  & Company,  7,  59 
Shadford-Fletcher  Optical  Company,  124 
Smith-Dorsey  Company,  20,  63 
Smith,  Kline  & French 
Laboratories,  Cover  IV 
Squibb,  E.  R.,  & Sons,  28,  76-77 

Taylor  Hearing  Center,  70 
Technical  Equipment 
Corporation,  Cover  III 
Telephone  Answering  Service,  107 
Today’s  Health,  118 

Upjohn  Company,  8-9,  12,  92-93,  111 
U.  S.  Brewers  Foundation,  126 
U.  S.  Vitamin  Corporation,  21 

Wallace  Laboratories,  6,  31,  71 
Want  Ads,  124 
White  Laboratories,  75 
Wine  Advisory  Board,  85 
Winthrop  Laboratories,  Inc., 

29,  82,  90,  101-104 


Sandia  Ranch  Sanatorium 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 
Licensed  psychiatric  hospital  20  acres  landscaped  grounds 

Favorable  year-round  climate 

John  W.  Myers,  M.D.,  Medical  Director 

Alan  Jacobson,  M.D.,  Psychiatrist  Fred  W.  Langner,  M.D.,  Psychiatrist 
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A few  suggestions  to  help  the  diet  fit  your  patient^ 
personal  preferences  and  way  of  life 


The  Diabetic  Diet 


-and  a glass 
of  beer,  with 
your  consent, 
vr  a morale- 
booster 


A measured  diet  is  vital.  Portions  should  be 
served  in  dishes  that  fit  the  serving.  A small 
portion  on  a large  plate  is  not  a happy  prospect. 
A food  exchange  list  provides  variations  in  diet. 
Insulin  demands  food  with  the  urgency  and 
regularity  of  an  alarm  clock. 

If  dinner  is  late,  suggest  a light  snack  at  the 
usual  mealtime  with  corresponding  caloric  re- 
duction in  the  delayed  meal.  Hard  candies  do 


well  as  a precaution  against  insulin  reaction. 
Plan  low  calorie  wafers  when  others  nibble 
canapes  or  chocolates.  Above  all,  give  your 
patient  a variety  of  his  food  preferences. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  instructions. 

*Carbohydrate  9.4  Gm;  Protein  0.8  Gm;  Calories  104/8  oz. 
(Average  of  American  Beers) 


United  States  Brewers  Foundation 

Beer — America  s Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  New  York  17  N.  Y; 
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Scientific  Editor  for  Colorado  and  Chairman  of  Editorial  Board, 
1800  High  Street,  Denver 

James  R.  Leake,  M.D. 

Assistant  Scientific  Editor  for  Colorado,  465  N.  Cedar,  Littleton. 
Perry  M.  Berg,  M.D. 
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Associate  Editor  for  Montana,  1236  N.  28th  Street,  Billings. 
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Scientific  Editor  for  New  Mexico,  Coronado  Building,  Santa  Fe. 
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Associate  Editor  for  New  Mexico,  220  First  National  Bank  Building, 
Albuquerque. 

Richard  P.  Middleton,  M.D. 

Scientific  Editor  for  Utah,  Boston  Bldg.,  Salt  Lake  City. 
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Associate  Editor  for  Utah,  42  South  Fifth  East  Street,  Salt  Lake  City. 
Franklin  D.  Yoder,  M.D. 

Scientific  Editor  for  Wyoming,  State  Office  Building,  Cheyenne. 
Arthur  R.  Abbey 

Associate  Editor  for  Wyoming,  P.  O.  Box  2036,  Cheyenne. 

Harvey  T.  Sethman 

Managing  Editor,  835  Republic  Building,  Denver. 

John  W.  Pompelli 

Business  Manager  and  Assistant  Managing  Editor,  835  Republic 
Building,  Denver. 
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address,  47  (July) 

Bank,  Joseph,  M.D.,  Phoenix,  Diagnostic  problems  in  cancer 
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Syrup  and  Suppositories. 
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‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 


..  .for  immediate  control  of  severe' vomiting: 
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NEW:  Multiple  dose  vials, 
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